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To be free – To walk the … earth as equal citizens, to live without fear, to enjoy the 

fruits of our toil, to give our children every opportunity in life – that dream which we 

have held so long in our hearts is today the destiny that we hold in our hands. 

(Robeson and Brown 1958: 108) 
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Abstract 

 

Self determination has been recognised as a basic human right both internationally 

and, to an extent, locally, but it is yet to be fully realised for Aboriginal Peoples in 

Australia. The assertion of Aboriginal community control in Aboriginal health has 

been at the forefront of Aboriginal peoples’ advocacy for self determination for more 

than thirty years. Aboriginal Community Controlled Health Services and their 

representative organisations have been the site of considerable resistance and 

contestation in the struggles involved in trying to improve Aboriginal health 

experiences. Drawing on some of these experiences I explore the apparent inability 

of policy and decision makers to listen to systematic voices calling for change from 

the Aboriginal Community Controlled Health sector. It is government inability to act 

more fully on clear and repeated messages that is a source of much disquiet within 

representative Aboriginal organisations. Such disquiet is grounded in a belief that 

colonial notions continue to influence decision making at policy, practice and 

research levels resulting in a significant impediment to the realisation of self 

determination and associated human rights in Aboriginal health matters and 

Aboriginal Affairs more broadly.  
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Walking our chosen path: self determination 1 

Self determination is both the journey walked by the individual and that walked by the 

nation through life and into eternity as it should be, with freedom, unfettered with the 

ability for self-governance. It is a sovereign right, not something to be given. It embodies 

a number of rights including the right to be guided and choose those guides, the right to 

make your own mistakes and take responsibility for them, the right to meander, explore 

and find your own way around the obstacles in life and the right to determine how the 

pathway laid down before us is trodden. 

It is the right to dance, to run, to play, to stumble, to walk, to rest and stay still for a 

while. It is the right to exist as an irreplaceable part of the landscape leaving behind our 

footprints so the future may know we have lived. 

For the nations to go forward, our existence needs to be acknowledged in the past, 

present and future. The community must also feel they have some degree of control over 

life and be respected. To be well, to flourish, we must have the freedom to live well, love 

life, choose wisely and follow destiny. There must also be the freedom to lay down the 

foundations for the future success of our children strong in culture, identity and purpose. 

For children to fulfil their potential as human beings and contribute to society, they must 

be able to develop the confidence in knowing they will be valued, respected and 

autonomous, safe and secure in their development, and see their parents and elders as 

important participants and in positions of power in society. 

Where does the basis for decision-making rest at all levels in society? If we are not 

included as key decision makers, then the great Australian silence will remain.  

Self determination is not something to be feared, it is something to be embraced. The 

basic goals of most societies are the same, to live well and safeguard the future for our 

children. 

                                                

1 The preceding painting, and this accompanying story, are by Helen Milroy with whom I have been 
fortunate to work since 2003 at the Centre for Aboriginal Medical and Dental Health at the University 
of Western Australia. The copyright to both remains with Helen Milroy; neither may be reproduced 
without permission. 
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For the nation to survive, we have to understand how self determination is constructed. 

The central path represents the internal skeleton and bone marrow. The bones forming 

the framework on which to build the nation, strong, on which the outer coverings of 

society are attached. The marrow being the regenerative ability, the essence and core of 

society such that what is necessary is passed on to future generations. The sun represents 

the exoskeleton, strong and unchanging, warm and enlightening. This is law and 

governance, giving protection and guidance. The moon represents the cool of night, a 

time for dreaming and repair, a time to soar through the sky, waxing and waning with 

the tides. This is kinship, the ties that bind us together even when our outer shell is 

broken, allowing us to move yet staying connected. It is about how we build our 

relationships, the weaving together of society that catches us should we falter. 

The earth by day represents the muscles we grow and nurture, allowing us to develop 

strength and endurance throughout the trials and tribulations of life. The earth by night, 

represents the sinews that bind us and allow us the agility to run and play. To build a 

healthy nation, we have to establish a healthy base with the strength to endure balanced 

by the grace to be conciliatory. As the nation faces the whirlwind or crisis in existence, 

all these structures will converge to protect our path into the future. If we do not have 

these structures in place, the nation may fracture, leaving society fragmented. 

We stand with our feet on the earth and our head in the sky as we walk through life, 

strong, proud, dynamic and compassionate. 

© Helen Milroy - June 2005 
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Chapter one: Introduction 

1.1 ‘We trained hard …’: struggling for better health 

We trained hard but it seemed every time we were beginning to form up into teams we 

would be reorganised. I was to learn later in life that we tend to meet any new situation 

by reorganising and a wonderful method it can be for creating the illusion of progress 

while producing confusion, inefficiency and demoralisation. 

Petronius Arbiter, Rome 61 AD (As posted 

on Aboriginal Medical Service (Redfern) 

notice board) 

This thesis focusses on issues related to Australian Aboriginal Community 

Controlled Health Organisations. I came across the quote above attributed to 

Petronius Arbiter pinned a notice boards when I was visiting the Aboriginal Medical 

Service in Redfern, New South Wales, in October 2001. 2 The quote encapsulates the 

sense of frustration that many people expressed to me during research for this 

project. The notion of participating in a political ‘game’ that frequently changed 

rules, along with a sense of little input into the changing of those rules, generated 

that frustration. Unfortunately for so many Aboriginal people, it is not only a game. 

The reality of the impact of chronic poor health is that, for many, it is a struggle for 

life itself, or at best a struggle for a vaguely reasonable quality of life. For others it 

means having to deal with the consequences of a struggle for health that their family, 

                                                

2 This quote is commonly attributed to Petronius Arbiter (27-66AD) sometimes with a source date of 
61AD and other times with 210BC or 210AD. There is considerable discussion about the accuracy 
and origins of the quote. Despite its frequent usage (an internet search via Google using the terms 
“Petronius Arbiter” then “We trained hard” resulted in 358 hits on 03/09/2002) there seems to be little 
likelihood that Petronius was the author. JP Sullivan describes the use of the quote in the Times 
Literary Supplement (August 8, 1980: 899) as ‘another Petronian forgery’ (see Petronius Society 
Newsletter 1981(May): 5). I use the quote not so much for its authenticity but for the notions it 
encapsulates and its usage in one of the research settings which informed this thesis. 
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friends or colleagues may be involved in. These struggles occur at many levels and 

have many consequences. 

On a population basis, the poor health experienced by Aboriginal peoples in 

Australia has been documented time and time again over the years. 3 There have 

been many recommendations aimed at improving the health of Aboriginal 

Australians. Despite multiple reports and recommendations for change, the health 

experience of Aboriginal people on a population basis remains dramatically different 

from that of non-Aboriginal Australians. What this poor health experience means for 

so many individuals and families includes recurrent or concurrent illnesses and the 

increased likelihood of dying much younger than would be expected in the wider 

Australian population. 

Aboriginal Affairs in Australia is characterised by what has been described by some 

commentators as a cyclical process of reinvention. Robert Riley, a prominent 

Aboriginal activist from Western Australia, described it as being as if: 

 …we seem to be caught in a vicious cycle; how things keep repeating themselves and 

…. we continue to see the same tired old policies of assimilation. 

(Riley 1994: 167)  

In an attempt to move forward, rather than see these cycles perpetuated in Aboriginal 

health, the National Aboriginal Health Strategy Working Party produced a report 
                                                

3 In this thesis I tend to use the term Aboriginal people/s rather than Aboriginal and Torres Strait 
Islander people/s. It is not intended to deny Torres Strait Islanders as Indigenous Australians. Whilst 
there are similarities in the colonial histories and health experiences there are also differences. In 
research related to this thesis I have mainly focussed on issues that confront Aboriginal peoples. 
Further, I acknowledge that using Aboriginal as a descriptive term is problematic as it does not fully 
reflect the diversity of peoples and experiences it tries to encompass. It has been argued that people or 
populations are terms which can be used to avoid the rights of Indigenous peoples. See (United 
Nations 2001) 
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that outlined for the first time a comprehensive National Aboriginal Health Strategy 

(National Aboriginal Health Strategy Working Party 1989). The National Aboriginal 

Health Strategy (1989) clearly argues that poor health in Aboriginal communities is 

a direct consequence of history (p. xiii). Importantly, the Working Party noted that 

while Aboriginal health is poor everywhere, the diversity within Aboriginal 

Australia resulted in there being no single solution or set of solutions that will meet 

the health needs of all Aboriginal Australians. Despite such a diversity of 

background, conditions and experience, there are a number of principles 

underpinning the Strategy that were described as being fundamental for significant 

improvements in Aboriginal health to occur.  

Principles on which to base improvements in Aboriginal health that were highlighted 

in the Strategy include: the central importance of recognising and addressing 

Aboriginal peoples’ Indigenous rights; Aboriginal community control and 

participation in health, at all levels; adequate resources for Aboriginal health 

initiatives; and the primacy of comprehensive primary health care. The identification 

of the political will required included the preparedness and capacity of decision 

makers and the general public to support efforts to improve Aboriginal health.  

Aboriginal community control in Aboriginal health has a long history: the first 

Aboriginal Community Controlled Health Service was established in Redfern, New 

South Wales in 1971. There are now more than one hundred and thirty Aboriginal 

Community Controlled Health Organisations (ACCHOs) operating throughout 

Australia (National Aboriginal Community Controlled Health Organisation 2006). 

These organisations act at multiple levels in their attempts to improve the poor health 

experienced by many Aboriginal peoples. Their establishment saw the beginning of 
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a new approach to Aboriginal health that not only offers an alternative means of 

accessing health care services for Aboriginal peoples but also, a practical expression 

of Aboriginal self determination in Aboriginal health (MacCormack 1993; Mayers 

1999b; Bell, Couzos et al. 2000). 4 ACCHOs have also been described as ‘self 

determination in practice’ (Sykes 1978). In addition, and most importantly, 

ACCHOs have provided dedicated advocacy for the structural changes required to 

improve the circumstances that influence health outcomes. 

Despite the increase in the number of ACCHOs, and the concomitant advocacy that 

has followed, the inequitable differences between the health experienced by most 

non-Aboriginal Australians and that experienced by most Aboriginal peoples has not 

been reduced. Indeed, there have been increases in some health problems such as 

diabetes (Australian Institute of Health and Welfare 1998). Recent research from the 

Northern Territory shows that, despite the improvements in Aboriginal mortality that 

have occurred since 1977, the disparity between Aboriginal mortality rates and all 

Australian rates has actually increased (Thomas, Condon et al. 2006).  

Over the past thirty years there have been multiple inquiries and reports which have 

made recommendations on how to improve the health of Aboriginal peoples (House 

of Representatives Standing Committee on Family and Community Affairs 2000). 

Most, like the National Aboriginal Health Strategy, recommend a major focus on the 

importance of greater involvement of Aboriginal peoples at all levels of health 

systems and society (Bartlett 1998a; House of Representatives Standing Committee 
                                                

4 It should be noted that this idea was reported to be from Les Collins from Queensland in the late 
1970s (John Daniels, personal communication FN #7 31/10/2001: 81).  

In this thesis I draw on notes of interviews and meetings undertaken as a part of the research for this 
thesis. These are referenced by notebook number (eg. FN #1), date and page number of notebook. 
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on Family and Community Affairs 2000). Long term reluctance to realise a need for 

greater inclusivity appears to stem from a failure of governments and their 

bureaucratic representatives. A failure to respond to the conclusions of these reports, 

and a failure to listen to the advocacy of Aboriginal Community Controlled Health 

Organisations over the past thirty five years, are concerns that sit at the core of this 

thesis. 

While the causation of poor health is obviously complex, it is compounded by an 

apparently systemic failure by governments to respond more fully and appropriately 

to reasonably consistent, and recurrent, messages about how to address the persisting 

health inequalities. The origins of this problem extend beyond recent history. There 

are many examples from the past of Aboriginal peoples being constructed as passive 

objects who posed a threat to the health and welfare of non-Aboriginal Australians.5 

By way of example, in his evidence to the Moseley Royal Commission Dr Cyril 

Bryan asserted that: 

… we are faced with the presence of a large black population … and he is increasing 

despite the awful picture that is painted for us of him and his gin and his piccaninnies 

riddled with venereal diseases and stabbed at with leprosy, not to mention a handful of 

other equally repugnant diseases. 

(Moseley 1934: 248) 

Such representations were commonly used to justify a pattern of fear generation, 

paternalism and intrusive policies under the guise of the assertion of ‘knowing what 

was best’ for Aboriginal peoples.  

                                                

5 I am not claiming that Aboriginal peoples lack agency; there is ample evidence to the contrary, some 
of which I mention later in the thesis. See also (Hodson 1989). The notion of constructing people as 
passive objects posing a threat to the health and wellbeing of others is somewhat paradoxical. 
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It has been argued that more studies are needed on what went wrong in programs, so 

policy makers and practitioners might learn from those mistakes, and perhaps 

develop procedures for avoiding past errors in the future (Rifkin 1986). 

Unfortunately, based on the available evidence documented in this thesis and 

elsewhere, action does not always follow.  However, as Rifkin also states, unless 

those lessons already learnt are applied to programs, there is the risk of ‘letting 

health care become once again a bottomless pit of resource absorption and a 

commodity out of reach of those who need it most' (Rifkin 1986: 248). Aboriginal 

peoples experience the worst health, on a population basis, of any group in Australia 

and thus can least afford such an outcome.  

The struggles associated with the establishment and continued operation of 

ACCHOs embody some practical constraints to the realisation of Aboriginal self 

determination. In this thesis I explore some of the structural constraints that confront 

Aboriginal Community Controlled Health Organisations. I am especially concerned 

with the extent to which negotiated policy implementation (or policies open to 

negotiation) has affected Aboriginal health policy and practice. I focus on how and 

to what extent government policy and practice disadvantaged the work of Aboriginal 

Community Controlled Health Organisations in their aim to improve the health of 

Aboriginal Australians. In this context, ACCHOs provide an example of what bell 

hooks interprets as a form of marginality and a site of deprivation that can also 

become a 'site of radical possibility' and 'a space of resistance' (1990a: 341). 

Drawing on particular examples, I demonstrate how the denial of Aboriginal 

peoples’ rights in the negotiating process to be self determining in primary health 

care policy and service delivery remains a key impediment in the struggles for 
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improved health and health care services. I also elaborate some of the resonances 

between past and present practices through examples from two Australian settings. 

1.2 Thesis structure 

To illustrate some of the structural constraints imposed on Aboriginal community 

control and participation in Aboriginal health, I draw on several interlinked issues. 

These include notions of community and representation; accountability; assumptions 

of expertise in Aboriginal health; and the nexus between policy development, 

implementation and practice. Following hooks and others, I am also concerned with 

the pockets of resistance that have sustained the work and the workers involved in 

community controlled organizations. The context is Aboriginal community control 

as it is negotiated in Aboriginal comprehensive primary health care settings.  

Whilst the voices of Aboriginal people are increasingly heard on many issues, 

including health, there remains much that has not yet appeared in print. Sometimes 

this shortfall is due to an apparent deafness to the messages that are being conveyed; 

at other times, it is due to the multiple demands on many Aboriginal people’s time, 

where the importance of recording/documenting is subsumed as a priority by other 

demands. The research I have undertaken has given me the opportunity to discuss 

issues in relation to Aboriginal community control in Aboriginal health with a 

number of key players both in Western Australia and nationally. Throughout the 

thesis I utilise extensive quotes from these discussions, as well as other sources, in 

recognition of the collaborative nature of the research, and the importance placed on 

the understandings translated and conveyed.  

Chapter Two establishes some of the context in which the research developed, with a 

description of its origins, and some of the processes undertaken leading up to and 
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during the research for this thesis. In Chapter Three I background the level of 

inequity in health outcomes experienced in Aboriginal communities. Chapter Four 

introduces some conceptual and theoretical understandings of attempts to assert 

Aboriginal community control in Aboriginal health. These include the origins and 

scope of ACCHOs; international declarations in relation to human rights and health; 

the background and notions behind comprehensive Primary Health Care; and some 

experiences and understandings of key players. 

Self determination, and its linkage to human rights and health, are considered in 

Chapter Five. Aboriginal Community Controlled Health Organisations are revealed 

as one of the few remaining community based organisational groups that are able to 

maintain a key role advocating for change in what has become an increasingly 

conservative and relatively hostile political environment in Australia. Chapters Six, 

Seven, Eight and Nine discuss particular examples of the ways Aboriginal people 

and organisations have endeavoured to engage with government systems in an 

attempt to negotiate change in the area of Aboriginal health. These chapters also 

explore the constraints that influence political engagement and its outcomes. 

Examples are drawn from policy and service delivery to reveal cyclical and 

contested aspects in this regard. In Chapter Ten I discuss the findings of the research, 

and the concluding chapter outlines thesis implications. 

This thesis is informed by the perspectives of a number of people with long term 

associations with Aboriginal Community Controlled Health Organisations and 

explores an under researched area of enquiry. While I consider the differing 

perspectives of health care providers or health decision makers, including politicians 

who are not directly associated with ACCHOs, my central concern is with the 
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politics and rhetoric of policy making and service delivery and the impact on 

Aboriginal people’s health. The constraints of space and time mean that a more 

detailed treatment of practitioners awaits another project/s. 
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Chapter two: ‘We need to get a sketch plan …’ 

It is OK to live it but we need to get a sketch plan or an overview of the bigger picture. 

(Puggy Hunter FN #5 14/02/2001: 35) 

Any research project involves a complex series of activities as it shifts from 

conceptual development through to completion. Sometimes these shifts can be neatly 

separated into discrete stages of planning, implementation, analysis and documenting 

of the outcomes. More often than not such neatness is difficult to realise, as one 

stage merges into another. Some clearly identified actions may never be fully 

completed or implemented as circumstances change and the direction of the research 

unfolds in unforseen ways. In a research project looking at issues of importance in 

Aboriginal health policy and practice, the complexity of the task may be greater than 

anticipated for a range of reasons. Not the least of these are the tensions between the 

multiple demands that many Aboriginal people face. Thus a desire to be part of, or to 

support a research project, has to compete with the other activities and demands of 

daily life. Many of these demands may be more pressing than the research project at 

hand.  

The time factors that arise from these competing demands may result in a research 

project appearing to become a lesser priority, but this does not mean that the research 

itself is not a priority. Rather, there is often limited time and energy available for 

participation in research activities. That said, it must be remembered that the history 

of research in Australia, as elsewhere, has been closely linked to colonial endeavours 

and is approached with scepticism by many Aboriginal people (Smith 1999; National 

Health and Medical Research Council 2003). In this chapter I discuss some of these 

issues in the context of framing and undertaking the research for this thesis.  
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2.1 Cautions/concerns 

Since their first intrusive gaze, colonising cultures have had a preoccupation with 

observing, analysing, studying, classifying and labelling Aborigines and Aboriginality. 

Under that gaze, Aboriginality changed from being a daily practice to being 'a problem 

to be solved’. 

(M Dodson 1994b: 3) 

In considering undertaking this project, I was mindful of whether it was appropriate 

for yet another non-Aboriginal person to conduct research about issues related to 

Aboriginal peoples. My concerns centred on several key issues. One of these was the 

tendency over the years of many non-Aboriginal health practitioners and researchers, 

amongst others, to repeatedly seek to position themselves as having particular 

expertise in relation to Aboriginal health matters and offering their views on 

causation and solutions, often to the exclusion of Aboriginal peoples’ understandings 

(M Dodson 1994b). My involvement in Aboriginal health issues commenced in the 

mid 1970s. This ongoing engagement has enabled me to know, or know of, many 

Aboriginal people much better qualified to comment, plan and implement effective 

strategies for change. This is not unusual, as the stories about the struggles for rights 

for Aboriginal people are well known in Aboriginal communities, however, they are 

not so well known by non-Aboriginal people (Attwood and Markus 1999). 

Another concern was the objectification that can often follow research, some of 

which has been a significant intrusion into Aboriginal peoples lives. Such intrusions 

have been increasingly questioned (National Aboriginal Health Strategy Working 

Party 1989; Dodson 1994b; Anderson 1996b; Peters-Little 2000). Ian Anderson 

draws on the call by Wolfe (1992) for 'reluctant invaders' to 'renounce … all the 

ethnographic ventriloquism that presumes to put words into the mouths of the 
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colonised' (Anderson 1997b: 5). Calls for change are reflective of the continuing 

impacts of many past research practices on the collective memories of Aboriginal 

communities (Anderson 1996b). These memories are powerful and have been 

repeatedly reinforced over the years, as Linda Tuhiwai Smith argues: 

From the vantage point of the colonised ... the term 'research' is inextricably linked to 

European imperialism and colonialism. The word itself, 'research', is probably one of the 

dirtiest words in the Indigenous world's vocabulary. When mentioned in many 

Indigenous contexts, it stirs up silence, it conjures up bad memories, it raises a smile that 

is knowing and distrustful … The ways in which scientific research is implicated in the 

worst excesses of colonialism remains a powerful remembered history for many of the 

world's colonised peoples. It is a history that still offends the deepest sense of our 

humanity. Just knowing that someone measured our 'faculties' by filling the skulls of our 

ancestors with millet seeds and compared the amount of millet seed to the capacity for 

mental thought offends our sense of who we are. It galls us that Western researchers and 

intellectuals can assume to know all that it is possible to know of us, on the basis of brief 

encounters with some of us. 

(Smith 1999: 1) 

In undertaking this research I have sought to avoid perpetuating the intrusive 

practices referred to by Smith and Dodson. It has been my interest and process, 

whilst recognising that this thesis is also part of my seeking further academic 

qualifications, to conduct research that reflects the interests of the people and 

organisations with whom I have been working. Whilst such processes are becoming 

more common they are still not the norm for research practice. Conventional 

researchers are 'slowly and painfully ... coming to realise that working with the poor 

and the voiceless is infinitely more rewarding than working on them' (Cornwall and 

Jewkes 1995: 1674). The use of the term ‘voiceless’ by Cornwall and Jewkes is 

obviously contestable. Rather than necessarily being voiceless, Indigenous people 
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are not heard (Dodson 1995; Mayers 1999a; Hunter 2001c), or deliberately silenced, 

or preferentially unheard (Roy 2004).  

In this context, research has to be more than just rewarding for the researcher. It has 

to have some useful outcome/s for the other participants in the research. This may 

only be in terms of an increased understanding of why certain circumstances occur, 

or of alternative ways of approaching known concerns, but it could also enhance 

individual and community capacity, resources and outcomes.  

In a broader context it has been argued that non–Aboriginal people have to start 

‘learning to do it properly’ if the circumstances of Aboriginal peoples in Australia 

are to become equitable (ACCHO CEO, FN #8 21/05/2002: 47). There are many 

stories that could be told to illustrate the ongoing tensions between researchers and 

Aboriginal organisations and communities in relation to the process of undertaking 

research. This is despite the clarity of the ethical guidelines for research on process 

issues, which have existed for some time (National Health and Medical Research 

Council 1991; National Health and Medical Research Council 1999; New South 

Wales Department of Health and Aboriginal Health and Medical Research Council 

of NSW 1999; Western Australian Aboriginal Health Information and Ethics 

Committee 1999; Australian Institute of Aboriginal and Torres Strait Islander 

Studies 2000; National Health and Medical Research Council 2003).  

By way of example, in a conversation with a person in a senior administration role at 

an ACCHO the following instructive story was related. We had been talking about 

community control and people’s differing understandings in relation to some draft 

material that I had asked for feedback about. We were discussing a particular article 

that had been published in a prominent medical journal some years earlier and the 
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similarities in our criticisms of it. As it turned out one of the authors of the article 

had been in conflict with people at that ACCHO not long before: 

X – We chucked that person out one day. 

Q – From the AMS? How come? 

X – The first we, the deputy director and I, heard she was on the premises was when one 

of the Aboriginal Health Workers contacted us in Admin saying "There's a {researcher} 

downstairs. She's off her head. She's saying stuff about alcohol in our communities. Who 

sent her to us? Can we send her upstairs to you fellas. We reckon she's gwany." 6 The 

Deputy Director and I went down to see what was going on and found this person 

talking to the staff. Neither of us was aware of why she was there so we asked what did 

she think she was doing and were told ‘I have permission’. When asked from whom, the 

researcher’s reply was ‘from the doctors’.  

Q – Is this true? 

X - Yes, but it gets worse. The Deputy Director suggested that perhaps due process had 

not been followed and that the researcher may like to discuss the issue further with us 

before proceeding. The researcher was reluctant and implied that she felt that as she had 

permission and she wanted to continue with what she had started.  

Q – It does not sound like she was hearing the message you were trying to give her? 

X – No. I asked her ‘do you know what community control is and how it works? Do you 

know that you should be asking permission from the Board and not from employees?’ 

The researcher replied ‘I dispute that understanding of community control’. At this the 

Deputy Director told the researcher that this was inappropriate and escorted her from the 

AMS.  

(I/V Transcript 29/05/2002) 7 

                                                

6 Gwany has a range on meanings depending on context. Here it implies ‘weird’ or ‘off the beam’. 

7  Formal interviews transcribed as part of this research are referenced as I/V transcript and date of the 
interview. 
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As this story cogently illustrates, the differing notions of what is and is not 

appropriate process in relation to undertaking research in Aboriginal health can be a 

source of conflict and frustration for both community members and researchers. 

With this in mind, and in the context of trying to ‘do it properly’, even more 

important given my twenty plus years of working with Aboriginal people and 

Aboriginal Community Controlled Health Organisations, I felt reluctant to reproduce 

or reinforce past practices. Particularly, given that if:  

… you actually read all the Aboriginal health research that's been done over the last 30 

years, the best way to describe it is 30 years of describing the problem ... We've got to 

think of ways of insisting that the research agenda shifts much more to actually 

describing solutions. 

(Ian Anderson in VicHealth Koori Health Research and Community Development 

Unit 2000: 27) 

A final concern was the fact that the outcomes of research have sometimes been used 

to ‘justify or maintain unfavourable or exploitative positions’ and increasingly to 

develop new strategies of control (Hall, Gillette, Tandon in Farrant 1991: 436). 

Whilst I have tried to avoid adopting simply an advocacy position, it is recognised 

that neutrality in the field is 'an unattainable goal' (Cohen 2000: 328). 8 Further, as 

Ken Inglis notes in the foreword of Gordon Briscoe’s recent book, 'scholarship is, or 

ought to be, a form of activism' (Briscoe 2003: v).  

It is in recognition of the root causes of the health and social inequalities experienced 

by Aboriginal people that I have sought to undertake work that is collaborative and 

                                                

8  See (Karlsson 2003) who raises some of the tensions and conflicting positions that remain in some 
areas of social research in relation to adopting an advocacy position when working with Indigenous 
peoples’ movements.  
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inclusive, the outcomes of which, it is hoped, will have some use in countering rather 

than reinforcing strategies of control. I have also endeavoured to be mindful of the 

reciprocal obligations that gaining permission to work with people and organisations 

entails. Obligations that mean I as the researcher must not just collect information 

and stories but must also be prepared to give something back as well (Phillips 2003). 

Who should or should not undertake research involving Aboriginal peoples and 

related issues has been a point of contestation for many years. Much of this tension 

relates to issues of representation and the ways researchers gain access to 

knowledge, from whom the knowledge is obtained, who sets the priorities for the 

research, who has ownership of the information obtained, and how that knowledge is 

used (Australian Institute of Aboriginal and Torres Strait Islander Studies 1999). 

Within Aboriginal health research, clear guidelines, relating to planning, process and 

practice, have been articulated since the late 1980s (National Aboriginal Health 

Strategy Working Party 1989; National Health and Medical Research Council 1991; 

National Health and Medical Research Council 2003). Whilst these guidelines 

represent a compromise, following and acting on them fully will often diffuse 

potential tensions about who should undertake research as well as how it is 

undertaken (Australian Institute of Aboriginal and Torres Strait Islander Studies 

1999). Prior to discussing how I negotiated this process I will outline a little more 

about how I became interested in researching and writing this thesis. 
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2.2 Some of my history 

Writing a book is a horrible, exhausting struggle, like a long bout of some painful 

illness. One would never undertake such a thing if one were not driven by some demon 

whom one can neither resist nor understand. 

(Orwell 2000: 6-7) 

Orwell offers many lessons in his work. Here, his commentary about the process of 

writing and engagement could well be applied to undertaking and writing up 

research. It can be a struggle in response to some poorly understood or articulated 

drive. To better understand how, in 1999, I came to the point of embarking on 

doctoral research I will briefly describe some of my engagement with Aboriginal 

communities and health concerns.  

My first involvement in Aboriginal health was as a medical student in 1977 as part 

of the National Trachoma and Eye Health Program. This program ran from 1976 to 

1978 and involved screening over sixty eight thousand Aboriginal people (and more 

than thirty eight thousand non-Aboriginal people) for trachoma across Australia 

(National Trachoma and Eye Health Program 1980). Immediate treatment, including 

corrective surgery in the field where possible, was an integral part of this program. 

My involvement was as a field worker in the central goldfields of Western Australia 

as a part of the mass treatment program of Aboriginal people. This ‘magic bullet’ 

approach, utilising the antibiotic cotrimoxazole, occurred in large areas of South 

Australia, Western Australia and the Northern Territory where trachoma was found 

to be endemic. 9 

                                                

9 See (Dixon 1978) for a critique of the ‘magic bullet’ approach in medicine. 
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This program was driven by the ‘technical solution’ approach to health issues, still in 

favour at that time. The principal aim of the NTEHP was to eradicate trachoma 

(National Trachoma and Eye Health Program 1980). This was a massive undertaking 

and the project seemed to move like a bulldozer around and across the country from 

community to community. To attempt to do this without a broader, coexisting 

commitment to improvements in living conditions was somewhat naïve and has 

since been criticised by some of those who advised the program at the time (Kamien 

1997). Many of the field workers like myself were medical students or involved in 

health related organisations such as Student Initiatives in Community Health 10. This 

early involvement provided an important introduction for me, not only to issues 

affecting Aboriginal people but also to the problematic nature of some strategies 

aimed at making a difference. In this particular case, simplistic mass 

screening/treatment programs for health problems that are the product of multiple 

complex factors, and hence not amenable to a two week course of antibiotics. It also 

helped to make me aware that people heralded as having particular expertise, as was 

Fred Hollows, one of the key people associated with the NTEHP, did not necessarily 

have solutions to problems that were largely non-medical.  

It should be noted that there was no formal teaching on Aboriginal health issues 

during my six years as an undergraduate medical student in WA. Working in a 

hospital upon graduation provided a revealing insight into some of the problems 

which confront Aboriginal people seeking health care from mainstream services. The 

                                                

10 SICH was formed in 1974 by a multidisciplinary group of health and health related students. It was 
a very active group until February1992 when Brian Howe, as Health Minister, decided to withdraw 
federal funding precipitously because he objected to the content of a poem in an issue of Catalyst, the 
journal produced by SICH.  
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common story of Aboriginal people being ignored or left to last when they presented 

to the Accident and Emergency Department was a painful reality. Whilst this was 

not a uniform action by all of the workers, it was a very common occurrence. Being 

exposed to such inept and often racist behaviour led me to consider options away 

from mainstream health services that were more responsive and respectful of 

community needs and desires. Hence, when the possibility arose in early 1982 to 

work at the Perth Aboriginal Medical Service in a general practice training position, 

it seemed an ideal opportunity. It certainly fitted more closely with my evolving 

ideas about how health care could be provided.  

Lack of funding meant that when the training term finished, no further work was 

available. Fortunately another opportunity arose at the AMS shortly afterwards. For 

some time, Joan Winch, one of the Community Nurses at the Perth Aboriginal 

Medical Service, had been trying to establish an Aboriginal Health Worker 

education program, but had been unable to attract any funding. I was employed on a 

part time basis to help Joan develop the initial curriculum and to assist with raising 

money. A grant application to the Western Australian Lotteries Commission was 

successful and this enabled the AMS to establish what was to become the Marr 

Mooditj Foundation. At about the same time as the funding approval came through, 

one of the existing doctors decided to leave the AMS, and I was fortunate to be 

employed as a medical officer, a position I remained in for the following seven 

years.  

During this period, my own thoughts on community action and process developed 

considerably. Working for the Perth AMS entailed many activities, and was much 

broader than being a doctor providing sick care. It involved advocacy work at 
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individual, community and political levels in relation to specific health issues and the 

broader factors which influence health. It also meant learning how to be more 

responsive to community needs, rather than trying to interpret or influence them. In 

other words, it is one thing to be supportive of community control, it is another to 

learn how to work with an organisation and respond to the priorities as they are 

determined by that organisation / community. This is not usually a strength of 

medical practitioners, who have for so long been socialised to be dominant actors in 

health arenas (Willis 1989). 

Working, in 1990, as a research officer for Commissioner Patrick Dodson with the 

Royal Commission into Aboriginal Deaths in Custody inquiry into underlying issues 

in Western Australia, in which health was a central focus, was another learning 

experience. One of my tasks was to help set up a number of regional consultations in 

the south west of Western Australia. Meeting with often hostile and openly racist 

police officers, amongst others, in several rural settings in order to prepare a brief for 

the Commissioner, as well as trying to encourage people to participate in the Royal 

Commission, was quite a shift from working in an ACCHO! Drafting the health 

section of Dodson’s report and reading most of the transcripts of his community 

consultations enabled me to reflect on my earlier work, and also to acquire a taste for 

community based qualitative research. 

Whilst not working full time in the Aboriginal health sector after the Royal 

Commission, I continued to be associated with Marr Mooditj in many different ways 

when asked. This included giving regular lectures to students, assisting with 

curriculum development, involvement with accreditation processes, examining 
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Aboriginal Health Workers, and policy development, which enabled me to keep in 

contact with people and issues that I had become familiar with in the previous years. 

The knowledge and experiences gained working as a general practitioner for an 

ACCHO are rich and varied. They include developing many enduring personal 

friendships, gaining an insight into the sheer magnitude of health care needs that 

exist in Aboriginal communities, and beginning to understand some of the 

continuing inequities Aboriginal people face. Reading the multiple papers and 

reports that just redescribe the health problems experienced by Aboriginal people, 

whilst ignoring fundamental causative factors, led me to be sceptical of many 

research approaches. The focus of some research endeavours seemed to have little 

association with health care needs in communities, or useful knowledge that would 

facilitate change. My work with the Royal Commission offered an insight into an 

alternative research method that was more closely connected to community than 

much of the academic work that filled the medical literature that I had so often read 

in the previous decade. It also followed not long after the publication of the National 

Aboriginal Health Strategy in 1989, which offered much in relation to Aboriginal 

health issues, including research processes (National Aboriginal Health Strategy 

Working Party 1989). 

I have been fortunate to be able to build on some of these earlier experiences and 

now work in the university sector. This work involves the recruitment and support of 

Indigenous students in medicine, dentistry and health science at the University of 

Western Australia. Another aspect of this work is coordinating and teaching, across 

the faculty, an integrated curriculum related to the health issues affecting Aboriginal 

people. This is quite a contrast to the complete absence of any formal teaching on 
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Aboriginal health that I experienced during my undergraduate years in the 1970s. It 

is too early to assess whether these changes will lead to more culturally secure care 

for Aboriginal people when they require health care services, though initial signs are 

encouraging.  11 

2.3 Approaching this research 

I think there is a major role in research looking at better ways of actually trying to solve 

this problem. 

(Hunter 2001c)  

It has been recognised that any research undertaken with Aboriginal communities 

should have some practical benefit for those communities (National Aboriginal 

Health Strategy Working Party 1989; National Health and Medical Research Council 

1991; Australian Institute of Aboriginal and Torres Strait Islander Studies 2000; 

National Health and Medical Research Council n.d.).  

Unfortunately this is not always the case. I recall one request that came to the Perth 

AMS in the late 1980s seeking permission to conduct some research comparing 

dental features of Nyoongar people with a group of people in Japan. The value of 

such anthropometric research to Aboriginal people is tangential at best and reflects 

the racialised science of earlier years with its focus on constructing difference. At the 

time of this request the AMS had been struggling, to no avail, for nearly ten years, 

trying to obtain the funding for a dental service. Miller and Rainow (1997) have 

argued that if you are going to undertake research in Aboriginal communities you 

                                                

11 See (Paul, Carr et al. 2006) for more details. 
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should not forget to take a plumber with you. Unfortunately, in this particular 

research request, no dental equivalent of the plumber was being offered! 

The dental research example is not an isolated one; there are many other anecdotes 

that could be evoked to illustrate inappropriate or partial process in relation to 

research. To follow Miller and Rainow’s analogy, I have been mindful that my 

research needed to not only have community support and be inclusive, but also to 

have some potentially useful outcomes, including a metaphorical plumber. There is 

some urgency in all of this given that ‘despite all the commotion and agitation that 

seems to surround Aboriginal health issues, nothing really seems to have changed’ 

(Anderson 1997a: 119). 12 This leads one to consider what the impediments are to the 

implementation of the socio-cultural, political and structural changes required to 

improve health outcomes for Aboriginal peoples? 

Influencing my decision, despite the cautions mentioned above about undertaking 

research in Aboriginal health, was the shift in policy direction that followed the 

election of the Howard government in 1996. This shift was described as a 

repudiation of 'bipartisan agreements on fundamentals' that have characterised the 

approaches to Aboriginal and multicultural affairs in the previous thirty years or so 

(Markus 2001: ix). This particular federal election coincided with a resurgence of 

anti intellectualism, supported by arguments full of popularist rhetoric along the 

lines of ‘I know … because life has taught me’ (Hage 1998). These arguments, 

utilising the call of ‘equal rights’ to remove so called ‘special’ privileges, were 

                                                

12  Recent work in the Northern Territory, (Thomas, Condon et al. 2006), shows a reversal of the 
deteriorating trend in Aboriginal health data, but concerningly also shows that the gap between non-
Aboriginal and Aboriginal peoples health continues to widen. 
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mobilised in an attack on the somewhat meagre rights and entitlements that 

Aboriginal peoples had managed to acquire over the years (Altman 2001; Markus 

2001). Some of the impacts of these shifts in political direction, and the importance 

of Indigenous peoples’ social and economic rights, are discussed in later chapters. 

It seemed to me that it might be time to build on some of my experiences and to try 

to develop a deeper understanding of what has been described as ‘in part a return to 

the political agenda of the prewar period’ (Markus 2001: x). In particular, some 

research in the context of Aboriginal health that explored the return to past practices 

and approaches that, rather than fostering greater equity and improvements in the 

health experienced by Aboriginal people, seemed to actively impede the likelihood 

of more equitable outcomes. It seemed that Australia was embarking on the 

reinforcement of the notion of Aboriginal affairs being enmeshed in ‘vicious cycles’ 

of assimilationist policies (Riley 1994). 

My decision to pursue this research was not an individual one. It depended on 

whether Aboriginal people and organisations considered that the research could have 

some useful outcomes, whether they or their organisations might be interested in 

collaborating with me to pursue it, and whether they thought that it was appropriate 

for me to be involved. To assess the level of interest and support, I consulted with a 

number of Aboriginal people from different Aboriginal community controlled health 

and health related organisations whom I had known for some years. These 

discussions were also important in starting to define and refine the research topic. 

The initial responses to my inquiries were supportive. All expressed interest and 

support for research that encompassed historical and contemporary aspects of 

Aboriginal health, and in particular looking at structural issues that constrain 
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Aboriginal community control and hence health improvement. Following this initial 

consultation and informal support, I developed a more detailed proposal for formal 

consideration by several Aboriginal community controlled health and health related 

organisations. I then discussed the proposal with key people, usually the director or 

CEO, or another senior staff person nominated by the organisation. Based on these 

discussions I modified the proposal and then gave a copy to each organisation for 

their formal consideration to see if they were interested in supporting and 

collaborating on the research. Later in this chapter, I discuss the formal organisation 

and ethical approvals that were obtained, and the ongoing process of consultation 

and collaboration utilised during this research. 

A common direct question to me when I was discussing the possibility of doing this 

research was ‘and what benefit will Aboriginal people / we get out of this?’ This 

question goes beyond the reciprocity that should be a part of any research endeavour 

that depends on the collaboration and good will of others. In effect it asks what my 

metaphorical plumber was in this research process, given that a doctoral thesis may 

not be accessible to a variety of readers. An obvious response was to offer to write a 

more approachable piece if people found the final thesis format too remote to be 

useful for Aboriginal community controlled organisations.  

I also offered to provide support or assistance to the organisations I was working 

with whilst I was undertaking the research. This was taken up by some organisations 

and I did a variety of tasks, including helping to draft material for policy documents, 

submissions and curricula; providing comments on reports; attending meetings on 

behalf of some organisations; and, providing an ‘ear’ when it was sought. These are 

only a few of the ways I participated in the ongoing activities of the organisations I 
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was working with. Whilst many of these were not necessarily directly related to the 

thesis research, nevertheless, they were an important part of doing the research for 

this thesis.  

Reciprocity can at times be more rhetoric than reality. It can be something that 

makes the researcher feel more at ease with what can be an unequal relationship. 

Sometimes the unintended benefits of the research can come as a surprise, as did this 

comment during one of the interviews conducted during this project:  

… it’s good actually talking to you, because it actually brings a lot more out to the front 

… it actually helps me … here talking to you, it actually helps me in my role as Director 

… it makes things a little clearer for me too. Like where are we going? So once I’ve said 

it, it is a lot … clearer, you know.  

(I/V Transcript 19/12/2000) 

As stated earlier, a concern of mine was to ensure that this research did not 

reproduce past practices, whether redescribing the known, or replicating the close 

linkages between research and colonial endeavours, as explicated in the quotes from 

Ian Anderson and Linda Smith cited earlier (Smith 1999; VicHealth Koori Health 

Research and Community Development Unit 2000). A major role for research in 

Aboriginal health is to look at ‘better ways of actually trying to solve this problem’ 

(Hunter 2001c). I raised this issue with the late Dr Puggy Hunter one day in the 

context of this research project, especially my concerns about contributing to change 

and the relevance of yet another non-Aboriginal researcher, given the skills and 

knowledge that so many Aboriginal people and organisations have. He responded: 

It is OK to live it but we need to get a sketch plan or an overview of the bigger picture.  

(Puggy Hunter FN #5 14/02/2001: 35) 
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Whilst it would be presumptuous to assume that this thesis provides that ‘sketch 

plan’, I hope that it is able to help to inform a part of the ‘bigger picture’. I 

concluded, after many conversations with others, that if research is undertaken 

within the correct process, which in this case involves following appropriate ethical 

protocols as outlined previously (National Health and Medical Research Council 

1991; New South Wales Department of Health 1998), then the likelihood of the 

research being useful for communities is greatly enhanced. 13 And perhaps this work 

can help to contribute towards the ‘sketch plan’ that Puggy referred to. The issue of 

process is something that will reappear throughout the thesis. Prior to discussing in 

more detail some of the research processes I utilised, I now consider related research 

that has been done or is currently underway. My concern is to establish the context 

for this project as well as to locate where it sits in relation to broader research.  

2.4 Other related research  

The work of many scholars, commentators and activists has informed this thesis. 

Here I consider some of the more specific research that has been undertaken in 

recent years. Broader literature is discussed where relevant in later sections of the 

thesis.  

There has been an increasing volume of material published in medical journals 

focussing on Aboriginal people and their health experiences. Much of this can be 

characterised as 'what's the bug' style of research (Simon in Saggers and Gray 1991a: 

119). The recent thesis and subsequent book by David Thomas considers the way 

                                                

13  The NHMRC 1991 guidelines have now been replaced by the (National Health and Medical 
Research Council 2003).  
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doctors have written about Aboriginal people and health issues in the Medical 

Journal of Australia from 1914 to 1999 (Thomas 2001b; Thomas 2004b). Thomas 

records that between 1914 and 1949 there were one hundred and thirteen articles and 

other publications which considered Aboriginal people’s health. There were at least 

another two hundred publications in the period 1950 to 1969 and a further seven 

hundred and nine in the subsequent twenty nine years. Given such a volume of 

published material, the obvious questions arise - what else can be said? Can this 

thesis make a useful additional contribution to what already exists?  

These questions have been answered in part. As I noted earlier, much of the existing 

data consists of redescribing what is known rather than seeking solutions or a new or 

better way of looking at the known problems (VicHealth Koori Health Research and 

Community Development Unit 2000; Hunter 2001c). Perhaps the prolific output of 

medical specialist, Michael Gracey, offers a good example of this style of work. 

Gracey appeared as an author of an Aboriginal health related publication in the MJA 

more frequently than any other person between 1970 and 1999 (Thomas 2001b). His 

contributions have been critiqued elsewhere under the heading ‘more of the same’ 

(Saggers and Gray 1991a: 13-15). Despite such repetitious tendencies in the 

literature, there is an increasing body of work that seeks to delve more deeply into 

complex causative factors in an attempt to develop better understandings of what 

exists, as well as to hint at what might facilitate change. This material comes from 

many different perspectives. It should be noted that different disciplines approach 

Aboriginal health issues from their own perspectives and as such they may offer 

limited approaches (Smallwood 1990).  
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It has been argued that in order to understand the ways the various historical, 

structural, political, economic and social factors influence health 'requires an 

approach more in harmony with the Aboriginal way' (Smallwood 1990: 26). By this 

she means a more inclusive, multidisciplinary approach that incorporates a holistic 

understanding which is more likely to come closer to an in depth understanding of 

the issues of relevance. 

There has been some significant research undertaken which considers historical 

factors in relation to Aboriginal health. Gordon Briscoe, in his PhD thesis, described 

in some detail, aspects of Indigenous health in Western Australia and Queensland 

between 1900-1940 (Briscoe 1996; Briscoe 2003). Briscoe explores the ways disease 

and the fear of disease, to an extent, drove policy and practice in Aboriginal Affairs 

during the protectionist era that he describes.  

Both Harrison, in her Masters thesis, and Thomas, in his PhD thesis, have 

undertaken textual analyses of publications in the Medical Journal of Australia 

(Harrison 1979; Thomas 2001b). Thomas extends Harrison’s analysis, which was 

based mainly on notions of race, considerably with the inclusion of issues of 

representation of Indigenous peoples, politics and power in his critique. This work, 

from a historical perspective, adds valuable contextual material to other work, not 

necessarily directly within the health field, such as that by the Royal Commission 

into Aboriginal Deaths in Custody and the Human Rights and Equal Opportunity 

Commission (P Dodson 1991; Johnston 1991; Human Rights and Equal 

Opportunities Commission 1997). The work of Stephen Kunitz (Kunitz 1994; 

Kunitz and Brady 1995) and Ernest Hunter (Hunter 1993; Hunter 2001) both 

incorporate some historiography in their analyses in order to try to explain 
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contemporary health experiences. Both utilise a qualitative/quantitative approach as 

well.  

Max Kamien’s work in Bourke, NSW, grounded in a community development 

model, offers some useful material for those interested in approaches to change in 

Aboriginal health (Kamien 1978; Kamien 1981). His interest in the Human Ecology 

of the Arid Zone Project centred on the role of the doctor as a change agent, rather 

than on Aboriginal people’s autonomy and self determination. His analysis, with its 

emphasis on the individual and the role of health care providers, underplays the 

significance of broader structural determinants of health (Saggers and Gray 1991a). 

Of particular concern is his assertion that Aboriginal people lack the necessary skills 

to traverse the ‘formidable obstacle course’ to self determination (Kamien 1978: 

236). Such an assertion sits at odds with the findings of this thesis. Further, 

Kamien’s more recent reactions to calls for greater Aboriginal community 

participation and control in Aboriginal health research, in which he argues that 

community control in research leads to a 'politically expurgated version ' of 'the truth' 

(Kamien 1999: 23), raise additional concerns. 

The social health research of Tim Rowse relates mostly to his work with the Menzies 

School of Health Research (Rowse 1996). His work has connections with this thesis 

due to his interest in Aboriginal Affairs policy, the continuing influence of history, 

governance, governmentality and accountability issues (Rowse 1998a; Rowse 2000). 

However, within these contexts Rowse has not engaged to any great extent with 

Aboriginal Community Controlled Health Organisations. Whilst the recent research 

by Sandra Eades has a more epidemiological focus, she also offers some useful 

discussion on the necessary shifts in the processes of engagement, community 
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ownership and ethical issues in research (Eades, Read et al. 1999; Eades 2000). Ian 

Ring has also done some work in comparative epidemiology (Ring and Firman 

1998), which shares some resonance with that of Kunitz but not to the same level of 

engagement. 

David Scrimgeour has made a thoughtful contribution to debates about community 

control of Aboriginal health services in the Northern Territory (Scrimgeour 1997). 

He documents the significant levels of resistance of the Territory Health Service and 

particular health ministers to the notion of community control. Drawing on the work 

of Walzer and Habermass, he aptly characterises ACCHOs as an ‘insurgent social 

movement’ (Scrimgeour 1997: 82).  

The work of Ben Bartlett, Ian Hughes and Ian Anderson, in different ways, have 

informed many aspects of this thesis. Ian Anderson has written extensively over the 

years on many issues related to Aboriginal health matters, and Aboriginal Affairs 

more generally. The majority of his work has usefully focussed on policy and 

practice critiques (Anderson 1988; Anderson 1994a; Anderson and Brady 1995; 

Anderson and Sanders 1996; Anderson 1996a; Anderson 1997a; Anderson 1997c; 

Anderson 2001; Anderson 2002; Anderson 2003; Anderson 2004). His commentary 

on identity and representation issues (Anderson 1994b; Anderson 1997b) as well as 

on ethical research processes (Anderson 1996b) are substantive. More recently, with 

his return to Victoria, the issues and processes being implemented in Victoria have 

taken a more prominent position in his work (VicHealth Koori Health Research and 

Community Development Unit 2000; Anderson, Young et al. 2001; VicHealth Koori 

Health Research and Community Development Unit 2001; Holmes, Stewart et al. 
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2002). These describe strategies for greater inclusion of and control by Aboriginal 

communities in Aboriginal health policy and research. 

Hughes’ action research project charts some of the story related to the establishment 

of an ACCHO in regional New South Wales (Hughes 1997). In his doctoral thesis he 

characterises self determination as the current phase of internal colonialism and 

claims to begin the ‘construction of a model for Indigenous community action for 

self determination in health’ (Hughes 1997: vi). Hughes usefully highlights what he 

terms the ‘paradox of dependent autonomy’. He describes the interplays and tensions 

associated with the establishment of the particular ACCHO in question. Hughes 

tends to ignore the long history of community action which led to the establishment 

of the first ACCHOs some twenty five years before he undertook his research, an 

oversight that limits the depth of his argument. 

Ben Bartlett’s Masters of Public Health thesis and other publications derive from his 

prolonged work in the Aboriginal community controlled health sector, mainly in 

Alice Springs with the Central Australian Aboriginal Congress (Bartlett and Legge 

1994; Bartlett 1998a; Bartlett 1998b; Bartlett 1999; Bartlett and Boffa 2001; Bartlett 

and Boffa 2005). His combined historical perspective and primary health care 

approach is perhaps the most closely related work to this thesis. He argues that 

health providers need to break from the continuing colonial relationship which 

impedes Aboriginal peoples’ agency from becoming a ‘key force for change’ 

(Bartlett 1998b: 360). In this thesis I seek to take Bartlett’s argument further. The 

agency of Aboriginal people has had an active and continuing presence since 

colonisation. By describing some of the ways Aboriginal people, communities and 

organisations have sought to create change but have been obstructed by those who 
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control or influence resource allocation decisions, the onus shifts from health care 

providers to include decision makers and those who position themselves to inform 

their decisions. Unfortunately advocacy from Aboriginal communities does not 

inform policy and decision making as fully as it should (Bartlett and Boffa 2005), a 

point I demonstrate more fully in later chapters.  

Also from the Northern Territory, the work by Tess Lea provides a useful 

complement to that of Bartlett and Scrimgeour. Whilst she too is interested in the 

bureaucratic complexities that abound in Aboriginal health she is not so much 

interested in how Aboriginal people ‘cope’ with ‘the system’ but more with how ‘the 

system’ copes with Aboriginal people, and, in particular, the health professionals and 

bureaucrats within that system (Lea 2002: 13, 22-23). Lea acknowledges that how 

policies and programs in Aboriginal health are received, interpreted and utilised by 

Aboriginal people are important issues that require further consideration and 

analysis. In part this thesis moves to address this gap in the context of the struggles 

of Aboriginal people, and some of their representative health organisations, to not 

only get a hearing, but to also gain support and action on health matters. My interest 

is not so much on the practice of health in this setting, though obviously this is 

important and as such is considered briefly, but rather on issues of process and sector 

resourcing.  

An increasing proportion of recent research with Aboriginal peoples has been 

informed by understandings of human rights, equality, and government policy 

(Beckett 2001: 7). That said, the linkages between health, equity and human rights 

have not been examined rigorously previously (Braveman and Gruskin 2003) 

Further, a human rights perspective offers a rich framework for a substantive 
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consideration of the issues of relevance for improvements in health experiences 

(Marks 2003; Marzouki 2004). A human rights framework is a more useful tool for 

analysing and addressing public health issues than any framework within more 

traditional biomedical approaches (Mann 1996). In this thesis I draw on the 

perspective on human rights and health, with a particular focus on Indigenous 

peoples rights.  

The way this research was undertaken is described shortly, but in summary it 

involved working with Aboriginal people with long histories of engagement in 

Aboriginal community control in Aboriginal health, with the specific intent of giving 

prominence to the voices of Aboriginal people. Thus this research starts from a 

different premise to that of many other research endeavours. As has been put by 

others, since colonisation the so-called 'Aboriginal problem' has been subjected to 

'close but misunderstood scrutiny' (Smallwood 1990: 24). Rather than casting 

Aboriginal health as a problem I respect the reality that Aboriginal people have the 

knowledge and have developed the structural bases for effecting change in 

Aboriginal health, and have been doing so for over thirty years. The material 

presented here is not aimed at redescribing ‘the problem’ of poor health in 

Aboriginal communities. Rather, the thesis focuses on the constraints to 

operationalising Aboriginal self determination in Aboriginal health. It also 

endeavours to offer some suggestions for alternative processes for engagement and 

action.  

The 1989 National Aboriginal Health Strategy, as mentioned earlier, was a pivotal 

document as the first nationally agreed strategy on Aboriginal health controlled by 

Aboriginal people (National Aboriginal Health Strategy Working Party 1989; Paul 
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1998b). My research has involved drawing on the expertise and more recent 

experiences of several key players involved in the development and finalisation of 

the National Aboriginal Health Strategy. Some of the underpinning principles of the 

Strategy are revisited in the context of more recent experiences.  

It has been argued that ensuring a greater responsiveness of the health system is 

central to improving the health of Aboriginal people (Office of Aboriginal and 

Torres Strait Islander Health 2001a). By exploring some of the ways mainstream 

systems respond to Aboriginal people and their representative health organisations, 

such as ACCHOs, it is possible to reveal continuing barriers to improving health 

care services and, in turn, their responsiveness to Aboriginal people’s health needs. 

Consistent with this notion, the research recorded here is part of a more recent trend 

in which Aboriginal people are posing the questions and others, including 

researchers, are changing the ways they 'acquire and express knowledge' by working 

in collaboration with those who were previously the objects or subjects of inquiry 

(Brady 1999). The rest of this chapter outlines the way this occurred in this particular 

research project. 

2.5 Why this way?: ‘… we are in charge’ 

We are not just participants in research, we are in charge. 

(Hunter 2001c)  

It would be easy to say this research has been undertaken in a manner that complied 

with the NHMRC ethical guidelines on research with Aboriginal people (National 

Health and Medical Research Council 1991). In other words, I could just state that I 

consulted the community, the community was involved in the research and an 

agreement was reached about the ownership and publication of the results of the 
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research. However, the 1991 NHMRC statement, the relevant health research ethics 

guidelines for most of the period that this research was undertaken, only provides a 

guide to how research should be done. The statement, and the more recent 2003 

guidelines (National Health and Medical Research Council 2003), do not ensure that 

due process is followed nor that the research be shaped or directed by the Aboriginal 

people who are ‘in charge’ of it. Given that the production of knowledge is 

‘enmeshed in the messy contours of power, ideology and politics’ (Davis 2001: 1), 

what emerged was a very uneven field of action.  

Elsewhere, David Atkinson and I have argued that if researchers reported more fully 

the processes they undertook in seeking support and doing research in Aboriginal 

health issues, then there may be some shift in research practice and outcomes (Paul 

and Atkinson 1999). Some have argued that this is a simplistic treatment of the 

issues (Thomas 2001b). Whilst reportage in itself does not ensure better practice, 

describing in detail the processes undertaken can help researchers to reflect on the 

ways they initiate, undertake and write up research. Adopting such a process, 

however, may not necessarily enhance the likelihood of an individual researcher 

being more inclusive and respectful of Aboriginal peoples’ priorities and 

sensitivities. It nonetheless increases the possibility of a shift from rhetorical action 

to more meaningful inclusion, enhancing the opportunities for change.  

If, as is discussed in Chapter Four, self determination and community control are 

considered central to health improvements, then attention to due process assumes a 

high priority. As I will show, adopting due process is an issue of respect as well as 

power. In addition to the national guidelines referred to earlier, there are state based 

ethics procedures in many jurisdictions (New South Wales Department of Health 
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1998; Western Australian Aboriginal Health Information and Ethics Committee 

1999).  

The Memorandum of Understanding in NSW states clearly that consent and ethical 

approval should be obtained prior to undertaking and publishing Aboriginal health 

research (New South Wales Department of Health 1998). Yet, as reported to me 

during this research, some researchers had boasted that they felt they were not 

obliged to comply with the ethical protocols that had been agreed and signed off on 

in NSW (personal communication, John Daniels, 2000). There remains not just 

reluctance but an active resistance by some researchers to embrace the notions of 

agreed ethical research practice in Aboriginal health. Such reluctance reveals a lack 

of understanding and indeed tension between the process utilised in doing research 

and the outcomes of research. As Anderson puts it, it is ‘the process, not just the 

product, that is important' (1996b: 159). 

If both process and outcome of research are important, then what are some of the key 

elements of appropriate process that I have utilised? I have already described some 

of the preliminary consultations that were undertaken prior to commencing the 

research. The aim being not just to ‘get permission’ to do the research (that came 

later) but rather to gauge the level of interest in the project, as well as to help shape 

and direct the research and the way it should proceed. This is an issue of particular 

relevance in planning and undertaking research, and takes time. Most research 

endeavours take longer than initially anticipated as blind alleys are explored, 

unexpected events occur, motivation shifts, uncertainties need resolving or 

distractions intervene.  
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When working in Aboriginal affairs, be it with a health focus or not, there are other 

issues that contribute to things taking longer. It is rarely possible to do things 

quickly. The processes of informing, consulting and negotiating a collaborative 

approach and obtaining support can take considerable time. When discussing with 

Ted Wilkes, the CEO of Derbarl Yerrigan Health Service for fifteen years from the 

mid 1980s, the issue of how time constraints placed on research due to funding, 

academic or institutional requirements, he responded: 

… research institutions should focus on quality not quantity … that is a big problem … 

Aboriginal people have time sorted out … time should never be an issue … you can’t 

see it … it shouldn’t be something that controls us … 

(FN #8 19/06/2002: 68) 

Wilkes concluded by saying that it ‘takes what it takes’ to get things done and that 

deadlines should not always be crucial. To expand further, obtaining consent is not 

just a matter of talking with one person to gain permission to undertake a research 

project. Consent to share knowledge requires collective rather than individual 

permission (Australian Institute of Aboriginal and Torres Strait Islander Studies 

1999). Accepted processes for undertaking research have been detailed in various 

guidelines related to Aboriginal health research published over the years (National 

Aboriginal Health Strategy Working Party 1989; National Health and Medical 

Research Council 1991; New South Wales Department of Health 1998; Western 

Australian Aboriginal Health Information and Ethics Committee 1999). The Onemda 

VicHealth Koori Health Unit 14 at Melbourne University has undertaken several 

projects related to ethics and Koori health research that highlight, amongst other 

                                                

14  Formerly known as the VicHealth Koori Health Research and Community Development Unit  
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things, the importance of community participation, correct process, past 

shortcomings, and future directions (Humphery 2000; VicHealth Koori Health 

Research and Community Development Unit 2000; VicHealth Koori Health 

Research and Community Development Unit 2001; Thomas 2001a).  

Some of the processes of consultation involved in seeking support for a research 

project can be made easier if the researcher or researchers are known to the 

communities or organisations with whom they wish to work. It certainly did in my 

situation. That said, this does not mean that the period of time taken for consultation, 

negotiation and obtaining support was lessened. Nor does it mean that less rigour 

was involved in the processes that are undertaken. What it can mean is that the 

process may be less intimidating or daunting. However, being known does not 

translate into automatic approval. In seeking support for this research I was still 

asked, and expected to answer, questions such as: ‘what benefit will we / Nyoongars 

get from this?; how will we be part of the process?; who will own the information 

collected?; how will feedback be provided?; how will the outcomes be reported?; 

and you will check with us before publishing anything?’.  

In addition to the processes of negotiation there are also formal approval processes 

that need to be undertaken. Prior to commencing this research not only did I have to 

seek ethics approval from the University of Western Australia Committee for Human 

Rights, but also from several other bodies. Each organisation with whom I worked 

provided formal approval, usually via a decision of the respective board of 

management. One organisation also had an ethics committee which considered my 

request prior to the board of management decision. In addition, I sought approval 

from the Western Australian Aboriginal Health Information and Ethics Committee, a 
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state wide committee with majority representation from Aboriginal community 

organisations. In short the proposal for this research was considered and approved by 

three separate ethics committees and the boards of management of a further four 

organisations. 

Along with obtaining permission and following due process, another obvious issue is 

that of representation. How relevant is the knowledge gained from the research and 

how closely does it reflect the understandings of the communities from which it has 

been obtained? Soucy (2000), drawing on the earlier work of Clifford (1988), notes 

that the knowledge gained in the field can be controlled or determined by the 

individuals and or communities with whom the researcher is working. Thus, the 

privileging of specialists or authorities as a source is not only potentially flawed but 

also marginalises, or silences, the understandings and practices of those not 

privileged or viewed as authorities (Soucy 2000). 

This is an issue that I have been aware of in undertaking this research. I have not 

attempted to approach the whole ACCHO sector, let alone all people in the 

Aboriginal health field. Adopting a qualitative participant observation, rather than a 

quantitative approach, I have chosen to work with a small number of people from a 

small group of organisations from Western Australia and New South Wales. In doing 

so I have sought, and in the most part gained, access to some of the key players 

within the ACCHO sector in Western Australia, as well as some people who have 

played substantial roles nationally. This was a deliberate decision.  

My past experience working with several Aboriginal community controlled health 

and health related organisations meant that I knew or was acquainted with many 

people who have had prolonged and significant roles in the Aboriginal community 
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controlled health sector, particularly in Western Australia. I was not, in Soucy’s 

(2000) terms, seeking to marginalise the voices of people I did not know or did not 

work with during this research. Nor has it been my intent to privilege those I did 

know, or came to know, through this research. Rather, I was keen to attempt to 

capture some of the knowledge and experience of the people and organisations I was 

able to work with. Certainly this interest was fostered by the respect I had developed 

for the strength and commitment these people and organisations had shown over the 

years, at times against considerable adversity. Despite the involvement of a relatively 

small number of organisations and people in this research I have been able to draw 

on a considerable depth of experience and long term knowledge of how to ‘deal 

effectively with the health problems our people are facing’ (Mayers 2001c: 4). 

In order to demonstrate some of this depth, here is a selection of the roles some of 

the people I worked with during this research held or have held over the years: the 

long term chairperson of the National Aboriginal Community Controlled Health 

Organisation (and of its forerunner the National Aboriginal and Islander Health 

Organisation before that); the long term deputy chairperson of NACCHO and its 

forerunner, NAIHO; a deputy chairperson of NACCHO; a chairperson of NACCHO; 

four long term directors or CEOs of ACCHOs; three of the past chairpersons of 

WAACCHO; the three past and present executive officers of WAACCHO; two 

current and one former director of Aboriginal community controlled health related 

organisations; and, several senior managers in an Aboriginal health research 

network.  
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Some of these people have been in senior management positions within the ACCHO 

sector for over thirty years, most for at least ten to fifteen years. Similarly, most of 

the organisations I have been working with also have long histories.  

The Aboriginal Medical Service Cooperative Ltd (Redfern) was not only the first 

ACCHO to be established in Australia when it began operations in 1971, it was the 

first generalist community controlled health service in the world (Mayers 2001b). 

Further, the AMS (Redfern) is the oldest continuously operating comprehensive 

primary health care service in Australia. In Western Australia, I have worked with 

people associated with the first three ACCHOs to be established in the state, dating 

back to 1973 for Derbarl Yerrigan Health Service. Also, I have worked with the first 

and longest continuously operating Aboriginal community controlled Aboriginal 

Health Worker education organisation in Australia. 

This brief description gives an indication of the considerable depth of experience and 

knowledge, both organisationally and individually, that has helped to inform this 

research. It used to be common in research conducted under the guise of 

anthropology for a single setting to be the primary focus with the interrogation and 

comparison of the particular in order to theorise on some of the broader picture 

within which that setting operates. Anthropology has seen dramatic shifts in 

approaches and practices since the 1960s with more nuanced and multilayered 

approaches and analyses gaining traction (Ortner 1984). Having permission to draw 

on the collective experience of the people associated with these different 

organisations helped me to decide on a multisited approach for this research. This 

has not been with an interest in exploring the unexpected and less obvious in 

different research sites favoured by some researchers (Marcus 1999). Rather, it has 
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been to try to develop a deeper understanding of the connections within the obvious 

differences between these sites. The aim has been to reveal some of the connections 

in the resistance and persistence against approaches which have sought to constrain, 

either intentionally or not, the visible assertion of Aboriginal self determination / 

community control in Aboriginal health. 

It has been argued that everyday resistance can be more effective and meaningful 

than more momentous or public confrontations (Scott 1985; Trigger 1992). In this 

thesis I draw on some particular examples of everyday resistance to further illustrate 

both some of the constraints within which the assertion of Aboriginal self 

determination in Aboriginal health operates, and some of the ways these constraints 

are resisted and at times, overcome. I also show some of the ways that resistance is 

resisted! Drawing on a cross section of activity in Aboriginal health and health 

related community controlled settings demonstrates the magnitude of these 

bureaucratic constraints as well as helping to better illustrate continuities of colonial 

practices.  

Here it is appropriate to return to my earlier comments about the changing political 

milieu and its role in increasing my interest in commencing this research. After the 

1996 Australian federal election there were some clear statements made early in the 

first term of the Howard led Liberal government which indicated a shift in approach 

to Aboriginal affairs. As discussed below, these statements, by some key decision 

makers in the new government, implied that the expertise and knowledge of many 

Aboriginal people and organisations may be less likely to have a significant 

influence on future government policy. Further, there was an implication that some 

of these people and organisations were either poorly informed, or did not know the 
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real situation, nor the appropriate solutions to the problems which many Aboriginal 

people and communities faced.  

The ninth annual Joe and Enid Lyons Memorial Lecture was given in November 

1996 by the former surgeon and newly appointed Minister for Aboriginal and Torres 

Strait Islander Affairs, Senator John Herron. Some of the remarks made in his speech 

offer an indication of this shift in approach. This approach appeared to privilege the 

voices of some and marginalise others.  

In this speech the minister talked of a need for the ‘right leadership’ (Herron 1996: 

15). ‘Right’ according to whom? It is an unfortunate reality that the legitimacy of 

Indigenous people’s leadership has always been dependent on governments, on who 

governments were prepared to talk to, and who they found to be acceptable as 

leaders (Smith 2004). The new Minister also called for a 'break with past practices’ 

(Herron 1996: 2). Superficially, this was a laudable aim, until it was clarified which 

of these practices he was referring to. Appearing to ignore the role of community 

autonomy, he advocated for the introduction of ‘competitive tendering between 

potential suppliers' for the provision of services to communities (p. 5) and a shift in 

funding that was 'weighted towards remote communities' (p. 6). Despite indicating a 

desire to redress some of the disadvantage experienced by Aboriginal communities, 

he remained comfortable with the decision to impose 'savings' reductions on ATSIC 

in the order of seventy nine million dollars in 1996/1997 financial year (p. 8). 

Further, Herron, representative of the new government’s ideology, argued his 

preference for the term 'self-empowerment', as opposed to self determination (p. 9). 

He clarified his understanding of the difference between the two by saying that ‘self-

empowerment varies from self-determination in that it is a means to an end - 
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ultimately social and economic equality - rather than merely an end in itself' (p. 18). 

He argued that the position Aboriginal people find themselves in can only change by 

adopting individual responsibility. Moreover, ‘genuine self-empowerment can only 

come through education and the learning of management skills’ which he argued 

was the ‘key to unlocking the vicious cycle of unemployment, lack of self-esteem 

and hopelessness' (p. 9). The implication of this statement is clear: Herron 

considered Aboriginal peoples lacked the education and skills to ‘improve’ their 

situation.  

His stance seemed to ignore broader societal influences and the collective 

responsibility of the state to foster change, let alone the collective rights of people to 

articulate both their perceived needs and the processes necessary to meet them. 15 

This notion of collective right is something I return to in the discussion on self 

determination in Chapter Five. 

This particular speech is not an isolated example of one individual’s view, but 

demonstrates some of the ideology espoused since 1996 that challenges the right of 

Aboriginal Australians to self determination. This focus on the statements and 

actions of politicians is central to the likelihood of achieving substantive change in 

Aboriginal health. It is not just an issue of waiting for political support or approval, 

but rather that political will is one of the most important factors in progressing equity 

and health (National Aboriginal Health Strategy Working Party 1989; Saggers and 

Gray 1991a; Bartlett 1998b; British Medical Association 2001; Hunter 2001a; 
                                                

15 More recently, the current Minister for Indigenous Affairs has continued the attack on Aboriginal 
specific services (Brough 2006). 
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Mooney 2002; Sterritt 2002). If key political decision makers are opposing 

Aboriginal community control in Aboriginal health then the realisation of 

community control becomes much more difficult.  

So far in this chapter I have introduced some of the context for why I have 

undertaken this research, and introduced some of the process issues involved in the 

development of the project. I have also discussed the importance of ethical and 

inclusive research processes because this is one of the ways that more equitable 

outcomes are likely to be achieved in Australia. It is a part of non-Aboriginal 

Australians ‘learning to do it properly’, as it was put to me in one of the interviews 

(I/V Transcript 21/05/2002). One could also argue that if not integral to 

decolonisation, it is at least a way of countering continuing colonial practices. 

Obviously, research should benefit the community/s involved. This is more likely to 

occur if appropriate processes are utilised which are inclusive of community 

perceptions and driven by the communities involved (Anderson 1996b). This 

assumes some merger between the interests of the community/s and the researcher. 

Arguments based on the myth of objectivity in research may well fail this test, as 

they ignore the problematic nature of attempting to adopt a stance of neutrality in the 

field. An impossibility to achieve because: 

… assumptions of neutrality mask the inequalities that characterise our relationships 

with our study populations ... as professionals working towards professional goals ... we 

are not simply out to watch natives, we are out to promote our careers. 

(Cohen 2000: 328)  
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2.6 Doing the research 

Concern has always been expressed by Aboriginal people at the way researchers, be they 

anthropologists or medical scientists, are continuing to invade the privacy of Aboriginal 

communities in order to conduct research which appears to be largely designed to serve 

their own academic, political, or professional needs. This research is often undertaken 

with little or no proper consultation with communities. 

(National Aboriginal Health Strategy Working Party 1989: 207)  

The research undertaken for this thesis was of a qualitative nature and draws on a 

diversity of sources including the analysis of a mix of archival, interviews, field 

based observation and textual material. The inclusive process undertaken in the 

development and implementation of the research shared some commonalities with 

participatory research practices. The increasing interest in participatory research in 

health based research has been linked to greater concerns about equity and 

pragmatism, with a ‘knowledge for action’ focus as opposed to the more 

conventional ‘knowledge for understanding’ approach (Cornwall and Jewkes 1995).  

Medical training, grounded in Western medical knowledge, does not always prepare 

researchers to readily adopt a participatory model. Further, in the context of the 

processes of research involving Indigenous peoples, the pursuit of knowledge can be 

‘embedded in the multiple layers of imperial and colonial practices' (Smith 1999: 2). 

The notions of supremacy, neutrality and objectivity embodied in much Western 

medical practice militates against greater community involvement in the planning 

and implementation of the research process (Cornwall and Jewkes 1995). Ironically, 

it is this very involvement that has been shown to increase the effectiveness and 

benefits of the research (Cornwall and Jewkes 1995; Anderson 1996b).  



 69 

Commencing this research evoked tensions and contradictions. As noted earlier, over 

time I have been involved in the arena of Aboriginal health as a health care provider, 

a researcher, a policy worker, educator, advocate and supporter. Entering the field as 

an academic researcher involved being both an insider based on my past and ongoing 

involvement in various community settings, and an outsider in this newer role. In 

such positioning there can be an ambiguity and tension of being both an outsider and 

a privileged insider (Finlayson 2001). Alternatively, in this new role, one can be 

neither an insider nor outsider but rather a hybrid (Lea 2002) particularly given that 

the roles are rarely clearly defined, with blurred borders and much interchange 

between roles from one moment to the next. In the role of researcher I was rarely 

only researching. More often than not I would also be a colleague, a support person, 

an educator, policy assistant, a friend, an office worker, sometimes in the way and, 

occasionally, providing health care advice. 

Apart from the usual archival and literature work required for research of this nature, 

a substantial proportion of this research was undertaken in several different 

Aboriginal Community Controlled Health Organisations, mostly between late 1999 

and mid 2002. In particular, the Western Australian Aboriginal Community 

Controlled Health Organisation, Marr Mooditj Foundation, the Kimberley 

Aboriginal Medical Services Council and the Aboriginal Medical Service 

Cooperative Ltd (Redfern). Whilst geography meant that more time was spent in 

Perth based organisations, several visits each were made to both Broome and Sydney 

to conduct the research. In addition, one trip to Canberra was undertaken to access 

some material in the National Archives, as well as to visit the secretariat of the 

National Aboriginal Community Controlled Health Organisation.  
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The research involved participating in over seventy five interviews and meetings 

across all locations. Formal, recorded and transcribed interviews were undertaken 

with several key informants. The transcriptions of the interviews were reviewed by 

the interviewees to ensure both accuracy and editing for material that they wished 

not be used in the research. Apart from the activities identified above, time spent in 

the organisations included prolonged periods sitting in offices, watching, observing, 

as well as participating in some of the tasks at hand. Various strategies were used to 

follow up on issues that were raised, or required clarification, including follow up 

interviews, phone calls and email.  

Consistent with the process outlined earlier of attempting conduct the research 

collaboratively, all interviews were relatively unstructured with only a general 

guiding line of inquiry, rather than a fixed or predetermined set of questions. 

Throughout, I endeavoured to follow the guidance offered by Linda Smith in her 

commentary on research and Indigenous peoples: 'our questions are important. 

Research helps us to answer them' (Smith 1999: 198). When I commenced this 

research I had in mind, based on the preliminary discussions and consultations that 

were undertaken, that the research would focus on a comparative analysis between 

policy, attitudes and understandings in the past, with a particular focus on the 1930s, 

and the present. 16 As the research progressed the direction shifted to reflect the 

expressed needs of the people involved but also to reflect the journey the research 

took as issues and analyses evolved. Thus there developed a greater focus on a more 

contemporary analysis of the experiences from Redfern and Broome, documented in 

                                                

16  See (Paul 2000a; Paul 2000b) for some of that initial archival work. 
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Chapters Eight and Nine, and a smaller focus on the past. However the influence of 

the past in the present remains an important component. 

As indicated earlier, research in Aboriginal health can take time due to competing 

demands for the time and attention of those who want to participate, and those you 

want to participate, as well as the intervention of unexpected events. During this 

project many factors influenced the direction, progress and duration of the project. 

These factors included individual and organisational issues. The death of a very 

important and key participant, Dr Arnold (Puggy) Hunter, was a major issue to deal 

with, as was illness affecting other people involved.  

Resourcing is an issue that recurs throughout this thesis. Access to sufficient funds to 

enable organisations to function, meet immediate needs and make provision for 

future needs and planning would not seem to be an unreasonable expectation. 

Unfortunately, such ideals are not readily achievable in the Aboriginal community 

controlled health sector. Organisations struggling with heavy work loads and 

insufficient resources, meant that at times other issues were of greater urgency for 

those working in the organisations than participating in this research at a particular 

time. Such struggles can be dramatic, with one organization, as will be discussed 

later, being forced to close temporarily following a financial crisis.  

Later, after reopening and attracting much improved funding, one of its main sources 

of financial support was unexpectedly withdrawn, severely restricting its activities 

and ability to meet the expectations placed upon it. Such obstacles to the smooth 

progress of research mean that sometimes it is not just a matter of doing the research 

but rather finding the space to do the research between the crises!  
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Negotiating access and agreements, and dealing with the process issues and delays 

and diversions that can occur are common issues that confront most research 

involving people and their associated organisations. These issues can become 

potentially more pressing with research that is undertaken in multiple sites. Despite 

the constraints above, the levels of engagement obtained and support offered 

throughout the process from the people and their organisations were substantial. As 

noted earlier in this chapter, I had known many of the people I worked with during 

this research for some time. Hence the research process was not necessarily a new 

activity or a new intrusion, but rather a continuance of a long term relationship of 

working together. This relationship was based on past contacts, prior knowledge, 

learnt trust, and a history of my willingness to listen and act on the wishes of the 

communities or organisations I had been associated with. A relationship, reflective 

of a philosophy of walking together or sitting alongside each other, that I will return 

to in Chapter Ten. 

Past connections also raise issues of tensions and concerns about whether other 

factors might be at play. In the past, some of the people I worked with on this project 

had been coworkers, bosses, clients or all three! Many were and continue to be 

friends. Many times I was in a position of being in multiple roles at the same time 

slipping between the roles of friend, colleague, researcher, heath care provider or 

adviser in one conversation. Such a mix of roles can be potentially confusing but 

important and, in many ways, invaluable.  

Seeking to clarify the meaning and potential usefulness of the process, I would at 

times raise my concerns about the potential value of the research for Aboriginal 

communities or organisations with people I was working with. Invariably people 
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responded in a positive manner. Issues of reciprocity and the two way process of 

interaction and learning and support seemed to outweigh my concerns about 

imposition. 

Despite my long term engagement in Aboriginal health I did not know all the people 

or organisations prior to commencing the research. In particular, my connections 

with Broome and people associated with the Kimberley Aboriginal Medical Services 

Council was sketchy at best, and asking permission to do the research was my first 

formal contact with that organisation for some ten years. That said, I was introduced 

to some of the people associated with KAMSC by one of my supervisors and long 

term colleague, David Atkinson, who had a prolonged connection with the 

organisation, key people and the region. Similarly for other new ‘contacts’ within 

some of the organisations I worked with, another worker or colleague usually 

introduced me. This word of mouth and person to person introduction, which is 

established in anthropological practice and Indigenous relations, usually helped with 

developing rapport a little faster than if such introductions had not been made. All in 

all, the level of cooperation with and participation in the research was much higher 

than I initially anticipated, especially given the multiple demands on the time and 

resources of the people involved. 

Doing research and the processes by which research is conducted are only part of the 

research endeavour. The analysis and distillation of the various threads and stories 

into a coherent argument that reflects what is happening in the field rather than 

constructions and mis/interpretations of the researcher are also important. The 

NHMRC (1991) research guidelines offer clear guidance here regarding ownership 

and publication issues. During this research I have tried to ensure that throughout the 
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process, the people and organisations who helped inform the research were kept 

informed of the progress of the research, and had the opportunity to comment on the 

material that I intended to use and the interpretations I had made. I have already 

described the review process for interviews and transcripts. As part of the 

negotiation of interviews I agreed to provide a copy of the quotes and interpretations 

I used in the draft to those interviewed to ensure context, accuracy and interpretation 

were acceptable.  

For the detailed stories from particular locations that comprise Chapters Eight and 

Nine, I provided drafts of the complete chapters to key contact people in each setting 

for review regarding accuracy and interpretation. The chapters were revised based on 

the comments and concerns raised and the new versions were provided back to the 

relevant organisations to ensure that the concerns had been adequately addressed. 

Given the size and academic nature of a PhD thesis, not all participants and 

organisations were interested in seeing a copy of the final draft. However, a 

summary of the interim findings and conclusions were provided to each organisation 

prior to the completion of the thesis. Feedback from this summary helped inform the 

discussion later in the thesis. A full copy of the final thesis has been offered to each 

organisation.  

2.7 Summary 

While many discussions in Aboriginal health highlight the negative aspects, it must 

also be remembered that there are positive stories and achievements as well 

(Councillor 2005). Aboriginal Community Controlled Health Organisations, for 

example, represent a substantial shift in access to more acceptable health care 

services for Aboriginal people. They, via their Primary Health Care approach, also 
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offer a different way of providing health care in Australia. This chapter has 

highlighted the importance, when undertaking health based research, of adopting 

processes that are inclusive. Such processes should maximise the input of the 

community members and organisations involved, in a manner that enables the 

interests and priorities of the community to be met. A participatory research process 

enhances the likelihood of this occurring. Adopting a process that is consultative and 

inclusive requires adequate time to enable community processes to be fully actioned. 

The imposition of artificial or unrealistic timeframes that suit the researcher rather 

than the community, effectively undermines community input into the development 

and implementation of research. Such artificial constraints return community 

members or organisations to the position of participants rather than coresearchers 

having some control of both the process and outcomes of the research. 

Over the past thirty years, there has been much research in Aboriginal health, yet 

there remains a substantial inequity in the health experience of Aboriginal people 

compared with that of non-Aboriginal Australians. The need for a ‘sketch plan’ 

remains high and its development is in part reliant on non-Aboriginal Australians 

learning to ‘do it properly’. This research complements some of the existing research 

by drawing on the considerable knowledge and expertise of a number of senior long 

time workers associated with several prominent Aboriginal Community Controlled 

Health Organisations across Australia. It aims to reveal that despite the plethora of 

reports and inquiries and increasing research in the area, the fundamentals for 

ACCHOs are substantially unchanged.  

... we need to put an end to the zigzagging and change in direction of Aboriginal health 

that goes on every time governments change ... we urgently need long term strategies. 

(Hunter 2001a) 
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Chapter three: ‘You can’t be wrong if you’re right …’ 

Remember two important things: you can't be wrong if you're right, and you don't stop 

fighting for justice simply because those around you don't like it. You just keep on 

fighting. 

 (Riley in Yu 1996: 90)  

Why the significant and regularly documented health inequalities continue to exist 

between Aboriginal and non-Aboriginal Australians requires an understanding of the 

multiple and complex factors that influence health outcomes. Many of these reflect 

history, with some commentators arguing that the major influence on contemporary 

health status for Aboriginal peoples is the ‘direct consequence of ... history' 

(National Aboriginal Health Strategy Working Party 1989: xiii).  

Whilst such linkages take many forms, of particular relevance in this thesis are those 

implied in the opening quote from Rob Riley, a prominent Aboriginal activist who 

died in Perth, Western Australia in 1996. Human rights and the constant need for 

Aboriginal peoples to ‘fight’ for justice are key issues, often in the face of the 

differing perceptions of what is right or wrong. Further, the struggle to achieve better 

health is a struggle to achieve social justice (Werner 1994). One thing that has 

particularly struck me over the many years I have had an involvement in a range of 

areas connected with Aboriginal health, has been the recurrent nature of calls for 

change. These calls come not just from within Aboriginal communities, but also 

appear in the literature, and in the multiple reports and inquiries that have been 

undertaken for at least three decades. It is striking the way those calls have been 

confronted by a relative resistance, which may be active or passive, on the part of 

those required to implement these changes, namely, governments and their agents. I 
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will return to these reports and their recommendations in Chapter Six, but a quote 

from Dr Puggy Hunter, the long term Chairperson of the National Aboriginal 

Community Controlled Health Organisation, summarises the situation. 

In the past twenty years there have been countless inquiries and reports into Aboriginal 

health. The recommendations they make time and time again are about the need for self 

determination and community development for Aboriginal people at all levels of health 

service delivery, and to stop the buck passing between the Commonwealth and State 

governments. 

(Hunter 2001a: 16) 

There are multiple factors that influence the health experienced by Aboriginal 

peoples, the diversity of which mean that it can be difficult to fully reveal the 

complexity of the issues involved (KPMG Consulting 2001). It is not possible in this 

thesis to adequately consider all of the issues, as it would take numerous theses to 

fully consider just some of them.  

The diversity of the social determinants of health articulated over many years by the 

World Health Organisation and health researchers such as Vincente Navarro, and 

more recently Michael Marmot, Richard Wilkinson, and others, offer an indication 

of the complexities involved (World Health Organisation 1978; Navarro 1984; 

Wilkinson 1996; World Health Organisation 1997; Marmot and Wilkinson 1999; 

Navarro 2002). By focussing on some matters that arise in the interaction between 

Aboriginal Community Controlled Health Organisations and other players in 

Aboriginal health, such as governments and their agents, with a particular focus on 

self determination, enables some of these issues to be explored in a manner that may 

have relevance elsewhere.  
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In this chapter I provide an overview of some background material, including some 

of the linkages between the past and the present to help develop a more complete 

understanding of present circumstances. I briefly remind the reader of the magnitude 

of the current differences in the health experience of Aboriginal and non-Aboriginal 

peoples, on a population basis, to contextualise how this differs from what has been 

described in some other settings. I then briefly discuss the development and nature of 

Aboriginal Community Controlled Health Organisations, along with an introduction 

to how these organisations have attempted to foster changes in health outcomes. My 

intention is to set the scene for the following chapter where I consider self 

determination both locally and internationally, and some of the relevant international 

instruments.  

3.1 ‘I don’t even know when I leave my house if I will come 

back’  

At 8.35 am on Tuesday the fourth of September 2001 I received a 

phone call from a friend in Sydney to tell me some sad news. Dr 

Arnold (Puggy) Hunter, a man who had been very influential on my 

thinking about Aboriginal health matters and a strong voice for 

Aboriginal community control in Aboriginal health across Australia, 

had died the night before. The details were sketchy, but it appeared, 

according to my friend, that he was driving near Kununurra and that 

his car had hit a tree. The accident had not killed him, as his body had 

been found some distance away by the side of the road. The rest of the 

conversation did not last long and was full of silences.  

After the phone call from Sydney I immediately rang another friend 

who had close connections with the Kimberley region and who had 

introduced me to Puggy. He had only just concluded a phone call with 

some one in Fitzroy Crossing who had rung him to let him know the 
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news. Later that day he told me that he had had three phone calls 

before nine o’clock that morning to tell him about the sad news. When 

he tried to share the information with others that day everyone he 

contacted had already heard about his death. One person had been 

rung from Alice Springs.  

I relate this story not only to help understand the importance such a loss is to so 

many in Australia, but also to indicate the level of esteem in which Puggy Hunter 

was held, and continues to be held, around Australia and how quickly the news of his 

death was shared with many people. Further, this story provides an illustration of 

some of the impact poor health can have not only for individuals and immediate 

family, but also some of the ramifications for communities and society. The death of 

a significant advocate for, and worker in, Aboriginal health represents much more 

than the tragedy of premature death and the associated personal pain experienced by 

those who knew the person who died. The lost years of life are an obvious additional 

loss for the individual, family and communities. It is what is behind the particular 

person’s death that I am concerned with here. Why is it that this person died, not 

necessarily the particular illness or combination of illnesses that led to their death, 

but what are the circumstances that led to the situation where people are dying at 

such a relatively young age? 

The impact of the loss of such a great advocate for Aboriginal community control in 

Aboriginal health is hard to quantify. For me, his death is as important to my work as 

are the contributions of his words and actions. The sense of loss I felt and continue to 

feel as a consequence is enormous. I had only met him on four occasions but he has 

been at the forefront of my thoughts throughout this research. His clarity and 

directness as an advocate for Aboriginal community control in Aboriginal health 
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remains of great significance. I have dedicated this thesis to three people who have 

had a significant influence on me both personally, and on my continued involvement 

in Aboriginal health issues. Each in their own way symbolises many of these issues. 

All of them died much earlier than they should.  

Prior to undertaking this research I needed to seek the support and approval of many 

different people and organisations. Approaching the people and organisations that I 

had been involved with over many years was not too daunting. As noted earlier, it 

was also important to inform, and hopefully get support from, some other key 

organisations with whom my connections were less strong. This involved meeting 

some people from the Kimberley region that I had not met before, one of whom was 

Puggy Hunter. I had the advantage of being introduced to Puggy by one of my 

supervisors, David Atkinson, whose involvement in Aboriginal health in parts of the 

Kimberley region is nearly as long as has been my involvement in Perth. As it turned 

out my concerns were unfounded and Puggy was particularly supportive of the 

project and extremely generous with his time, advice, and feedback. A prolonged 

interview I did with him whilst he was undergoing dialysis earlier in 2001 provided a 

rich analysis of contemporary and historical factors of relevance in Aboriginal health 

matters. Despite being on dialysis for the last ten months of his life Puggy continued 

his hectic involvement in Aboriginal health politics as chairperson of the National 

Aboriginal Community Controlled Health Organisation. This included some tense 

stand offs between the National Aboriginal Community Controlled Health 

Organisation and the then Federal Minister for Health, Michael Wooldridge.  

Such stand offs that occur within the politics of Aboriginal health need to be 

considered in the context of the lives and health of the people who are participating 
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in what can seem at times to become a struggle of differing ideologies, 

understandings and intent. Puggy told me one day that he was concerned about the 

rhetoric that was being used at times in relation to Aboriginal health matters. He took 

issue with the notion of equality that is often put forward: 

They talk about we are all equal … we are not  

(FN #5 14/02/2001: 40) 

Puggy died having only just celebrated his fiftieth birthday. It takes little imagination 

to begin to understand what this means in terms of inequality. Some three months 

after his death Puggy was awarded the Human Rights Medal for 2001by the Human 

Rights and Equal Opportunity Commission (Human Rights and Equal Opportunities 

Commission 2001). I hope that in some ways I can reveal why the passion and 

urgency that he shared, as a tireless advocate for all aspects of Aboriginal health to 

be controlled by Aboriginal communities, is so important in the struggle for 

equitable health outcomes. I hope too that it will help with encouraging some of the 

changes that Puggy advocated:  

We really have to change the way we do things in Aboriginal health … 

Not one State or Territory has got it right yet … Things are getting better 

in some areas but nothing will change until we look at {everything} 

together. 

(Hunter 2001b)  

The title of this section comes from a conversation I had with Puggy Hunter during 

this project.  He was explaining how key decision makers were often not fully aware 

of the very different implications of poor health for Aboriginal and non-Aboriginal 

peoples. To illustrate this point, Puggy related to me what he had told Michael 
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Wooldridge, then federal Minister for Health, when he met with him not long before 

our conversation. He told the then minister:  

I know how you live but you mob have got no idea how most of us live … I don’t even 

know when I leave my house … if I will come back … I’m past my time … I’m over the 

hill … 

(FN #5 14/02/2001: 40) 

Past his time not so much for his knowledge, understandings, attitudes or 

approaches, but rather past his time due to his health problems. Unfortunately 

Puggy’s prophecy was realised earlier than many people anticipated. It can be 

tempting to draw on an isolated instance or example to support the broader argument 

that one is trying to make. This is not the case here. There are many other Aboriginal 

people who have died at relatively young ages that I could have referred to instead. 

For example, on May Day 1996, Rob Riley died aged just forty one. Here again, Rob 

was a very strong advocate for Aboriginal people’s rights and was prominent both 

locally and nationally. His funeral was attended by thousands of people from across 

the state and country. It has been argued that he died ‘because he was systematically 

ground down by stupidity, ignorance and repetitious encounters with arrogance’ (Yu 

1996: 90). His death is a reminder of the substantial demands, at multiple levels, and 

often all at once that confront Indigenous leaders (Yu 1996). It should be 

acknowledged that the demands that confront Aboriginal people in less prominent 

positions are no less severe.  

Puggy Hunter gave me two graphic examples to support his contention that for 

Aboriginal Australians, equality, let alone equity, was a long way from being 

realised. Having visited friends and relations in renal dialysis units over many years, 

as well as having spent the previous three months on dialysis himself, he noted that 
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not only were there many more Aboriginal people on dialysis than non-Aboriginal 

people, they were also much younger (FN #5 14/02/2001). As I discuss in Chapter 

Nine, this anecdotal evidence is supported by nationally collected data. Puggy also 

reported that when he was visiting a friend who had had a heart attack in an 

Intensive Care Unit, he observed that all the people in the ICU were old, except the 

Aboriginal people. His friend died in the ICU aged only thirty nine years.  

Whilst health policy debates have a highly political edge to them (Bloom 2001), it 

must be remembered, there is also a very personal aspect to them as well. This is 

particularly true in Aboriginal health where impacts of high levels of ill health are 

felt on a daily basis, as the above examples and later discussion illustrate. This 

extends beyond the individual experience of particular illnesses or diseases. It affects 

family, friends and communities. Organisations lose workers temporarily or 

permanently, community and family members are frequently required to attend 

funerals, hospitals, doctors or other health carers. These become daily or weekly 

obligations for many. Such continued loss, impacts and intrusions provide evidence 

of the continuing violation of the human right to health, a key beginning point in the 

consideration of health and inequality (Marzouki 2004). They also reveal the need 

for governments and their agents to better meet their obligations by paying greater 

attention to health inequalities and to be more actively involved in progressively 

resolving them (Gruskin and Tarantola 2000), a point I will return to in Chapter 

Five. 
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3.2 Contemporary health inequalities  

… poverty remains the chief cause of disease, and it is a factor which is beyond the 

immediate control of medicine. 

(Sigerist 1945 in Saggers and Gray 1991a: 120)  

There is a photograph, by Maria Mann, on the front cover of a book that discusses 

the Aboriginal and Torres Strait Islander Commission and self determination, which 

depicts a scene from a demonstration with a person holding the following placard: 

We Have Been 

Reviewed 

Subdued 

Previewed 

Filmed 

Put Up 

Shut Up 

Put Down 

And Now 

We Are Being 

Buried... 

RIP 

(Sullivan 1996c)  

The photographer captured the clear message conveyed by the placard that some 

Aboriginal people consider that the intense gaze to which they have been subjected 

has not resulted in a substantial shift in their life chances. Despite the intensity of 

this scrutiny people are still being ‘buried’. It is not my intention to revisit in great 

detail the health statistics that relate to Aboriginal populations. This health data has 

been described in increasing detail by many researchers and official reports over the 
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past thirty or so years. 17 The Aboriginal health policy time line produced by the 

Australian Indigenous HealthInfoNet, an extract of which is reproduced in Appendix 

A, gives the reader an indication of this repetitive process. 

Mick Dodson, in his second report as Social Justice Commissioner, commented that 

when he started to investigate the 'morass' of policies and programs, he encountered 

a 'plethora' of reports, reviews, plans and monographs which left him fatigued and 

'with a strong sense that this has all happened before' (M Dodson 1995: 102). 

Further, he commented on the serial nature of these reports, studies and reviews, and 

that the poor health experienced by Aboriginal peoples was not a 'medical mystery' 

(p. 104).  

Having an awareness of the health experiences of Aboriginal peoples is essential to 

help gain an appreciation of what health care services can offer to meet the needs for 

sick care (Kimberley Aboriginal Medical Services Council n.d.a). Health statistics 

are one means of gaining and reinforcing this awareness. In work of a more 

qualitative nature the notion of poor health and inequity are still required to set the 

scene and reinforce the need for the study at hand (Rowse 1996; Devitt and 

McMasters 1998a; Brady 2004). Whilst health data has a role in helping to reveal 

magnitudes of difference, or inequity, it is essential to clearly understand the 

limitations of health statistics as a measure of health problems and health care needs 

(Aboriginal and Torres Strait Islander Health and Welfare Information Unit 1997; 

Kimberley Aboriginal Medical Services Council n.d.a). Some health analyses have a 

tendency to reduce the complexities of Aboriginal health to one of illness statistics. 

                                                

17 These reports are considered in more detail later in this chapter and in Chapter Five. 
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This reduction to what is readily measurable, rather than what is experienced, can 

distort definitions of health as well as practice (Hughes 1997: 26-27). In effect, it 

results in a focus on disease and sick care as the main, and, at times, only game, at 

the expense of also dealing more appropriately with the broader causes, impacts and 

solutions of health problems. The latter generally requires an intersectoral approach 

(World Health Organisation 1978; World Health Organisation, Health and Welfare 

Canada et al. 1986; Atkinson, Bridge et al. 1999; World Health Organisation 2000a). 

18  

Despite these reservations, information and statistics can be used as powerful tools 

which help create a culture of accountability, and may help to break down 'barriers 

of disbelief and mobilise changes in policy and behaviour' (United Nations 

Development Program 2000: 10). Health information can have a fundamental role in 

informing health policies and programs, and helps to create a better understanding 

about health status and underlying determinants of health (Thomson 2003: 1-2). 

However, after decades of reporting the poor health experienced by Aboriginal 

peoples, many still await the significant shifts in policy and behaviour that they 

should engender. According to some commentators this is partially due to a selective 

deafness from governments in response to the Aboriginal health data that is 

compiled and released: 

Every few years, such figures are repeated and excite attention. But I suspect that most 

Australians accept them as being almost inevitable. A certain kind of industrial deafness 

                                                

18 See (Houston 2003) for a more detailed discussion of the limitations of using levels of sickness as a 
means of determining the allocation of health resources. Houston’s thesis develops a model for 
incorporating some of the broader issues of relevance in an Aboriginal health context. 
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has developed. The human element is not recognised. The meaning of these figures is 

not heard - or felt ... We die silently under these statistics. 

(M Dodson 1995: 99-100)  

It is as if this ‘deafness’ arises because, whilst the poor health experienced by many 

Aboriginal people is known, it is as if it is all too hard to deal with, and that nothing 

will make a difference (Hunter 1999a: 1). There is another aspect to the apparent 

‘industrial deafness’ as Puggy Hunter has put it: 

We’ve been saying the same things for many years and no one hears. So I always think, 

gee you white fellas must have a really bad hearing problem as well because you don’t 

seem to hear us very well because we haven’t been saying anything different. 

(Hunter 2001c) 

As stated earlier, the level of ill health experienced by many Aboriginal peoples is 

dramatically different from that of most non-Aboriginal Australians. In order to 

appreciate the relevance, one could say urgency, that many feel regarding the need to 

improve understandings about the health inequalities that exist between Aboriginal 

and non-Aboriginal Australians, it is important to briefly revisit the magnitude of 

that inequality. One of the measures commonly used is the average life expectancy. 

This is a very crude measure of ill health that does not reveal to any detailed extent 

the realities of living with, as an individual or as a community, the high levels of ill 

health that short life expectancies imply.  

In the second Social Justice report, Mick Dodson suggested another way to measure 

the health inequality endured by Aboriginal Australians. The gap between the 

number of people alive and the number who should be alive is one suggestion. 

Another would be the gap between the number of people living a 'healthy, socially 

functional life and those living a life of pain, humiliation and dysfunction’ (Dodson 
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1995: 100). Dodson concluded that they both measure not only the loss of basic 

human rights but also an abuse of those human rights. 

Evident here is how some commonly used measures of health such as average life 

expectancy or even particular rates of disease occurrence can silence the realities of 

living with poor health. It is more than just dying young, or having an illness, it 

includes being old when young, and experiencing multiple illnesses either 

concurrently or recurrently.  

Some attempt has been made to develop more meaningful measures such as quality 

adjusted life years disability adjusted life years (QALYS and DALYS) developed 

under the auspices of the World Bank (World Bank 1993). These have been 

criticised as being somewhat dehumanising, linear and technical constructions aimed 

at economic decision making in health (Werner 1994; Laurell and Arellano 2002). 

The issues here surround who defines quality or disability, what measures of impact 

are used and how the effect of multiple chronic illness is accounted for at an 

individual and community level.  

Personal accounts, such as those mentioned earlier, help to provide an indication of 

the impact that poor health can have, with many people dying much younger than 

usually occurs in the Australian population as a whole. As noted, one of those people 

died having just turned fifty, another was only forty one, another in her thirties. A 

particular average life expectancy at birth of a population implies that a significant 

proportion of that group of people die much younger than that average life 

expectancy. 
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One of the more recent reports on Aboriginal people’s health and wellbeing shows 

that these accounts are not anomalies. For the period 1997-1999 it was estimated 

that: 

… the life expectancy at birth for an Indigenous male was 56 years, and for an 

Indigenous female, 63 years. Comparable life expectancies were experienced by males 

in the total population in 1901–10, and females in 1920–22. Today, males in the total 

Australian population have a life expectancy of 76 years and females 82 years. 

(Edwards and Madden 2001: 4)  

The analysis of the period 1999 through 2001 showed that the life expectancy for 

Aboriginal men remained at 56 years while for non-Aboriginal men life expectancy 

increased to 77 years (Australian Bureau of Statistics and Welfare 2003). The 

Australian Bureau of Statistics and the Australian Institute for Health and Welfare 

report a slight reduction in this level of disparity in their 2005 analysis, though this 

could be associated with the use of a different mathematical model to estimate 

average life expectancy at birth (Australian Institute of Health and Welfare and 

Australian Bureau of Statistics 2005). 

The nineteen to twenty year difference in life expectancy is substantial, but becomes 

starker when translated to an equivalent time period for when the Australia wide life 

expectancies at birth were comparable. Namely, one hundred years ago for men and 

eighty years ago for women (Edwards and Madden 2001). It should be noted that 

these figures are only estimates of life expectancy, due to problems with the 

collection of data in relation to Aboriginal people’s health. This issue has been 

considered elsewhere over many years (Johnston 1991; Saggers and Gray 1991a; 

Australian Institute of Health and Welfare 1998; Deeble, Mathers et al. 1998; 

Cunningham and Paradies 2000; Paradies and Cunningham 2002; Houston 2003; 
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Thomson 2003; Thomas, Condon et al. 2006). More recent information appears to be 

more accurate than earlier estimates, with improvements in the quality and reliability 

of the data. However, reports from the Australian Bureau of Statistics and the 

Australian Institute of Health and Welfare on Aboriginal health and wellbeing 

continue to include qualifications about the accuracy and completeness of the data 

that does exist (McLennan and Madden 1999; Australian Institute of Health and 

Welfare 2001; Edwards and Madden 2001; Australian Institute of Health and 

Welfare and Australian Bureau of Statistics 2005; Australian Bureau of Statistics 

2006).  

Reasons for the unreliability of some of the data include the failure of some states, 

such as Tasmania, to identify Aboriginality on hospital separation forms, until the 

late 1990s (Deeble, Mathers et al. 1998). Even when such information is recorded, 

there are issues related to the accuracy of the information, which has been shown to 

vary widely from place to place even within jurisdictions (Edwards and Madden 

2001). The variation may occur due to the person charged with collecting health data 

making an assumption about the Aboriginality of the person. In addition, only some 

of the health conditions that were treated during an admission might be recorded. 

The consequence is that the data that is recorded is an underestimate of the actual 

level of ill health experienced by Aboriginal peoples (Deeble, Mathers et al. 1998; 

Paul 1998b; Edwards and Madden 2001).  

On a population basis, the rate of ill health experienced by Aboriginal peoples is in 

the order of two to three times that of non-Aboriginal Australians (Deeble, Mathers 

et al. 1998), with particular diseases occurring at substantially higher rates. For 

example, the incidence of end stage renal disease for Aboriginal peoples living in 
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rural Australia is thirty times that of the Australian population as a whole (Edwards 

and Madden 2001). In some locations in the Northern Territory the rate has been 

reported as being nearly one hundred times that of the Australian rate (Devitt and 

McMasters 1998a). 

Inadequacies in the health data used to describe the health outcomes of Aboriginal 

Australians has been used to justify improving the means of collection and the 

accuracy of the data that is collected, so that a more accurate understanding of the 

health experiences of Aboriginal people is gained. This is a questionable conclusion, 

not that research and data collection per se is questionable. There is obvious value in 

targeted research and a need for evaluation of interventions (Bhopal 1997; Atkinson, 

Bridge et al. 1999).  

However, retreating behind a need to obtain more and more accurate data can be 

used by some as a shield from the realities of existing data. In other words, such 

action can become a means of avoidance, something that is no longer acceptable 

because ‘we’ve been measured now we want action’ (Bhopal 1998; Smith 1999; 

Mayers 1999a; VicHealth Koori Health Research and Community Development Unit 

2000). Or, as it was stated in the 1999 Kimberley Aboriginal Health Regional Plan: 

Aboriginal health problems have been well documented, indeed some may say over 

documented, in a wide range of published reports over many years. The problems are 

well known and the health of Aboriginal people has more in common between areas than 

it has differences. The knowledge to act on a range of these concerns has also been 

available for some time ... Most reports agree that the main problems are in the actual 

putting into action what is known to be of benefit, rather than finding out what is needed. 

(Atkinson, Bridge et al. 1999: 43)  
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Achieving more equitable health outcomes requires a shift in understanding and 

intent, and central to this is the political will to realise such outcomes (Mooney 

2002). The health transition literature reveals how vital this can be (Caldwell 1989; 

Caldwell 1993). The crucial role of political will to mobilise resources and support 

initiatives that diminish inequalities is a point that I return to in Chapter Ten. Now I 

briefly discuss notions and meanings of health before a more detailed consideration 

of the origins and roles of Aboriginal Community Controlled Health Organisations.  

3.3 What is health and some of what influences it  

… talking … about … doctors at {the hospital} "it's not enough to know about diseases" 

and "how to treat them medically" … staff needed to be educated about Aboriginal 

people's lives and history. 

(Laughton in Crawshaw and Thomas 1992: 9)  

Understanding what can be encompassed by the term ‘health’ and the factors that 

influence it, provides a useful introduction to the origins, approach and importance 

of Aboriginal community control at a primary health care level. The National 

Aboriginal Health Strategy Working Party considered how Aboriginal peoples 

conceived the concept of health, and concluded that the closest translation would be 

‘life is health is life’ (National Aboriginal Health Strategy Working Party 1989: ix). 

Further, the Working Party, building on the World Health Organisation definition, 

defined health as: 

Not just the physical well-being of the individual but the social, emotional, and cultural 

well-being of the whole community. This is a whole-of-life view and it also includes the 

cyclical concept of life-death-life. 

(National Aboriginal Health Strategy Working Party 1989: x)  
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It is these notions of inclusiveness, broad influences on health and the cyclical 

concept of ‘life-death-life’ which underpin the development and understandings 

embodied in ACCHOs, an issue I return to later. The Working Party’s definition of 

health has similarities to that used by the World Health Organisation, which was 

reaffirmed in the Declaration of Alma Ata in 1978. The commonly cited WHO 

definition of health is: 

… a state of complete physical, mental and social wellbeing and not merely the absence 

of disease or infirmity … 

(World Health Organisation 1978: 15)  

This is only a part of the definition, and it is important to note there are concepts in 

the rest of the definition not so commonly cited. These include the recognition that 

health is a fundamental human right and that to achieve ‘health’ is a global as well as 

a local social goal. Further, attaining this goal is not only the province of the health 

sector but requires intersectoral action (World Health Organisation 1978). The 

NAHS Working Party and the World Health Organisation definitions represent more 

inclusive and holistic understandings of health and its determinants. They contrast 

with the broken machine model regularly described as a central feature of the 

biomedical model of Western medicine with its reductionist focus on cellular or 

chemical dysfunction (Engel 1980; Hahn and Kleinman 1983; Anderson 1996a; 

Baer, Singer et al. 1997; Porter 1999; Samson 1999). 19 These more holistic notions 

of health recognise the importance of multiple factors in the attainment and 

maintenance of health and indicate how health extends beyond physical impairment 

                                                

19  It should be noted that the biomedical model of Western medicine is not a singular uniform notion. 
For further discussion see Brady (1997). 
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and the diseased body. The 1991 Royal Commission into Aboriginal Deaths in 

Custody considered some of the differing concepts of health and concluded that for 

many Aboriginal people ill health: 

... is not simply the presence of disease - it is a much broader concept. Similarly, 

enhancing health or resolving health problems is not simply the province of experts 

whose orientation is towards remedying bodily malfunctioning and the use of medical 

technology and pharmaceutical products. 

(Johnston 1991 vol 4: 230)  

These conceptual differences are the source of frequent conflicts between health 

services controlled by governments and those controlled by Aboriginal communities 

(Johnston 1991). Such conflict cannot be considered a passing phase as it has been 

an issue since ACCHOs were first established over thirty five years ago (Foley 1975; 

Foley 1982; Mayers 1999b). As I discuss in later chapters, conflicting positions and 

interpretations between government and Aboriginal community controlled health 

services continue. Differing conceptualisations about health, and ways to address ill 

health, are not only an issue in Australia. Maoris, for example, have also expressed 

the importance of defining health and health priorities for themselves, along with the 

ways these priorities should best be addressed (Boddy in Reid and Lupton 1991; 

Durie 1994).  

Despite its prominent use, the World Health Organisation definition of health is not 

uniformly accepted as the most appropriate definition (Saracci 1997). It has been 

interpreted as an extension of rationalist medicine, embodying Western concepts of 

progress, perfection and the role of science (Brady, Kunitz et al. 1997). Brady, 

Kunitz and Nash go further and question whether there is a radical difference 

between the rhetoric adopted by advocates for Aboriginal understandings of health 
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and Western biomedical approaches. They also attempt to deconstruct 

understandings and meanings of the term health and the apparent lack of a directly 

translatable word in some Aboriginal languages. Although they only explore this 

absence in approximately six Aboriginal languages, they concluded that the absence 

of a translatable word for health in some Aboriginal languages does not mean that 

Aboriginal people do not have a concept of health or wellbeing. As noted above, 

describing a conceptual framework of health was one of the tasks undertaken by the 

National Aboriginal Health Strategy Working Party. An experienced ACCHO 

worker, who had input into the NAHS process, explained it to me in the following 

terms: 

… the attempt was to try and translate an untranslatable concept and what came out was 

that Aboriginal health is the product of economic, social, cultural, philosophical, 

political, spiritual and religious factors. That its focus is both individual and community 

simultaneously so that the concerns of the individual are community focussed and the 

concerns of the community are … individually focussed … there is an indissoluble 

relationship there if an individual is sick or if the community is unwell in any way, they 

both suffer. And the other element to the concept is that it is cyclical, that it involves 

life-death-life, which is something again. This is fairly alien to Western conceptions. 

There is also a time based element to it: the past, the present and the future are all 

simultaneously relevant.  

(I/V Transcript 11/04/2000) 

Just as there is some convergence on the notion of health, there is also similarity 

between the World Health Organisation’s and the National Aboriginal Health 

Strategy Working Party’s critique of approaches to health problems. Each provide 

useful frameworks to consider both the origins of health problems, and some useful 

strategies to help address persisting health inequalities. The Working Party 

commented, for instance, that the specific agency style approach to health care 
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adopted by the wider community has led to ‘a pre-occupation with diseases and 

organisations rather than with the underlying, often non-medical, causes of ill health’ 

(National Aboriginal Health Strategy Working Party 1989: xi). In my view, this 

illuminates an important understanding of how health status is improved by 

intersectoral action - often outside of the immediate health arena –and this has been a 

particular focus of the World Health Organisation writings on health promotion since 

the Declaration of Alma Ata (World Health Organisation 1978; World Health 

Organisation, Health and Welfare Canada et al. 1986; World Health Organisation 

1997). Similar understandings are reflected in the National Aboriginal Community 

Controlled Health Organisation’s submission to the House of Representatives 

Standing Committee on Family and Community Affairs Inquiry into Indigenous 

health, where it was argued that improving Aboriginal health is: 

… not just about improving the physical wellbeing of an individual. It is about working 

towards the social, emotional and cultural wellbeing of the whole community in which 

each individual is able to achieve their full potential as a human being. 

(National Aboriginal Community Controlled Health Organisation 1997: 7-8) 

This reportage indicates a substantial shift from the context of a curative or 

biomedical model of health, dominant through most of the last century, to a more 

inclusive and holistic concept of health. If health is recognised as influenced by 

many underlying causes, then strategies to address poor health outcomes must 

extend beyond issues related to access and the utilisation of health services (World 

Health Organisation 1978; National Health and Medical Research Council 1997). 

Other factors that need to be considered are reflected in the prerequisites for health 

which include: 
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 … peace, shelter, education, social security, social relations, food, income, the 

empowerment of women, a stable ecosystem, sustainable resource use, social justice, 

respect for human rights, and equity. Above all, poverty is the greatest threat to health. 

(World Health Organisation 1997: 3)  

Despite such multifaceted determinants of health, there persists a tendency by some 

in government, and their agents, to assume that poor health can be explained or 

determined by a relative lack of access to the ‘general quality or quantity of health 

care services’ (Johnston 1991 vol 4: 228). Hence much activity to address ill health 

and health inequalities has been directed at more or different health care services 

rather than considering these in the context of the broader factors of influence 

(Marmot 2005).  

As will be discussed shortly, the comprehensive primary health care model utilised 

by ACCHOs merges the need for adequate and appropriate essential health care 

services and a means of addressing the broader influences on health. As the above 

list of prerequisites for health reveals, key factors of importance are the relative 

fairness of social structures, and equity in resource allocation (Caldwell 1989; 

National Aboriginal Health Strategy Working Party 1989; Johnston 1991; Werner 

1994; Wilkinson 1997; Atkinson, Bridge et al. 1999; British Medical Association 

2001). Achieving change within these parameters may occur through action focused 

at several levels, namely, national change, extending existing systems or local 

community development (Newell 1975). Later chapters discuss examples of action at 

local through to national levels to reveal some of the obstacles to, and facilitation of, 

their success. 

Other commentators have put it more bluntly. In the lead up to the 1978 Declaration 

of Alma Ata it was argued that some of the important prerequisites of health 
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included a sense of community responsibility and involvement; sufficient resources; 

functioning community organisation; relative self sufficiency; awareness of the 

uniqueness of each community and the associated individual and community dignity; 

and, unity with land, home and work (Newell 1975). At that time it was considered 

that the presence of these prerequisites for health rendered it unnecessary to 

'document the absurdities of the differing bureaucratic responses to agriculture, 

educational, health service, or development needs' (Newell 1975: 192). In other 

words, much energy was being misdirected. 

Even a cursory consideration of the factors influencing the health experiences of 

Aboriginal Australians shows that many of these prerequisites for health have 

particular relevance in understanding and contextualising the poor health 

experienced by many Indigenous peoples. Reasons for the continuing inequalities 

include the continuing influence of past understandings, attitudes and practices, of 

governments and within society, and how these are expressed in contemporary 

settings. In particular, these influences diminish the prominence of Aboriginal voices 

in policy and decision making settings. That said, a key factor that has begun to be 

acknowledged by some in government is the ‘impact of colonialism and its flow on 

effects' (Office of Aboriginal and Torres Strait Islander Health 2001a: 18). In 

addition, the intersectoral approaches required to address the ongoing inequities in 

health must provide resources to reduce other socioeconomic gaps such as housing, 

education and employment as well as additional health funding (Durie 2003). Also, 

if health were to be considered in a more ecological context, then a holistic health 

care system would have as its main strategy an integrated, effective and 

comprehensive preventive component (Capra 1982). The focus of that component 

should encompass the diversity of the determinants of health because that diversity 
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implies that for health to be maintained requires both individual and collective action 

(Capra 1982).  

There are significant structural restrictions on the ability of an individual to be solely 

responsible for their own health due to the impacts of social, cultural, economic, 

environmental, historical and political factors, hence the importance of collective as 

well as individual action. Such a position runs counter to the more recent arguments 

gaining prominence where the role of individual responsibility is given priority for 

effecting change in the face of passive welfare (Pearson 2000; Pearson 2001; Sutton 

2001; Pearson 2001a). Pearson’s analysis has generated interest and mixed comment 

across a variety of settings including television programs (SBS Television 2001), 

academic writing (Martin 2001; Sutton 2001), as well as newspaper articles 

(Karvelas 2007), and considerable community comment. In my judgement, from the 

perspective of health, Pearson is emphasising the primacy of the individual role in 

illness behaviour. In my view, more should be made of the setting and situations that 

increase the likelihood of poor health. Pearson considers that the rights agenda, with 

a particular focus on welfare entitlements, has failed to deliver good health and 

improved conditions (Pearson 2001a). Some years earlier, others have highlighted 

their concerns about welfare dependency (Riley 1990; Yu 1994). What Riley and Yu 

offer, admittedly from a different time and context, in contrast to Pearson, is a 

broader approach that places responsibility for contemporary circumstances and 

experiences of Aboriginal people at the feet of ‘the system … which fails to address 

the real issues’ (Yu 1994: 28). Some of those real issues include the realisation of 

self determination, economic sustainability and the achievement of Indigenous rights 

in terms of land and services. The collective versus individual rights argument is 

revisited in the following chapter. 
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Returning to health care systems, their effectiveness is contingent on both individual 

and collective factors referred to by Capra (1982) above, as well as the existence of 

both appropriate health education and health policy against a background of equity 

and justice. Such policies should not only ensure adequate and appropriate health 

services, but also have a substantial focus on the prevention of ill health, by ensuring 

that people’s essential needs are met by addressing the prerequisites of health 

detailed above. Further, as noted earlier, health care systems do not operate in 

isolation, but are to a large part dependent on actions or inactions in other sectors. 

Thus, there are many ways and coexistent strategies necessary for improving health 

outcomes. It is this very intersectoral approach that enhances the likelihood of health 

outcomes improving on a population basis (World Health Organisation, Health and 

Welfare Canada et al. 1986; Kickbusch 1997). 

Some analyses of positive health outcomes in poor settings focus on the importance 

of equity as a requirement for health (Caldwell 1989; Caldwell 1993). 20 These 

understandings have been added to by the work of Wilkinson, and others, who have 

detailed the negative impact of structural and substantive inequity within rich 

societies on not only the poorer people in that society but also on the health 

experience of the society as a whole (Wilkinson 1996; Wilkinson 1997; Marmot and 

Wilkinson 1999; Wilkinson 1999). Whilst equity can be defined in multiple ways, it 

is a 'value laden, social and cultural phenomenon' that can be framed as a social good 

which signals a more caring and compassionate society (Mooney 2002: 164). Does 

                                                

20  It should be noted that the analysis of the social determinants of health and wellbeing in the 
literature, whilst having increasing prominence more recently, has been occurring for over thirty years 
as the 2002 literature review by Vincente Navarro reveals. For greater detail on this history see 
(Navarro 2002). 
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the corollary hold that inequity reflects an uncaring society? Further, what drives the 

persistence of inequalities, particularly given the well documented nature of the 

inequalities that Aboriginal people experience? Such questions are beyond the scope 

of this work but require further exploration. Certainly the historical contexts that 

inform contemporary beliefs and understandings is one line of inquiry that I return to 

in Chapter Ten.  

To conclude this section it is necessary to look beyond the apparent similarities in 

understandings about notions of health described earlier. The final report of the 

RCIADIC (1991) concluded that differences in the conceptualisation of health can 

be a source of conflict. In an analysis of Aboriginal health issues, Mick Dodson, in 

his role as Aboriginal and Torres Strait Islander Social Justice Commissioner, 

concluded that the common agreement and use of terms in relation to health actually 

hides a 'critical divergence of perspectives' (M Dodson 1995: 105). In other words, 

the same terms, despite the appearance of common meanings, can have substantially 

different practical implications. To support his argument, Dodson drew on material 

from a meeting in March 1994 between NACCHO representatives and senior 

Commonwealth health employees. Despite agreement between the parties on the 

holistic definition of health as used in the 1989 National Aboriginal Health Strategy, 

there rapidly developed significant differences in the ways that its realisation was 

envisaged. In the meeting each group listed priority areas from which to develop 

goals and targets. As Dodson related the story, for the people representing NACCHO 

these were land, stress, grief and trauma, dispossession, life style, substance use and 

nutrition. For the Commonwealth workers the priorities were cardiovascular disease, 

cancers, mental health and injury. The differences between these lists of priorities 

reveals much about where people are coming from, their underlying understandings 
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about health and the strategies required to enhance health (Dodson 1995). Despite 

the common point of departure the perceptions of what action needed to be taken 

differed markedly and revealed a ‘clash of perspectives’ (p. 106). Such clashes recur 

in the stories detailed in Chapters Seven, Eight and Nine. 

An obvious question can be drawn from this story - whose perspective is correct? 

The lived experience of Aboriginal peoples reinforces the need to be strategic about 

health priorities and informs the awareness of the importance of addressing broader 

causative factors. Those lived experiences are important in theorising, as they are 

‘powerful instruments by which to measure equality and social justice’ (Rigney 

1997: 635-636). These differing experiences, and the priorities that flow from them, 

inform the approaches adopted by Aboriginal Community Controlled Health 

Organisations. It helps to explain not only the importance of the existence of 

Aboriginal community controlled organisations, but also why they are often in 

conflict with government organisations. Clearly there is no single solution for all 

communities, as the health experience within Aboriginal communities is not uniform 

across a state or the nation or even within regions. Hence there is a need for greater 

flexibility in health program and funding decision making (Nyoongar Regional 

Aboriginal Health Planning Team 2001). The next chapters reveal how flexibility 

has not necessarily been one of the strengths of the Australian health care system in 

relation to Aboriginal people’s health needs nor health initiatives.  

3.4 Summary 

The dramatic nature of the continuing health disparities between Aboriginal and non-

Aboriginal Australians offers much impetus towards the need to consider better ways 

of understanding and addressing the origins of these disparities. This is not just of 
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theoretical import, as the impacts of poor health are of great significance at 

individual, family and community levels. Or as Mick Dodson cogently concluded, 

Aboriginal people ‘die silently under these statistics’ (1995: 100). It is the enormity 

of these impacts that has led to broader understandings of health and illness and the 

recognition of the multifactorial determinants of health and wellbeing, and how these 

are influenced by social, political, historical, economic and environmental and 

cultural factors. Further, there has been an increasing realisation that the solutions to 

ongoing health inequalities must be intersectoral and ongoing.  

I explore this, in an Australian context, by examining the struggles associated with 

the establishment and continued operation of Aboriginal Community Controlled 

Health Organisations. The structural constraints confronting ACCHOs in their 

attempts to influence Aboriginal health policy and practice helps to demonstrate the 

difficulties of achieving change aimed at improving health and health services for 

marginalised communities. At the same time the stories associated with such 

struggles reveal resilience and resistance, as well as innovative ways of addressing 

high levels of need. It is these issues of confrontation and innovation that are 

discussed in the following chapters. 
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Chapter four: ‘We own the bloody thing’ – Aboriginal 

community control in Aboriginal health 

It is always a problem when you rely on government funds - they want to control things. 

They think they know best. They spend so much on consultants telling us how it should 

be done. Meantime we get on with the job. We are a community controlled organisation 

- it's the only way to deal effectively with the health problems our people are facing - but 

they just can't understand this. 

(Mayers 2001c: 4)  

The discussions in the preceding chapter have focussed on the health care needs of 

Aboriginal Australians as well as locating health in a broader context than merely 

sickness and sick care. In this chapter I shift to some of the origins of Aboriginal 

communities’ responses to their substantially unmet health needs. This is followed 

by an overview of the health care philosophy that underpins these responses and the 

diverse ways that these have been mobilised. 

The opening quote from Naomi Mayers captures some of the key elements behind 

the tensions and struggles that continue between Aboriginal Community Controlled 

Health Organisations and government departments and decision makers. 21 These 

include notions of control, assumptions about knowledge, and, at times, competing 

understandings of what is required, all of which are central in the assertion of, and 

constraints to, the fuller realisation of Aboriginal self determination in Aboriginal 

health. It is these sites of contestation that are central to this thesis. Some of the 

                                                

21 Naomi Mayers began working at the Aboriginal Medical Service Cooperative in Redfern in late 
1971 when she was appointed as a secretary / organiser. She is currently the Chief Executive Officer, 
a position she has held since 1972. 
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contest arises because the presence of Aboriginal community controlled 

organisations with particular expertise in their area of interest represent a significant 

shift from earlier practice, especially given that prior to the 1967 Referendum: 

Aboriginal people were rarely consulted for their view on policy … In the nineteenth 

century, advisers were leading business people and missionaries. In the twentieth 

century, there was more of an emphasis on 'expert' advice, with doctors and 

anthropologists being consulted as well as influential employer groups and missionaries.  

(Johnston 1991 vol 2: 518)  

This does not mean that Aboriginal people were not lobbying, just that their voices 

were not commonly sought and, when heard, they were often cast as 'ratbags' or not 

'real Aborigines' or even ‘communists’ (Johnston 1991 vol 2: 518). The development 

of ACCHOs, for example, meant that there was now another source of expertise 

about the issues and strategies required to better address the needs in Aboriginal 

communities.  

4.1 Background: some of the development and practice of 

Aboriginal community control in Aboriginal health 

There are many different stories behind the establishment of particular ACCHOs. In 

order to establish the context and philosophy behind this movement, I concentrate on 

the establishment of the Aboriginal Medical Service Cooperative Ltd in Redfern, an 

inner city suburb of Sydney. At the time there was a lot of activism in Redfern, so 

much so that one key Aboriginal activist described Redfern as ‘the centre of black 

affairs’ at that time (Gilbert 2002: 25). The establishment of the AMS (Redfern) has 

particular relevance because it was the first Aboriginal Community Controlled 

Health Organisation to begin providing health care services in Australia. Further, the 
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AMS in Redfern has played a pivotal role in supporting the establishment of many 

other ACCHOs around Australia.  

The AMS (Redfern) was established in 1971 in response to the concern of members 

of the Aboriginal community in Sydney that mainstream health services were not 

meeting the health care needs of Aboriginal people (Mayers 2001c). The particular 

event that stimulated the formation of the Service in Redfern was the realisation that 

clients of the Aboriginal Legal Service, itself only established the previous year and 

known at the time as the Aboriginal Legal Aid Centre, were unable to pay for the 

medical treatment required for illness (Foley 1975). This was not just an issue 

regarding some restrictions on access to some health care services. Officers of the 

newly established Aboriginal Legal Aid Centre soon realised that THE major 

problem confronting the Aboriginal community in Sydney was the 'complete lack of 

available health care' (Aboriginal Medical Service Cooperative Ltd Redfern n.d.: 4). 

There are multiple factors that influence why mainstream health care services may 

be relatively inaccessible to Aboriginal men, women and children. These include: 

services may not exist within a reasonable proximity of where people live; transport 

issues; cost of the service; direct and indirect costs of accessing services; cultural 

security; gender; racism; and paternalism (Saggers and Gray 1991a; Brady 1995). In 

other words, accessing health care services is not as easy as just walking in the door 

(Paul 1998a). 22 Of particular concern is that the barriers to accessing health care 

services are both interrelated and compounding (Office of Aboriginal and Torres 

Strait Islander Health 2001a). In the late 1960s and early 1970s specialised state or 

                                                

22 These issues are discussed in more detail in Paul (1998a). 
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territory health services were established in an attempt to improve the availability of 

health care services for Aboriginal people. Reasons attributed to why these 

initiatives did not improve Aboriginal peoples’ access to health care embrace matters 

such as the lack of Aboriginal community input and control of the planning and 

development of these services; a tendency to be reactive rather than proactive; and 

they were controlled by professionals who were too removed from the communities 

they were meant to be serving, and who wanted to provide services for rather than 

with Aboriginal people (Saggers and Gray 1991a). Further, most of these services 

had a ‘sick care’ focus while treating the symptoms, which is important, they were 

not addressing the causes. It should be noted that in the early nineteen seventies 

affordability of health care services was a key issue for many Australians. For 

example, in 1972 some two million people had no form of health insurance and were 

'subject to charity, to means tested public ward care or to no service' (Davis and 

George 1993: 109).  

For Aboriginal people in Sydney prior to 1971, Davis and George’s ‘no service’ 

option was the most common, as the other two were effectively unavailable. 

Accessing a private general practitioner in Sydney at the time was 'almost an 

absolute impossibility' for nearly all Aboriginal people as most general practitioners 

requested payment in advance (Aboriginal Medical Service Cooperative Ltd Redfern 

n.d.: 4). Whilst there was no fee charged at the emergency and outpatient 

departments of public hospitals, most people were reluctant to attend ‘because of the 

overtly racist treatment ... in all local hospitals' (Aboriginal Medical Service 

Cooperative Ltd Redfern n.d.: 4). This meant that, in general, Aboriginal people only 

attended public hospitals in the most serious or urgent situations, with some being 

prepared to die rather than be ‘subjected to such humiliating treatment' (Mayers 
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2001c; Aboriginal Medical Service Cooperative Ltd Redfern n.d.: 4-5). Since the 

1970s mainstream health services have continued to be viewed as being relatively 

inaccessible and unacceptable by many Aboriginal people (Johnston 1991 vol 4: 

215; Brady 1995; Paul 1998a). 

It has been argued that the problems which confronted Aboriginal people and 

communities in the early 1970s were, and continue to be seen as, a direct result of 

the invasion and mass destruction which 'began the day the first British invaders set 

foot on Koorie soil in 1770' (Aboriginal Medical Service Cooperative Ltd Redfern 

1991: 4). After the Referendum in 1967, the subsequent shifts in policy meant that 

Aboriginal peoples were no longer forced to live as 'nations of dispossessed refugees' 

in church run mission stations (Aboriginal Medical Service Cooperative Ltd Redfern 

1991: 5). 23 Consequently there was a large and rapid change in the number of 

Aboriginal people living in Sydney, from approximately four thousand in 1966 to 

around thirty five thousand by 1968 (Aboriginal Medical Service Cooperative Ltd 

Redfern 1991: 5). This rapid population increase in the poorest areas of Sydney led 

to hostile reactions from some non-Aboriginal ‘authorities’ which included police 

harassment of 'extremely serious proportions' (Aboriginal Medical Service 

Cooperative Ltd Redfern n.d.: 4). This led to the establishment, in 1970, of the 

Aboriginal Legal Aid Centre mentioned earlier. Its establishment was seen by some 

as a symbolic step representing a major shift in the way specific problems were 

confronted and addressed in a collaborative manner by Aboriginal peoples. Of 

                                                

23  The1967 Referendum, passed by an overwhelming yes vote, changed two clauses of the Australian 
Constitution so that the Commonwealth could legislate in relation to Aboriginal Affairs and for 
Aboriginal people to be included in the Census. 
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particular significance is that ‘it was now100% under the control of Aboriginal 

people' (Aboriginal Medical Service Cooperative Ltd Redfern n.d.: 4). 

The pursuit of Aboriginal self determination in the post colonial context dates from 

the earliest days of British settlement. It could be argued that the modern self 

determination movement began with the activities of William Ferguson, and others, 

in the 1930s culminating in the sesquicentenary protest in Sydney in 1938. 24 In the 

1960s the Federal Council for the Advancement of Aboriginal and Torres Strait 

Islanders became the lead body advocating for Aboriginal rights (Attwood and 

Markus 1999; Houston 2003; Murray, Bell et al. 2003). Key in FCAATSI’s activities 

was advocacy related to the 1967 Referendum.  

Some Aboriginal activists were uneasy about the direction of FCAATSI following 

the Referendum and by 1970 the National Tribal Council had been established with, 

unlike FCAATSI, an exclusively Aboriginal membership (Attwood and Markus 

1999; Read 2001; Murray, Bell et al. 2003). The National Tribal Council heralded a 

shift in activism that saw a strong push for Aboriginal control of Aboriginal 

organisations (Wright 1985). Many of the activists involved were also engaged with 

Aboriginal health issues, including Gary Foley, Dennis Walker, Bruce McGuinness, 

Dulcie Flower and Naomi Mayers. They were key players in the advocacy for, and 

creation of independent Aboriginal organisations (Councillor 2003; Wells 2003). 

Thus the establishment of the AMS (Redfern) was the outcome of a long process. It 

was not an isolated event but had developed out of the advocacy and organisation of 
                                                

24 Some evidence of this early and coordinated advocacy is contained in the monthly newsletter The 
Australian Abo Call: the voice of the Aborigines edited by J Patten and published by the Aborigines 
Progressive Association between April and September 1938. 
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Aboriginal peoples that had its origins back in the 1930s, and heightened during the 

1960s and 1970s. It was a consequence of an increasing dissatisfaction with existing 

mainstream services and a part of a more generalised activism by Aboriginal peoples 

to modify Australian colonial relations (Anderson 1994a).  

The early nineteen seventies have been described as a radical period which saw the 

beginning of ‘the modern struggle for Aboriginal rights’, and the establishment of 

many Aboriginal organisations to try to improve access to appropriate legal, health, 

housing and other services (Mayers 2001c: 2). The establishment of these 

organisations was not a simple task, as it involved considerable struggle, the success 

of which was not just of local significance but represented a ‘historic political 

victory for all Aboriginal people' (Fagan 1991: 400). Similarly, the importance of 

ACCHOs represented more than just a political victory for Aboriginal people. They 

also reflected the: 

... wealth of ordinary Koorie and non-Koorie people who made their contribution to the 

survival and success of the AMS in a multitude of ways ... The AMS today is a living 

tribute to the inherent compassion, resilience, wisdom and strength of the NSW 

Aboriginal community and to that generous section of the non-Aboriginal community 

who strongly supported and understood our need to do it ourselves. 

(Aboriginal Medical Service Cooperative Ltd Redfern 1991: 1) 

There are broader implications as well. The establishment of Aboriginal Community 

Controlled Health Organisations was not only an innovation locally but also 

internationally (Franklin and White 1991; Mayers 2001b). Further, ACCHOs are an 

‘entirely Aboriginal concept’ and represent a shift in the ways health and health care 

service delivery are approached (Fagan 1991: 400). In addition to being the oldest 

and longest continuously running comprehensive primary health care service in 
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Australia, the AMS (Redfern) was the first generalist community controlled health 

service to be established in the world (Mayers 2001b).  

Community control in health care service delivery has been described as an 

ambitious proposition with ‘far-reaching implications for health' (Fagan 1984: 19). 

Unlike other models of community control in primary health care in Australia, such 

as workers and women’s health centres, ACCHOs have been able to resist 

incorporation into the mainstream (Bartlett and Boffa 2001). Indeed, the fact that 

they have increased in both number and size has been interpreted as a consequence 

of the 'continuing colonial histories that are central to Aboriginal-non-Aboriginal 

relations' (Bartlett and Boffa 2001: 81). The relevance of the continuing influence of 

colonial history in the context of the political struggles that confront ACCHOs in 

their efforts to better meet their local communities needs and priorities is an issue I 

return to in Chapters Seven, Eight and Nine. 

The heightened activity and activism in relation to Aboriginal health was not 

restricted to Sydney. Similar Aboriginal community controlled organisations were 

established around Australia relatively quickly. For example, by 1973 there were 

ACCHOs operating in Perth, Brisbane, Alice Springs and Melbourne. In 1979 there 

were seventeen ACCHOs around Australia receiving funding from the 

Commonwealth (Department of Prime Minister and Cabinet 1980). By 1999 there 

were one hundred and thirteen ACCHOs being funded by the Office of Aboriginal 

and Torres Strait Islander Health (Office of Aboriginal and Torres Strait Islander 

Health and National Aboriginal Community Controlled Health Organisation 2001). 

The number of ACCHOs had grown to one hundred and thirty by 2004 (McCartney 

2004), and currently there are nearly one hundred and forty Aboriginal Community 
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Controlled Health Organisations across Australia (Naomi Mayers, personal 

communication, 25/08/2006).  

As noted earlier, the Redfern Service played an important role in the establishment 

of new ACCHOs around Australia by providing support, advice and encouragement 

to communities interesting in setting up their own ACCHO. At times this included 

the provision of significant levels of financial resources to those communities, 

drawing on public donations. This financial support helped the establishment of 

ACCHOs in Port Augusta, Geraldton, Broome and Cairns (Mayers 2001c).  

Receiving funding from government sources does not mean that ACCHOs are 

necessarily well resourced. Apart from the Service in Hobart, the Aboriginal Medical 

Service (Redfern) is the least well funded capital city ACCHO and, on a per capita 

basis, the second worst funded ACCHO in Australia which 'represents a none too 

subtle attempt to pressure us' (Mayers 2001b: 3). This is not a new situation. The 

early years of the AMS in Redfern were characterised by an annual wrangle for 

funding which consumed large amounts of energy and time. This has been 

interpreted as an attempt to control and demoralise the AMS workers (Sykes 1978; 

Fagan 1991). At that time Aboriginal ‘self determination’ was the official policy of 

the Whitlam Labor Governments (1972-1975). However, self determining action by 

Aboriginal people seemed to be perceived by some in decision making positions as a 

threat that 'was to be thwarted in every possible way' (Tonkinson and Howard 1990; 

Fagan 1991: 400). Evidence of the continuation of such practices of obstruction is 

provided in Chapters Eight and Nine.  

Some of the origins of the resistance from governments and their agents towards 

ACCHOs relate to the political awareness and advocacy of these organisations and 
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their representative bodies. By way of example, the National Aboriginal Islander 

Health Organisation, the predecessor of NACCHO, was an overtly political 

organisation that argued strongly in the late 1970s and 1980s for a political solution 

to the ‘disastrous state’ of Aboriginal health which could only occur if Aboriginal 

people have: 

a. total control of their own affairs; 

b. control of resources and facilities to enable them to alleviate all contributing factors to 

all problems; 

c. inalienable title to land which can be an economic base.  

In other words, we see the only solution to our problems as being Land Rights and 

economic independence. 

(NAIHO in Aboriginal Medical Service Cooperative Ltd Redfern n.d.: 5)  

The ‘pay the rent’ campaign run by NAIHO in the early 1980s (National Aboriginal 

and Islander Health Organisation 1983) offers an example of the level and diversity 

of political action that some in the Aboriginal community controlled health sector 

were engaged in at the time. In this campaign the intimate connection between land 

and wellbeing was clearly articulated along with the importance of sovereignty and 

the trauma of dispossession that accompanies colonisation (NAIHO 1983: 16-18). 

The concept of a holistic approach to life, heath and wellbeing is also reiterated. 

NAIHO argued that rent for the use of Aboriginal land should be paid to meet 

specific Aboriginal community needs including health, housing, education, legal, 

child care, in the short term, and total community needs in the long term (p.18). The 

NAIHO ‘pay the rent’ position paper included the following poem by Bruce 

McGuinness which conveys some of the intensity of feeling held in relation to the 

inequitable treatment that Aboriginal people have been subjected to in Australia: 
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We seek only humanity 

We are cursed with profanity 

White wants are pandered 

Black wants are slandered 

Your god's son up on a cross 

We and our god at a loss 

To understand 

Your rape of our land 

One day soon when all is well 

Your god and us will send you to hell 

Pay the rent! 

(Bruce McGuinness 18/11/1982 in National Aboriginal and Islander Health 
Organisation 1983)  

The message here is clear. Ten years on, the NACCHO Manifesto on Aboriginal 

Wellbeing (National Aboriginal Community Controlled Health Organisation 1993) 

contained similar messages attributing the poor health experienced in Aboriginal 

communities to the impacts of marginalisation as a consequence of the loss of 

sovereignty secondary to colonisation. Further, the Manifesto outlines the key 

strategies and factors that in NACCHO’s view are required to achieve good health 

and wellbeing. 25 Namely, the centrality of the realisation of Aboriginal people’s 

rights as a necessity for the achievement of improved health, along with the 

importance of cultural security, self determination, adequate resourcing, 

acknowledgment of history, and its contemporary impacts, and an intersectoral 

approach to health and health concerns. Thus, right from the origins of ACCHOs 

through their establishment, and via representative bodies such as NAIHO and 

NACCHO, there has been a consistent line of advocacy for political change. And, it 

can be argued, a radical difference from mainstream approaches to the way that poor 

                                                

25  See Appendix B for a more detailed summary of the NACCHO Manifesto on Aboriginal wellbeing 



 116 

health outcomes for Aboriginal people and communities are conceived of and how 

they should be addressed. Such statements of intent and analysis are not just 

rhetorical devices, but represent key points of contention that are representative of an 

ongoing struggle in approach and understanding. These issues and struggles are not 

only located in the past but, as detailed in subsequent chapters, continue to have 

relevance today as Aboriginal people, via ACCHOs, continue to challenge those in 

health policy and practice who ‘think they know best’.  

Some of the past and continuing reactions to the establishment of Aboriginal 

Community Controlled Health Organisations are topics I return to in Chapter Six and 

Seven. The difficulty of achieving adequate resourcing is an issue I return to in 

Chapter Eight where some of the difficulties experienced whilst trying to obtain 

support for agreed programs at the AMS (Redfern) are discussed. Funding is an 

ongoing issue for most ACCHOs with a large number receiving only a relatively 

small level of Commonwealth funding. A review by OATSIH and NACCHO found 

that twenty nine percent of all ACCHOs received less than three hundred thousand 

dollars per year and only ten percent received more than two million dollars per year 

from OATSIH (Office of Aboriginal and Torres Strait Islander Health and National 

Aboriginal Community Controlled Health Organisation 2001).  

Having given a brief overview of the origins of Aboriginal Community Controlled 

Health Organisations, and touched on resourcing issues, it is useful to consider in 

more detail the philosophy behind ACCHOs and introduce the diversity of what 

these organisations actually do. As Naomi Mayers has stated, ACCHOs operate 

within the framework of comprehensive primary health care (Mayers 2001b). This 

terminology gained its international currency through the 1978 Declaration of Alma 
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Ata (World Health Organisation 1978). Whilst the formation of ACCHOs and their 

ways of practising health care preceded Alma Ata by several years, they incorporate 

all the requirements for effective primary health care services as articulated in the 

Declaration (Fagan 1991; National Aboriginal Community Controlled Health 

Organisation 1999a; Bell, Couzos et al. 2000). 

4.2 Comprehending comprehensive primary health care 

… any piece of paper that you pick up says that about Indigenous health is that you have 

community controlled organisations they … are much more effective, whether they are 

here in Australia or in North America or in New Zealand whatever … but you always 

have someone who is convinced that Community Health can produce more outputs than 

the local AMS and I think they are looking at very selective primary health care and not 

looking at comprehensive primary health care and if they went back to the World Health 

definition of what primary health care is, comprehensive primary health care, they would 

realise that there is a huge gap there. 

(Senior ACCHO administrator I/V Transcript 18/01/2002) 

To more fully understand the diversity and complexity of functions of an Aboriginal 

Community Controlled Health Organisation, it is useful to discuss the principles of 

comprehensive primary health care as set out in the Declaration of Alma Ata, and 

how this is articulated by ACCHOs and NACCHO. The Declaration was one of the 

outcomes of the International Conference on Primary Health Care auspiced by the 

World Health Organisation and held in Alma Ata in 1978 (World Health 

Organisation 1978). This was the culmination of an increasing awareness that 

technical approaches to health problems, much heralded by governments and health 

practitioners in the 1950s and 1960s, were not providing the solutions that many had 

hoped for. In particular, there was increasing concern, in the mid to late 1960s, that 

the substantial malaria eradication programs were not making a significant impact on 
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the prevalence of malaria (Newell 1988). In addition, there were emerging crises in 

health care systems in the 1960s, particularly in South East Asia, that helped to 

reorient approaches to health care issues within the World Health Organisation 

(Banerji 2002). These concerns led to the realisation that there was a need to develop 

an alternative approach to addressing the health needs of those least well served. 

Some of these issues were considered in the 1973 World Health Organisation report 

'Organisational study on the methods of promoting the development of basic health 

services' in which it was recognised that there was an impending crisis in health care 

(Newell 1988). The reasons for this crisis included peoples’ expectations and needs 

not being met; an inability to provide uniform coverage; increasing cost and 

utilisation of health care services; and, an increasing gap in health status between 

countries (Rifkin and Walt 1986; Newell 1988; Werner 1994). At the time there was 

an increasing awareness that changes to health care services alone would not be 

sufficient to address these issues, as health outcomes were influenced by a range of 

social, political and economic factors (Rifkin and Walt 1986).  

The Declaration of Alma Ata recognised the broader determinants of health and this 

shaped the way it proposed that health issues should be addressed. The Declaration 

defined Primary Health Care as: 

… essential health care based on practical, scientifically sound and socially acceptable 

methods and technology made universally accessible to individuals and families in the 

community through their full participation and at a cost that the community and country 

can afford to maintain at every stage of their development in the spirit of self-reliance 

and self-determination. It forms an integral part both of the country's health system, of 

which it is the central function and main focus, and of the overall social and economic 

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 
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to where people live and work, and constitutes the first element of a continuing health 

care process. 

(World Health Organisation 1978: 15)  

This definition reveals the centrality of participation, self determination and linkages 

to sectors other than health. Despite Primary Health Care, as outlined in the 

Declaration, being a radical concept to many, it had actually been practiced in some 

form in several different settings (Newell 1975; Werner 1994). The ‘barefoot 

doctors’ in China are one particular example. 26 ACCHOs in Australia, though not 

cited by Werner or Newell, are another obvious example. Primary Health Care, 

being a concept that challenged existing orthodoxies, led to resistances from many 

health professionals with Selective Primary Health Care being promoted widely as 

an alternative to the vision of Alma Ata from a very early stage (Walsh and Warren 

1980). This represented a professionally driven, central approach to health care 

focussed on short term, technical approaches to disease control, driven by 

assumptions of cost effectiveness and short term goals, this approach has been 

criticised by many (eg. Rifkin and Walt 1986; Newell 1988; Walt and Rifkin 1990; 

Werner 1994; Banerji 2002). Newell went as far as describing selective PHC as a 

threat to health because it was a ‘form of health service feudalism’ (Newell 1988: 

906). 

                                                

26 An English translation of the 1970 A barefoot doctor’s manual, prepared by the Revolutionary 
Health Committee of Hunan Province, was published initially in the USA in 1974 by the Fogarty 
International Centre. Cloudstreet Press published a revised edition in 1977. This manual was used by 
Joan Winch and myself as a beginning framework when we developed the initial curriculum for the 
Aboriginal Health Worker Education Program at the Perth AMS in 1983. Joan had visited China in 
the late 1970s to specifically look at the Barefoot Doctor program there. 
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To summarise some of the major differences, in comparison to comprehensive 

Primary Health Care, selective Primary Health Care is program rather than process 

driven; offers single universal solutions as opposed to being local and contextual; 

reinforces medical power and control rather than strengthening community 

structures; favours vertical rather than horizontal strategies; and, usually, proposes 

one off strategies rather than ongoing ones (Rifkin and Walt 1986; Newell 1988; 

Walt and Rifkin 1990; Werner 1994).  

For comprehensive PHC to be effective it needs to be affordable, acceptable, 

appropriate, available, essential, continuing, integrated and fully participatory 

(World Health Organisation 1978). For this to happen requires policy decisions at 

national (resourcing and infrastructure, decentralisation, management structures), 

local (structures to support and maintain local community participation) and 

international (structural adjustment policies counter equity) levels (Walt and Rifkin 

1990).  

An alternative criticism of the vision of comprehensive PHC, as articulated in the 

Declaration of Alma Ata, comes from the opposite position to that of the proponents 

of selective PHC. Namely, that the Declaration does not go far enough! Rather than 

being too broad, it is considered by some critics to be restricted by the ideology that 

underpins it (Navarro 1984). Navarro’s critique, from a Marxist perspective, argues 

that the Declaration is ‘faulty and incomplete’ not due to a deliberate conspiracy by 

development establishments, but rather because the proposed solutions are grounded 

in a perceived reality influenced by a development ideology (p. 467). In other words 

the proposed solutions tend to reproduce the ideology of development and progress 

of the proponents for change (p. 470). By way of example, the arguments put by the 
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World Bank that free market economies are essential for health development do not 

address the issues of equitable distribution of resources and services seen by others 

to be so much more important for shifts in health and wellbeing (Navarro 2002). 

The critique by Navarro (1984) argued that there is a tendency in the Declaration of 

Alma Ata, and the ways it has been implemented, to propose organisational and 

technological change within existing power relations. Navarro draws on the example 

of women requiring appropriate technology and knowledge rather than liberation. He 

contends that all three are of relevance and that there should be a much greater 

emphasis on liberation and unsettling existing power structures (pp. 471-472). 

Navarro concludes that that whilst the Declaration outlines key issues of importance, 

he challenges the relative emphasis that is placed on particular interventions. In 

general, interventions are proposed which, in his view, divert from more important 

changes in the social, political and economic structures that influence health (p. 472). 

Navarro’s commentary has particular relevance to the struggles which confront 

ACCHOs as they seek to provide comprehensive primary health care. It is through 

their struggles that they challenge, and are confronted by, existing structures. Some 

examples of the more comprehensive approach and the obstacles to the realisation of 

that approach I discuss later, particularly in Chapters Eight and Nine. 

In addition to the policy issues mentioned earlier, it has been argued that the success 

of comprehensive PHC also depends on learning from the past, political commitment 

to social equity, community participation, accountability and technical fit (Walt and 

Rifkin 1990; Saggers and Gray 1991a; Werner 1994). These requirements have 

relevance for ACCHOs, with their principal aim of providing access to acceptable 

primary health care for Aboriginal people (Saggers and Gray 1991a).  
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Having briefly considered some of the ideology of PHC in the international context 

it remains to consider how this has been mobilised by Aboriginal Community 

Controlled Health Organisations. The National Aboriginal Health Strategy Working 

Party reworked the Declaration of Alma Ata definition of Primary Health Care 

slightly (my emphasis): 

Essential health care based on practical, scientifically sound, socially and culturally 

acceptable methods and technology made universally accessible to individuals and 

families in the communities in which they live through their full participation at every 

stage of development in the spirit of self-reliance and self-determination. 

(National Aboriginal Health Strategy Working Party 1989: x)  

The Working Party’s definition added cultural acceptability along with the 

recognition that Aboriginal peoples lived in multiple communities and hence the 

importance of access to PHC in those communities. As discussed earlier, the 

Working Party highlighted the problematic nature of considering health as the 

preserve of health care practitioners and agencies rather than it being influenced by 

broader factors on the basis that: 

"Health" to Aboriginal peoples is a matter of determining all aspects of their life, 

including control over their physical environment, of dignity, of community self-esteem, 

and of justice. It is not merely a matter of the provision of doctors, hospitals, medicines 

or the absence of disease and incapacity.  

(National Aboriginal Health Strategy Working Party 1989: ix)  

That said, the delivery of health care services is an integral part of comprehensive 

Primary Health Care (Walt and Rifkin 1990). Further, Walt and Rifkin point out that 

Primary Health Care is contextual. Rather than being a single, one size fits all model, 

the way it is implemented is dependent on local conditions and circumstances. They 

also highlight that as well as being comprehensive, PHC is also an ongoing process 
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committed to quality service provision, and informed by the community it serves. In 

the context of Aboriginal health, the important role of bio-medical interventions is 

recognised by key players in the ACCHO movement, however, this is within the 

context that the main determinants of Aboriginal health are related to historical, 

social, economic and political factors (Mayers 2002a). The main point here is that 

such services or interventions have a key role, but do not constitute the whole of 

what is needed to maintain or improve health. Central here is an understanding that 

the achievement of improvements in health for all can only be reached through a 

united struggle, at a community level, for equity, accountability, and participatory 

democracy because the ‘struggle for health is a struggle for social justice' 

(International People’s Health Council in Werner 1994: 21). If ACCHOs are an 

example of comprehensive primary health care in action, and hence part of this 

broader struggle for justice, the question arises, what do ACCHOs actually do?  

4.3 Core functions of Aboriginal Community Controlled 

Health Organisations 

Community control is the local community having control of issues that directly affect 

their community ... Aboriginal people must determine and control the pace, shape and 

manner of change and decision making at local, regional, state and national levels. 

(National Aboriginal Health Strategy Working Party 1989: xiv)  

Whilst there is a range of Aboriginal Community Controlled Health Organisations in 

terms of setting and size, they share two fundamental concerns, ‘the delivery of 

primary health care services and structures guaranteeing the control of the 

community that they serve' (Anderson 2002b). While the main reasons for 

establishing Aboriginal Community Controlled Health Organisations have been 
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discussed, before considering some of the multiple actions undertaken by ACCHOs, 

I will briefly outline some of their benefits.  

To have ready access to appropriate health care services is a matter of both equity 

and entitlement as a citizen (Atkinson, Bridge et al. 1999: 84). Access is dependent 

on many factors other than just the mere presence of the service (Paul 1998a). There 

can also be significant benefits from accessing appropriate health care services. In a 

submission to the Commonwealth Parliamentary Inquiry into the needs of urban 

dwelling Aboriginal and Torres Strait Islander peoples, the National Aboriginal 

Community Controlled Health Organisation identified seven benefits of ACCHOs 

(National Aboriginal Community Controlled Health Organisation 2001a: 3). These 

included improving access to health care services; offering one stop, holistic, 

integrated primary health care; providing culturally secure care that is cost effective 

and cost efficient; providing a significant source of education, training, achievement, 

and pride, for Aboriginal people; the development of a large pool of knowledge and 

expertise about Aboriginal health issues; and, the sector providing leadership in 

primary health care in Australia in a range of areas including evidence-based 

medicine, and the use of information technology. Consistent with Anderson’s 

comments above, particular ACCHOs contribute in differing degrees to each of these 

areas.  

Additional benefits of ACCHOs were identified by the National Aboriginal Health 

Strategy Working Party (1989). These included preventing overt and covert racism 

from non-Aboriginal employees; avoiding presumptions about lifeways and illnesses 

which may result in inaccurate diagnoses; having as a priority of the service raising 

the health status of the community; and offering greater flexibility than mainstream 
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services (p. xvii). The importance of the community development role of ACCHOs 

is commonly underestimated (Anderson 1994a). In addition, there is evidence that 

local needs and preferences assume a greater priority, as well as ACCHOs being 

more responsive to changes in communities than government services (Bartlett and 

Boffa 2001). Further, it is argued that Indigenous controlled health services improve 

access, thus enabling earlier intervention, increased adherence to recommended 

health care strategies, as well as a greater sense of participation and ownership 

(Durie 2003). 

As well as the benefits of the existence and action of ACCHOs there are also 

benefits from the participation of community members in the planning and provision 

of health care services. There is a wealth of literature on the notion of community 

participation and its relevance and impact in the context of primary health care 

(Arnstein 1969; World Health Organisation 1978; Rifkin 1986; Rifkin, Muller et al. 

1988; Walt and Rifkin 1990; World Health Organisation 1991; Jewkes 1994; Jewkes 

and Murcott 1998; World Health Organisation 2000). The National Aboriginal 

Health Strategy Working Party (1989: vi) considered this issue, and concluded that 

some of the benefits of Aboriginal people’s participation and control of their health 

care services included: 

shuns dependence on non-Aboriginal systems 

promotes responsibility and greater understanding 

allows communities to be active rather than passive participants 

enables communities to identify health problems and possible solutions 

contributes to needs based planning 



 126 

allows communities to participate in ongoing evaluation 

enables the development of structures that meet the specific health needs of 

Aboriginal people rather than trying to 'fit' Aboriginal peoples to the mainstream 

system 

diminishes or removes paternalism from the system 

promotes greater awareness and self esteem. 

Some of these outcomes may be hard to assess in the short term, however, there are 

some very practical aspects to the importance of the ACCHO sector. By way of 

example, the then chair of NACCHO reported that during 2004, the one hundred and 

thirty ACCHOs around Australia would provide one point three four million 

episodes of Primary Health Care (McCartney 2004). Further, as a sector, ACCHOs 

are the largest employer of Aboriginal people outside of government, with 

Aboriginal people comprising 90% of their health staff (McCartney 2004). That said, 

there could be tensions and conflicts within the sector. Professional power, for 

example, can be a significant issue within ACCHOs, such as whether it is the 

community or health professionals who are in control (Bartlett and Boffa 2001). 

Health professionals working in ACCHOs have less influence than they would in 

government or private settings. What influence they do have is a 'product of the 

professional relationships they have with Aboriginal leaders, not of their professional 

position' (Bartlett and Boffa 2001: 76). The concept of control within an ACCHO is 

one that some health care practitioners have difficulties with. 

Whilst researching this thesis I recalled an incident that happened some twenty five 

years ago, when as a young medical officer at the Perth Aboriginal Medical Service I 

was asked by the community nurse if I would accompany her on a visit to 
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Meekatharra, about 700kms north of Perth. She had been asked to visit by some of 

the Aboriginal people living in that town because they were concerned about their 

living conditions. At the time there was considerable gold mining occurring close to 

the town and a key part of the mining and extraction of the gold utilised a cyanide 

treatment process. Evidently there were large dumps of cyanide laden material very 

close to the houses where many Aboriginal people lived. The dust blowing off these 

piles by the strong easterly winds was landing not just on their houses and yards but 

also inside as well. Many people were concerned that the cyanide in the dust was 

affecting their health.  

I readily agreed to go to Meekatharra if that was what people at the AMS wished and 

this was supported by the AMS administration. I did not wish to leave the clinic 

understaffed. As it turned out, I was strongly encouraged to help meet the local 

community’s request for assistance. On reaching Meekatharra the situation was 

worse than we had anticipated. The piles of cyanide treatment waste were huge, and 

backing onto some people’s houses. Not unusually, there seemed to be a division 

within the town with most of the Aboriginal residents living in an area which 

happened to be closest to these dusty piles. The dust was substantial and made worse 

by the prevailing winds. In the houses we visited the dust literally covered 

everything, inside and out. Many of the residents had frequent skin and eye 

irritations and their concerns seemed more than justified. We talked through some 

strategies to try to improve the situation with some of the local people concerned. 

This trip seemed useful with some positive strategies developed to try to ensure that 

dust exposure to those people worst affected was minimised in the very near future. 

What was a surprise was the reaction that awaited me on my return to the AMS. One 
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of the senior doctors at the time was evidently unaware of the request for me to go to 

Meekatharra and was quite irate over the incident. I was threatened with never again 

being able to find employment under the particular program I was involved with, as 

well as negative references amongst other things. In short, this was a very hostile 

reaction from one particular doctor to my responding to a request from a local 

community to my employer for assistance. What struck me as strange at the time was 

that I was not employed by that doctor but, just like all the other staff including the 

angry doctor, I was employed by the management committee of the Aboriginal 

Medical Service.  

The notion of community control and how that is perceived and mobilised in 

particular settings, times and circumstances can be diverse. Being employed by an 

ACCHO is one thing, respecting the decision making processes, and decisions made, 

quite another for some. Perhaps the angry doctor was upset that they had not been 

involved in the decision making in this situation. At the time, and thinking back, 

certainly this had something to do with the reaction. More importantly though was 

the apparent reluctance to accept the decision by the administration of the AMS of 

how and who should respond to meeting the needs of a local community. ‘Health by 

the people’ is not only contested by some outside the ACCHO sector but also by 

some within it. 

More acceptable health care 

It is possible that the world is now at a stage when it should no longer cause surprise that 

something can be done and that simple primary health care works. Health by the people 

may have come of age. 

(Newell 1975: 202)  
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Whilst Newell (1975) expressed great optimism all those years ago, his 

interpretation of primary health care as a simple concept underestimates not only the 

complexity of the concept in practice but also how well it is understood. Consistent 

with the diversity of influences on health, ACCHOs operate at multiple levels in 

their attempts to improve health outcomes for Aboriginal people (Anderson 1994a). 

The complexity of the concept and the multilayered approach to health 

improvements underlies the relative lack of understanding many have of what 

ACCHOs actually do. I raised this during some of the interviews I conducted whilst 

researching this thesis. A common response to the question of whether it was easy 

for people outside the sector to understand the diversity within the sector is reflected 

in this extract from a senior ACCHO policy worker: 

Q - How easy is it to get others to understand that … Aboriginal Community Controlled 

Health Organisations are not just doctors and nurses and Health Workers dealing with ill 

health? 

X - I think there would be very few people outside of Aboriginal Community Controlled 

Health Services and Aboriginal Community Controlled Organisations generally that 

conceive the importance of that … I have to say that the perception of what Aboriginal 

health is really about is something which is not common outside of Aboriginal 

Community Controlled Health Services.  

(I/V Transcript 11/04/2000) 

It is this lack of understanding of the basic principles of Primary Health Care and 

how they are mobilised by ACCHOs that underpins the struggles by those who work 

in the sector for greater acknowledgement, from governments, and due recognition 

of the expertise that is held within the sector. Prior to describing in detail some of the 

multiple activities that represent the diversity of an ACCHO’s operations, I describe 

some vignettes from my experiences working in and being associated with ACCHOs 
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over the past twenty five years. These offer some context for the material that 

follows as well as being illustrative of the different levels of acceptability and 

understanding within the health sector. 

When I was working at the AMS in Perth I used to see a man, who I will call ‘Joe’, 

on a regular basis for several years in the late 1980s. His high blood pressure had 

been diagnosed early on, and he returned regularly as various strategies were 

instituted to try to improve his blood pressure and then to monitor the level of 

control that had been achieved. Joe was in his late thirties and lived in a small 

country town some three hundred kilometres from Perth. He used to periodically 

travel to Perth to visit relatives and it was convenient for him to attend the AMS at 

the same time.  

One day he came to the AMS, only a few weeks after his usual follow up visit, with 

a moderately severe viral upper respiratory tract infection. I asked Joe why he had 

come to Perth and he informed me that it was to attend the AMS to have his cold 

assessed. In coming to Perth he had left a town that had a resident doctor, and driven 

through at least four other towns that also had private general practitioners working 

in them. Joe told me that in his town the local doctor would not let Aboriginal people 

stay in the waiting room whilst they waited to be seen by the doctor, but that they 

had to wait outside the clinic until all the non-Aboriginal people had been seen. It 

was not uncommon for the doctor to leave the clinic without seeing the Aboriginal 

people who had been waiting outside. A drive of three hundred kilometres to avoid 

such racist treatment seemed a very viable option. 

As it was concluded in the Declaration of Alma Ata, for primary health care to be 

effective it needs, amongst other things, to be appropriate, affordable, acceptable and 
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accessible (World Health Organisation 1978). Joe’s experience highlights how some 

health care service providers do not meet several of these requirements. Further, 

actions taken with good intent can also have a significant legacy for those targeted 

by that intent, as the next story highlights. 

Understanding longer term impacts 

One of the ways I have been involved with Marr Mooditj Aboriginal Health College 

over the years has been to assist in the assessment of Aboriginal Health Worker 

students when they finish their course. Part of this assessment is a safety to practice 

examination which involves students discussing how they would approach the 

situations in various case studies.  

In 1998, one of the case studies described a mother and her three young children 

who were living with relatives in a rented suburban house. The youngest of her 

children was Jake who had an itchy rash due most likely to scabies. On this 

particular day the fourth student to be assessed I will call ‘George’. George was aged 

in his mid fifties, and was rather nervous about the exam process. He was the third 

person that morning who had chosen to talk about Jake and his family, and my heart 

sank a bit as the story was no longer fresh. George became a bit more nervous and 

flustered part way through the exam. He seemed more upset than the situation 

warranted, which puzzled me somewhat. Then all of a sudden he said with tears in 

his eyes: 

I want to talk about scabies because I have had scabies. It was over thirty years ago in 

the 1960s. I was in {a small town in the South West of Western Australia} at the time. I 

lived in {a nearby town} but was visiting {the other town}. The police and the welfare 

rounded up all the Aboriginal people and herded them down the sportsground. They put 

us in the change rooms and made us take all our clothes off. They dusted our clothes and 
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gave us ointment to use. Why did they only do that to Aboriginals? They did not round 

up the white people yet the scabies was coming from the hospital. That was the police 

and the welfare for you. It was not right or fair. 

(‘George’ 1998) 

It may be a coincidence, but the town George was visiting was the same place that 

Joe chose to leave, to drive three hundred kilometres to Perth, so he could access 

health care services that he felt more comfortable with.  

Not just  “poorly controlled asthma” 

Many ACCHOs have doctors on placement for three to six months at a time as part 

of their postgraduate training in general practice. The Royal Australian College of 

General Practice used to run this under the Family Medicine Program which then 

became the RACGP Training Program. Currently this training is regionalised under 

the auspices of a new national organisation, General Practice Education and Training 

Ltd. One of my roles when working at the Perth AMS was to supervise trainees from 

the Family Medicine Program. In 1986 a very skilled and enthusiastic trainee 

approached me towards the end of her term at the AMS. She wished to debrief after 

she had just finished having an ‘experienced’ general practitioner from the FMP sit 

in with her for half a day as part of her training requirements. The doctor who had 

been observing her worked in private general practice as well as for the training 

program and had not worked in an ACCHO. 

The trainee was concerned about the feedback she had received in relation to one 

particular consultation. She had seen a young woman, who I will call ‘Jody’, who 

presented with an exacerbation of her asthma. As part of the trainee’s usual practice 

she asked Jody about a number of other issues and found, in addition to asthma, 
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there were several other matters concerning Jody. These included no stable housing; 

currently living in overcrowded accommodation; insecurity of income as her 

unemployment entitlements had been cut off; contraception issues; irregular 

menstrual periods; separation from her family as a young child; increasing weight; 

and, a family history of diabetes and cardiovascular disease. 

The trainee told me that whilst she felt that she had dealt with Jody’s asthma 

appropriately, reinforcing previously provided information about prevention and 

acute treatment strategies, as well as addressing issues related to the current 

exacerbation, she had also spent considerable time talking about income, 

accommodation, contraception and separation issues. Some of this involved talking 

with one of the welfare officers to try to arrange more appropriate accommodation, 

stable income and referral to an appropriate support group in relation to separation 

issues and trying to find her family on her fathers side. The trainee also wrote letters 

of support to help resolve the income and accommodation issues more quickly. 

Arrangements were made to ensure Jody received the medication required for her 

current asthma exacerbation and she was asked to return for follow up in relation to 

her asthma and a family history of chronic illness.  

In a somewhat hostile manner, according to the trainee, the GP observer from the 

Training Program took the trainee to task over her management of Jody’s asthma. In 

particular the observer made comments along the lines of: 

… the patient’s presenting problem was her asthma yet you only spent a small portion of 

the consultation dealing with this … you should have emphasised preventative strategies 

much more … it is not your job to be a welfare worker … you will never make any 

money in general practice if you continue to work like this … you should have told her 

to come back another day … 
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As the trainee had been working at the AMS for five months at the time of this 

episode she was aware of the importance of approaching consultations in a more 

holistic manner than the GP observer appeared to prefer. The reduction to a single 

issue was at odds with the approach the AMS encouraged and ignored the important 

linkages between health and the multiple factors that influence it. It also revealed a 

lack of understanding of the importance of trying to assist people as much as one 

could in one consultation, as it was sometimes difficult for people to return 

frequently.  

Adopting a more holistic approach within a consultation enables not only more 

issues to begin to be addressed but also enhances the likelihood of a person returning 

for follow up and additional advice. Adopting a more culturally secure approach to 

health care service delivery reflects a very different set of priorities and activities 

than would occur in a mainstream setting. One study has shown that within one 

ACCHO, for every dollar spent on providing mainstream style health care services, 

seventy five cents is spent on providing 'culturally secure aspects of care' (Wilkes, 

Houston et al. 2002: 14). 

These stories capture some of reasons ACCHOs have a useful function as well as 

some of the multiple levels of action undertaken by workers that extend beyond 

medical care for single presenting complaints. Despite these roles not being 

adequately met by mainstream health services, ACCHOs have had to face 

considerable resistance from both State and Commonwealth representatives and 

from some workers in mainstream health systems (Foley 1975; Saggers and Gray 

1991b; Kunitz 1994; Scrimgeour 1997; Mayers 1998; Paul 1998b). The lack of 

understanding that is described in the transcript extract above and in the three stories 
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is a significant issue for ACCHOs, and may inform some of that resistance. Other 

reasons include protecting professional turf, racism and paternalism. These issues 

and the connections to a human rights framework of health, and how those who are 

affected the most need to have a greater influence, are detailed later in the thesis. Of 

particular relevance is the level of resistance to Aboriginal people’s participation in 

health which has been quite forceful and determined at times (Anderson 2003), the 

origins of that resistance require greater exploration. 

There is another aspect at play here. ACCHOs could be perceived to threaten 

existing structures, particularly given Scimgeour’s notion of them as an ‘insurgent 

social movement’ (Scrimgeour 1997: 82) and, as such, they also represent places of 

resistance (hooks 1990a). ACCHOs developed not only because people were 

dissatisfied with mainstream services but also because mainstream services 

'reinforced relations of dependence’ that have been in operation since colonisation 

(Saggers and Gray 1991a:152). This is complicated by the assimilationist health 

policies of some state governments being recast to include the rhetoric of community 

control from the mid-1980s (Anderson and Brady 1995). Also of relevance here is 

that the PHC philosophy has not been implemented to 'any great extent' in Australia, 

but that the language of PHC has been used widely (Kimberley Aboriginal Medical 

Services Council n.d.a). As a consequence, the terms 'community consultation, 

empowerment, the holistic approach, etc is all pervasive and increasingly cheapened' 

to the extent that there is a 'yawning rhetoric-reality gap' (Kimberley Aboriginal 

Medical Services Council n.d.a). Some detailed examples of the magnitude of this 

gap and how this translates in practice are considered in Chapters Six, Seven, Eight 

and Nine. 
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Given the importance placed on providing more holistic or comprehensive care, it is 

appropriate to consider what some of the ‘reality’ of comprehensive Primary Health 

Care as mobilised by ACCHOs. The National Aboriginal Health Strategy Working 

Party’s definition of community control, quoted at the beginning of this section, 

reinforces the importance of local communities having control over issues of direct 

relevance to their community. This definition continues to be endorsed by those in 

the ACCHO sector (National Aboriginal Community Controlled Health Organisation 

1999a; Bell, Couzos et al. 2000). In particular Aboriginal Community Controlled 

Health Services must be: 

• Incorporated Aboriginal organisations 

• Initiated by a local Aboriginal community 

• Based in a local Aboriginal community 

• Governed by a body that is elected by the local Aboriginal community 

• Delivering holistic and culturally appropriate health services to the community, 

which controls it  

(National Aboriginal Community Controlled Health Organisation 1999a) 

To reinforce the similarity in understandings of what an ACCHO is in different 

settings, the Aboriginal Health and Medical Research Council in NSW defines an 

Aboriginal community controlled health service as: 

 … an incorporated Aboriginal community organisation which has rules preventing the 

distribution of property to individual members of the organisation; which is governed by 

an Aboriginal board of management elected by a local Aboriginal community 

membership; and, provides culturally appropriate primary health care and health related 

services to the Community which it serves. 

(Aboriginal Health and Medical Research Council of NSW 2000: 9)  
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Just as Primary Health Care is contextual and locally specific, there is no generic 

Aboriginal Community Controlled Health Organisation. Each is a distinct, 

independent local health service owned and run by the local Aboriginal community 

(Kimberley Aboriginal Medical Services Council n.d.). It is important to recall that 

ACCHOs are much more than providers of effective health care services, they also 

offer employment, engagement, empowerment, social action, and are ‘strategic sites 

for community development' (Murray, Bell et al. 2003: 7), a point made earlier by 

Anderson (1994a). The late Puggy Hunter, the long term chair of NACCHO, 

commented on the wider value of ACCHOs, stating: 

... thing is that we own the bloody thing and it is something that we can't, I can't, explain 

- about the ownership and the pride that it actually brings. 

(Hunter 2001 in Murray, Bell et al. 2003: 7)  

Ownership can be demonstrated in many ways; being accountable for and managing 

a service in accordance with local community priorities and needs are only part of 

the picture. Perhaps more telling are some of the ways organisations attempt to 

include community members in their organisations. A symbolic example is the tiles 

in the foyer of the Derbarl Yerrigan Health Service in Perth, Western Australia. On 

the walls of the foyer are a series of tiles made by many community members, 

clients and staff of Derbarl Yerrigan prior to the construction of the new building 

which opened in 1998. Many of these tiles include the name of the person who made 

it and they offer a clear reminder that the building is about more than bricks and 

mortar. This sense of ownership, of the local ACCHO belonging to the community, 

was expressed by a former senior ACCHO manager in these terms:  
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So community in control, and I think it provides a good, not a haven but a very safe 

place for Indigenous people … 

(I/V Transcript 18/01/2002) 

Community control, as defined by the National Aboriginal Health Strategy Working 

Party and NACCHO, has been described as the 'managerial hallmark' of ACCHOs 

(Kimberley Aboriginal Medical Services Council n.d.). However, in relation to 

community control, 'the issue of control itself is not simple' (Franklin and White 

1991: 31). There can be differing meanings within and between communities. 

However, the differences in the ways individual ACCHOs practice Primary Health 

Care reflects, in general, variations in emphasis and implementation (due to resource 

issues and different priorities) rather than mobilising different models of PHC 

(Bartlett and Boffa 2001). The complex realities of power and control are difficult to 

realise, depending in part on broader political, cultural and economic factors 

(Franklin and White 1991). For example, at times the pressure from government 

agencies on Aboriginal communities to take responsibility to manage programs and 

resources can be greater than those placed on non-Aboriginal communities and 

organisations (Franklin and White 1991; Fingleton 1996). Some of the tensions and 

complexity of competing interests are considered in subsequent chapters. 

As each ACCHO is autonomous and independently initiated, planned and managed 

locally (National Aboriginal Community Controlled Health Organisation 1999a), 

different communities will have different priorities and expectations of their local 

ACCHO. There are other issues of relevance here as well. The existence of an 

ACCHO does not mean that a community’s health and health care needs will be 

fully met. All Aboriginal communities have unmet Primary Health Care needs and 

many communities do not have access to an ACCHO at all (Bell, Couzos et al. 
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2000). The difficulties that can arise when trying to meet particular identified health 

needs are expanded upon in later Chapters, especially chapters Eight and Nine. 

Some of the factors that affect the range of activities an ACCHO may undertake 

include the size of the organisation, its location, divergent community desires and 

priorities, levels of resourcing, access to services and size of the particular 

community. The diversity of styles and size of ACCHOs ranges from large 

multifunction organisations providing a wide range of primary health care services to 

small services which do not employ doctors (National Aboriginal Community 

Controlled Health Organisation 1999a). To give an example of the range of activities 

that may be undertaken by an ACCHO it is useful to consider the objectives of the 

AMS (Redfern). These objectives reinforce the diversity of levels of action that an 

ACCHO may aim to operate at and include: 

1. to provide and arrange Aboriginal and Torres Strait Islander peoples with free medical 

services;  

2. to ensure that where necessary or desired by the patient, Aboriginal and Islander 

peoples are enabled to use existing health services effectively and to their own 

satisfaction; 

3. to promote knowledge and understanding among health authorities to make adequate 

provision for Aboriginal and Islander peoples; 

4. to bring matters affecting the health of Aboriginal and Islander peoples to the attention 

of the public and governments; 

5. to ensure that, by the use of Aboriginal and Islander liaison workers, that the type of 

service provided meets the needs and wishes of the Aboriginal and Islander community; 

6. to organise such ancillary services as are necessary for the effective provision and use 

of medical, hospital, pharmaceutical and other services; 
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7. by means of research and surveys, and in other ways, to make continuous assessments 

of the particular and overall health needs of the Aboriginal and Islander community ... 

and to take, or cause to be taken, steps to meet these needs; 

8. to undertake where appropriate health education programs in the Aboriginal and 

Islander communities; 

9. to promote the formation of cooperatives in the Aboriginal and Islander communities 

to remedy the nutritional, social and housing disadvantages which cause or accentuate 

medical problems; 

10. to conduct training courses for volunteer workers or employees of the {AMS} to 

enable them to assist in carrying out the objects of the {AMS}; 

11. to encourage and assist Aboriginal and Islander peoples to undergo training in 

medicine and in other health vocations; 

12. to promote Aboriginal and Islander medical services; 

13. to promote wherever possible traditional Aboriginal and Islander culture{s}; 

14. to strengthen and foster the development of Aboriginal and Islander identity and 

culture. 

(Aboriginal Medical Service Cooperative Ltd Redfern n.d.: 3) 

This list of objectives reveals the broad philosophy and intent that guides the AMS 

(Redfern)’s operations. The activities that flow from these objectives include direct 

clinical service delivery, education, advocacy, support and community development 

roles. Underpinning such roles is an understanding that there is ‘no simple, quick fix 

medical solution’ to Aboriginal health issues (Bell, Couzos et al. 2000: 79). To 

achieve these more 'holistic' goals is obviously dependent on many factors besides 

intent and enthusiasm. It is more likely that ACCHOs will be able to develop more 

effective programs that will influence underlying causes of ill health if they are 

adequately resourced (Anderson 1994a; Scrimgeour 1997), a point supported by the 
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findings of the House of Representatives inquiry into Aboriginal health in which it 

was concluded that the level of resourcing available to community organisations 

determines their effectiveness (House of Representatives Standing Committee on 

Family and Community Affairs 2000). Obviously not all ACCHOs are able, or wish 

to, fulfil all of the objectives outlined above. To reiterate an earlier point, the 

differences that exist in the ways ACCHOs practice Primary Health Care, in general, 

reflects variations in emphasis and implementation, often due to resource issues, 

rather than representing fundamentally different models of Primary Health Care 

(Bartlett and Boffa 2001). That said, the role of ACCHOs is much broader than 

mainstream health services (Saggers and Gray 1991a; Bell, Couzos et al. 2000). A 

common response to the presence of ACCHOs has been the assertion that such 

services duplicate existing health care services within the mainstream health sector. 

An assertion strongly contested by those in the ACCHO sector because: 

Without a strong Aboriginal voice, there can be no effective accountability for the 

quality and effectiveness of health care services provided "to" Aboriginal people. There 

is also no hope of realising the health benefits which flow from the Aboriginal 

ownership of Aboriginal problems (the primary health care concept). ACCHO's and 

government services are not the A and B teams - they are chalk and cheese. 

(Kimberley Aboriginal Medical Services Council n.d.) 

We used to be blamed for being the same as the mainstream, well, I can tell you, the 

service activity reporting has reflected that we’re nowhere near the same as mainstream. 

Mainstream would love to do some of this stuff, but they can’t. I don’t know why, but 

that’s why we’re here. 

(Hunter 2001c)  

The National Aboriginal Community Controlled Health Organisation and its 

affiliates have developed a description of the core functions of Primary Health Care 
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within the ACCHO context, developed because there are no comprehensive Primary 

Health Care models within mainstream or national Primary Health Care policies 

(Bartlett and Boffa 2001).  

A press release put out by Michael Wooldridge, at the time the federal Minister for 

Health, offers an indication of how little comprehensive PHC has penetrated the 

understandings of some mainstream decision makers. The press release announced 

the publication of a book detailing some stories about Primary Health Care in action 

in Aboriginal health. In it the Minister claimed that 'comprehensive PHC ... is now 

starting to be adopted in Australia' (Wooldridge 2001). The Minister acknowledged 

the experience internationally with regards to the contribution comprehensive PHC 

can make. The implication was that Australia was somewhat late in coming to the 

realisation that comprehensive PHC had much to offer in Aboriginal health. This 

was surprising, given the press release was released close to of the thirtieth 

anniversary of the establishment of the first ACCHO in Australia. Such statements 

reveal the limited regard the actions and prolonged history of ACCHOs are held by 

some in mainstream systems. They also give hope that there is some recognition that 

the approach adopted by ACCHOs might be starting to be recognised as having 

something to offer mainstream services as an alternative way of approach health and 

health care services. 

The core functions of ACCHOs are multiple, as the list from the AMS (Redfern) 

above illustrates. They can be summarised into four main areas: direct health care 

services (including diagnosis and treatment of illness, emergency care (up to 24 

hours a day), outreach services, clinical care in prisons, ENT specialist services, 

dental services, hearing services, optometry, preventative clinical services); social 
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and preventive programs (including emotional and social wellbeing support, 

education activities); PHC related support roles (administrative tasks, transport 

service, membership of health steering committees, school based activities, 

interpreter services, community development, men's health groups, women's health 

groups, housing issues, legal, police and prison issues); and advocacy and 

intersectoral collaboration (Bartlett and Boffa 2001: 77-80; Office of Aboriginal and 

Torres Strait Islander Health and National Aboriginal Community Controlled Health 

Organisation 2001: 14-17).  

These classifications are problematic to some degree because 'discrete service level 

descriptors do not capture the complexities of holistic service delivery’ within 

ACCHOs (Bell, Couzos et al. 2000: 90), as they tend to minimise the activities that 

are likely to lead to longer term health improvements, and to highlight sick care 

activities. In particular, the activities that influence the prerequisites of health, such 

as the community development roles of ACCHOs, should be considered to be as 

important as the health care service delivery roles (Waterford 1982; Saggers and 

Gray 1991a; Anderson 1994a). These community development roles are fulfilled in 

several ways including acting as a 'training ground'; transferring knowledge and 

skills to the community; and, enhancing self esteem of both workers and community 

members (Saggers and Gray 1991a). Another important role is teaching non-

Aboriginal professionals how to work with Aboriginal people in a manner that 

ensures culturally security (Anderson 1998a). Saggers and Gray (1991a) also argue 

that community control is central to the community development role of ACCHO’s, 

a point Anderson (1994a) noted is commonly underrated. The interrelated 

importance of community control, self determination and the linkages to human 

rights form the focus of the following chapter. 
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4.4 Summary 

Aboriginal organisations are complex, rather than simple structures meeting simple 

needs (Sullivan 1996a). This complexity allows them to provide not only an 

alternative to mainstream health care services, but also to better meet the diverse 

health needs of the community they serve. As noted earlier, not only do ACCHOs 

have roles that are much broader than mainstream health services (Saggers and Gray 

1991a; Wilkes, Houston et al. 2002) they also tend to be more responsive than 

government run health services to changes in the community (Bartlett and Boffa 

2001). As Naomi Mayers argued in her evidence to the House of Representatives 

Standing Committee on Family and Community Affairs: 

The other major thing is that Aboriginal people use our service for all kinds of things: 

assistance with housing, assistance with social security and other things like that that 

they would not get at a hospital or private doctor’s surgery or whatever. But they are all 

things that impact on the improvement of people’s health. 

(Mayers 1998: 47) 

These broader roles are not necessarily valued, or at least resourced, by funding 

agencies as demonstrated by the 43% of the total salary bill of one large urban 

ACCHO being for services not normally provided through mainstream services 

(Wilkes, Houston et al. 2002). One of the roles of the National Aboriginal and 

Islander Health Organisation and NACCHO as its successor has been to lobby the 

governments to adequately fund ACCHOs for all of the roles that they perform 

(Saggers and Gray 1991a: 149; National Aboriginal Community Controlled Health 

Organisation 1999a). The roles and resourcing issues of ACCHOs can be difficult, 

especially as there persists a 'dominating colonial culture' in Australia where power 

differentials mean that governments, in effect, control and regulate community 
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controlled organisations (Hill, Wakerman et al. 2001: 467). Some of the issues and 

difficulties that arise from this struggle for control are elaborated in the following 

chapters. 

There is another aspect of the roles and functions of ACCHOs that needs to be 

considered: their longevity and constant presence in an ever changing context of 

shifting policies, and externally imposed priorities, that fluctuate with shifts in 

political agendas and which ever party is in government. As it was put by the CEO 

of the AMS (Redfern): 

I have seen so many governments and public servants come and go. It's like watching a 

stage show. The Government fellows come on stage, do their routine and dance off. 

Then the next lot come on and do their dance and off they go. So it goes on. But we are 

still sitting there!  

(Mayers 2001c: 5) 



 146 

 



 147 

Chapter five: ‘Letting go of the controls…’ - Self 

determination, policy and practice  

This country has two choices with respect to the relationship between Aboriginal people 

and the Australian State. Indigenous public policy can be based on self determination 

principles and rely on good governance arrangements or it can continue to be 

assimilationist and suffer the consequences and burden that comes with dependency. 

(Yu 2002: 2)  

The opening quote from Peter Yu, formerly Executive Officer of the Kimberley 

Land Council, poses a stark interpretation of the Indigenous policy options that exist 

in Australia. This either / or scenario that seems to offer little room to move reflects 

the depth of feeling that lies behind the right of Indigenous peoples to self 

determination. It also offers an indication of constraints which may influence the 

greater realisation of self determination.  

In this chapter I consider self determination as a right articulated by many 

Indigenous Australians and supported by several international instruments. Self 

determination is mobilised and constrained in a diversity of ways, some of which are 

described here. Relevant factors that influence the incorporation and realisation of 

self determination are also explored, due to the close linkage between self 

determination, Aboriginal health and Aboriginal Community Controlled Health 

Organisations as a practical expression of self determination. 
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5.1 Backgrounding self determination 

Self determination is as old as Indigenous culture, it is a part of Indigenous culture. 

(Billie Little John, The Grand Council of the Cree 1999) 

Billie Little John, an international lawyer from Canada, made this reflective 

comment on the integral nature of self determination to Indigenous peoples and their 

lives at the launch of the Geneva Declaration on the Health and Survival of 

Indigenous Peoples (personal communication, 05/10/2002 FN #8: 138). I return to 

the Declaration later in this chapter.  The difficulties achieving self determination in 

relation to health is one of the central themes of this thesis, inspired to an extent by 

key national and international documents and the work of many of the Aboriginal 

activists referred to throughout this work (World Health Organisation 1978; National 

Aboriginal Health Strategy Working Party 1989; Mayers 1999b).  

International debates about self determination have moved from denying Indigenous 

peoples the right to self determination, to focussing ‘on the content and meaning of 

self determination' (Jonas 2001: 28). It is how this ‘content and meaning’ is 

mobilised and received that I explore in some detail in later discussions. Despite self 

determination being adopted initially as official policy with the election of the 

Whitlam Labor government in 1973, its implementation has been constrained by the 

normal procedures and practices of government officials which ‘became a glass 

barrier, precluding Aborigines from responding … as they themselves desired’ 

(Cowlishaw 1998: 145). The reality of the realisation, or otherwise, of self 

determination can be best revealed by looking at what Aboriginal people and their 

organisations are doing (Johnston 1991 vol 2; Arthur 1994). 
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The right to self determination is articulated in many international instruments 

including the International Covenant on Civil and Political Rights, the International 

Covenant on Economic, Social and Cultural Rights, the Draft Declaration of the 

Rights of Indigenous Peoples, and the International Labour Organisation 

Convention 169. Self determination is not specifically mentioned in the Universal 

Declaration on Human Rights, although it does, amongst other things, articulate the 

right to participate, enjoy good health, freedom from discrimination and freedom of 

association (United Nations High Commissioner for Human Rights 1998). 

Whilst for many people the United Nations Declaration on Human Rights may be 

'little more than a paper promise', the language and concepts of human rights can be 

used by individuals and organisations to energise their activities (Annas 1998: 1779). 

For Aboriginal peoples, self determination is of significance because every issue 

concerning history, present circumstances, aspirations and entitlements is implicated 

in the concept of self determination, as it is a process rather than some isolated entity 

(M Dodson 1993). Self determination is also a collective rather than an individual 

right (Dodson 1993; Rowse 1998a; Boughton 2000). This is an important distinction 

that has not always been appreciated locally and internationally, with human rights 

commonly conceived of as rights individuals have in relation to governments 

(Dodson 1993; Annas 1998; United Nations 2001). The concept of the size of the 

collectivity is important here. Aboriginal nations within Australia can and do claim 

self determination for themselves and also for all Aboriginal nations collectively, on 

national and international matters (Yu 2002; Houston 2003). The right to self 

determination, as a people(s), is a central issue. 
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Self determination refers to the ‘power of decision making which may be applied to 

all aspects of life. The right to self determination is seminal to all other human rights' 

(M Dodson 1993: 43). Self determination has also been described as the 'foundation 

of the international human rights system' (United Nations 2001: 10) and is a 

fundamental right upon which all other rights rest (M Dodson 1994a).  

Implicit in self determination is the right to collective representation (Anderson 

1994a), which is integral to the notion of Aboriginal Community Controlled Health 

Organisations as a practical expression of self determination in Aboriginal health. 

While there will obviously be diversity of opinion within communities about style, 

priorities and approaches as discussed in the preceding chapter, ACCHOs by their 

very nature are collective representatives of the communities within which they 

operate. Of particular relevance here is the understanding that ‘we can solve our own 

problems’ (Smallwood 1990: 24), an understanding that has continued over many 

generations. 

Mick Dodson, in his role as Social Justice Commissioner argued that, in an 

Australian context, it is appropriate to utilise international instruments because of the 

slow rate of change since colonisation, and because they offer an internationally 

recognised standard that is not subject to the ‘moods of the 98.5% majority, non-

Indigenous population’ (Dodson 1993: 49). These international agreements extend 

beyond idealised rhetoric. The rights and concepts they embody are integral to 

everyday life and without them it would be 'virtually impossible' to live every day 

lives (Dodson 1995: 206). Thus these international instruments can be useful tools in 

the struggle to more fully realise self determination. 
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Article one of both the International Covenant of Civil and Political Rights and the 

International Covenant on Economic, Social and Cultural Rights state that self-

determination is a right of all peoples without any qualification (United Nations 

High Commissioner for Human Rights 1997a; United Nations High Commissioner 

for Human Rights 1997b). That said, whilst the recognition of rights is an important 

initial step, achieving the full realisation of those rights – especially with regard to 

health and wellbeing - is quite another thing (Dodson 1994a).  

The Racism and Indigenous Peoples Conference held in Sydney in 2001 concluded 

that, compared to the rights detailed in the articles of the International Convention 

on the Elimination of all forms of Racial Discrimination (United Nations 1965), 

Indigenous peoples continue to experience 'massive discrimination on the basis of 

race' (United Nations 2001: 10). Further, the conference concluded that there has 

been a failure to extend to Indigenous peoples the unqualified right to self 

determination as required in Article One of both the ICESCR and the ICCPR, and 

Article Three of the draft Declaration on the Rights of Indigenous Peoples. The 

consistent refusal of States to acknowledge this unqualified right of self 

determination is interpreted as being indicative of 'a deep-seated racism at the heart 

of the international human rights system' which have significant negative 

consequences for the lives and wellbeing of Indigenous peoples (United Nations 

2001: 10). Australia has played a central role in the campaign to oppose the 

endorsement of the Declaration by the General Assembly of United Nations 

(Indigenous Peoples' Caucus 2006). 

Whilst self determination may not have been fully realised - and notwithstanding the 

concerns raised above - the international arena offers the opportunity to determine 
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the limited nature of Aboriginal peoples’ share of justice and equity (Fletcher 1999). 

Such an arena offers a means to advocate as well as a comparative measure of 

progress. This comparison can be made with other Australians, as well as with 

Indigenous peoples in other countries. The Aboriginal and Torres Strait Islander 

Commission argues that it is a cause for serious concern that Aboriginal citizens 

have still not been able to realise their share of programs and services available to 

the general community, in a manner which reflects the priority of their level of need 

compared with the level of need of other groups of citizens (Aboriginal and Torres 

Strait Islander Commission 2001: 6). ATSICs funds have had to be applied to 

remedying this inequity instead of supporting the ‘special entitlements of Indigenous 

peoples as Australia's first peoples’ (Aboriginal and Torres Strait Islander 

Commission 2001: 6). This is despite the increasing recognition that the rights of 

Indigenous peoples, along with migrant’s rights, are not being seen as a 'matter of 

domestic choice or pragmatic compromise, but rather as a matter of fundamental 

justice' (Kymlicka 2001: 22). 

The articulation of official government policy of Aboriginal self determination dates 

back over thirty years. In 1973 the Whitlam Labor government expressed its aim to 

'restore to Aboriginal people of Australia their lost power of self determination in 

economic, social and political affairs' (Hansard 06/04/1973 in Hollinsworth 1998: 

176). This statement of intent, whilst representing a significant shift from earlier 

policy positions, failed to overcome some substantial obstacles in its 

implementation. For example: 

To have actually achieved self determination the Whitlam government would need to 

have restructured the bureaucracy, altered its method of financial distribution, persuaded 

the media not to sensationalise, and educated the public to regard the finance for 
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Aborigines as compensation rather than handouts. In addition, it would have had to feel 

sufficiently confident to defy the forces actively opposed to Aboriginal interests, such as 

the mining companies, the big pastoralists, many State and Federal politicians - all the 

powerful conservative forces on Australian life. 

(Lippman 1979: 181 in Hollinsworth 1998: 178-179)  

The resistances to Aboriginal people’s participation in health policy development 

and service delivery have at times, been forcefully determined at a state level 

(Anderson 2003). In addition, at a national level, despite a growing commitment to 

Aboriginal self determination and an increasing interest in reconciliation, the 

Commonwealth was relatively slow to develop specific mechanisms to enable 

Aboriginal people to participate in health policy development (Anderson 2003). 

Some of the ways such apparent reluctance and resistances were and, in some cases, 

continue to be, employed are discussed below. 

Following the defeat of the Whitlam Labor government in 1975, official Federal 

policy changed to Aboriginal self management under the liberal Fraser government. 

Self determination did not return as the cornerstone of Aboriginal Affairs policy 

until 1987 with the release of Gerry Hand's 'Foundations for the future' statement in 

which he, as the then Minister for Aboriginal Affairs, articulated the importance of 

Aboriginal people being 'properly involved at all levels of the decision making 

process' (Johnston 1991 vol 2: 526). Johnston adds that such participation should be 

not only at the level of policy development but also at that of service delivery. As 

discussed earlier, effective program delivery depends on meaningful participation in 

planning, delivery, management and evaluation processes (Arnstein 1969; World 

Health Organisation 1978). 
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A change in government saw the focus in Aboriginal affairs shift again. In 1997 the 

Federal Liberal coalition government ‘actively rejected self-determination as the 

basis of Indigenous policy’ (Human Rights and Equal Opportunities Commission 

2000). This was foreshadowed the previous year when the new Minister for 

Aboriginal and Torres Strait Islander Affairs, Senator Herron, argued his preference 

for the term self empowerment over self determination (Herron 1996). 27 In the 

context of the international and local recognition of Aboriginal peoples’ right to self 

determination, the deliberate avoidance of the use of the term itself raises issues of 

concern. It reflects a reluctance to embrace the notion as a guiding principle of 

policy and is indicative of the level of government resistance to the concept and 

practice. 

The Aboriginal and Torres Strait Islander Commission concluded that the failure of 

Indigenous peoples' rights to be more fully recognised or respected in Australia is 

reflected in a recurrent cycle of government policies (Aboriginal and Torres Strait 

Islander Commission 2001). In particular ATSIC cited the following policies: the 

Protection Acts of the Nineteenth century; the 1911 Commonwealth legislation; 

1937 Canberra conference resolutions; Commonwealth policies post Referendum, 

1968-1972; and, the 1998 Native Title Act amendments. It is argued that such cycles 

embody a: 

                                                

27 On 15/04/2004 Prime Minister John Howard announced the decision by Federal Cabinet to 
introduce legislation to abolish the Aboriginal and Torres Strait Islander Commission by 30/06/2004 
(ABC Radio News 15/04/2004) (Howard 2004) ATSIC was formally wound up on 30/06/2005 and 
responsibility for its many roles transferred to mainstream departments and advice on Aboriginal 
Affairs now coming from a small appointed committee of Aboriginal people. 
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… deeply embedded characteristic of the culture of migrant Australia, developed over 

212 years, that they seek to confer benefits and advantages on Indigenous peoples ... 

Every generation, approximately every thirty years, gets fed the same pap. In all cases, 

the policies and their avowed benefits were determined by the non-Indigenous 

authorities. 

(Aboriginal and Torres Strait Islander Commission 2001: 4)  

It is appropriate to reemphasise that the clear calls for self determination by 

Indigenous Australians are not just a recent phenomenon. At the first Day of 

Mourning, held in 1938 to mark one hundred and fifty years of occupation, Bill 

Ferguson and John Patten argued that it was time to move beyond paternalistic 

protectionism: 

We do not ask your protection … No thanks! We have had 150 years of that! We only 

ask for justice, decency and fair play. Do not be guided by religious and scientific 

persons … Let Aborigines themselves tell you what they want. 

(in Bartlett 1998b: 127)  

The newsletter of the Aborigines Progressive Association, The Australian Abo Call: 

the voice of the Aborigines, edited by John Patten during 1938 following this 

meeting reiterated this intent throughout its six issues (Aborigines Progressive 

Association 1938). Interestingly, at around the same time, First Nations peoples in 

Canada were expressing similar sentiments. This was at the first conference to be 

held in Canada to discuss the welfare of First Nations peoples, and occurred in 

Toronto in September 1939 (Smith 1991). Amongst the delegates were a number of 

Indigenous people who towards the end of the conference broke away from the main 

meeting and, amongst other things, the Indigenous delegates at that meeting resolved 

that there was a need for: 
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… an All-Indian Conference on Indian Welfare … the delegates to such a conference to 

be limited to bona fide Indian leaders actually living among Indian people on 

reservations and reserves, and further, that such a conference remain free of political, 

anthropological, missionary, administrative, or other domination.  

(Smith 1991: 184)  

More than sixty five years later, the right to self determination remains contested. Or 

as Mick Dodson has argued, Indigenous Australians are still 'seeking the power to 

have power' (Dodson 1994a: 71). This does not mean that Aboriginal Australians are 

powerless. It is important to go beyond simplistic models of power that construct 

power relations as a binary position between responder and controller (Dahl 1986). 

Power as a relational concept is not a commodity that is either present or absent but 

rather is a notion that has complex and multilayered meanings and expressions 

(Lukes 1986). Further, there is a relationship between power and the distribution of 

resources, roles, skills, motivations and costs (Dahl 1986). In addition, there is a 

relationship between domination and power, where the imposition of one’s will on 

the behaviour of others may 'emerge in the most diverse forms' (Weber 1986: 29).  

Domination may be thought of as 'the systematic use of power in a social context of 

unequal power relations' (Lukes 1997: 44). It is domination, in the most general 

sense, that is one of the ‘most important elements of social action' (Weber 1986: 28). 

Weber (1948) talks of structures of power and structures of domination. The 

mobilisation of these structures can lead to discrimination. Discrimination may be 

manifest in the ‘denial of socially valued advantages’, through practices that rely on 

identifying groups of people for unfair treatment, or, in a more overt form, may 

result from 'positive actions or omissions' which may be 'deliberate or unconsidered 

and routine' (Lukes 1997: 44). It is the ‘deliberate or unconsidered and routine’ that 
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is of particular interest here. In other words it is the occurrence of a maldistribution 

of resources or a denial, or curtailment, of participation that is important, rather than 

whether these acts are the consequence of deliberate or unconsidered action. It is the 

outcome of the action or inaction and the reasons behind this, rather than the act 

itself.  

From this discussion it can be seen that confronting and addressing the consequences 

of ongoing relative power imbalances is not simply a matter of funding agencies or 

governments simply ‘giving’ Indigenous peoples the power to control aspects of 

their lives. Such ‘authoritarian tutelage … has a proven history of failure’ 

(Aboriginal and Torres Strait Islander Commission 2001: 9).  

Action to address systematic and hence structural discrimination may occur at 

several levels, namely, at individual, group or transformative levels (Lukes 1997). 

As Lukes observes, individually focused approaches may give redress for an 

individual, but in general will have no impact on structural discrimination; focusing 

at a group level may be affirming but can also reinforce difference; finally, 

transformative action both deconstructs and deemphasises practices that reinforce 

discrimination (Lukes 1997). As I return to in Chapter Ten, transformative practices 

are a potential solution to some of the ongoing inequalities in health for Aboriginal 

people in Australia. 

Devoting two chapters of its final report to the issue, the Royal Commission into 

Aboriginal Deaths in Custody placed considerable emphasis on the importance of 

self determination for Aboriginal communities (Johnston 1991 vol 2 chapt 20 and 

vol 4 chapt 27). The RCIADIC acknowledged that it was not well recognised by 

many non-Aboriginal people how extensive was the degree of control exerted by 
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governments and government agencies over Aboriginal people prior to 1967. Despite 

the changes that have occurred since the 1967 Referendum, such as the development 

and resourcing of Aboriginal organisations, the Royal Commission argued that the 

level of control is little changed, 'whatever may be the rhetoric of government' 

(Johnston 1991: vol 2: 502). Further, the Royal Commission concluded that the 

brutality of that control in the past is not lessened just because policies were 

implemented with humanitarian or paternalistic intent. It is, according to the 

Commission, because the control was so complete and its impacts so painful that 

there is such anger and intensity in the continuing calls for self determination. 

ATSIC described the past as being a 'sour legacy' in contemporary settings, claiming 

that steps needed to be taken to recognise Indigenous peoples' rights so that such a 

legacy was not maintained (Aboriginal and Torres Strait Islander Commission 2001: 

11). It is within such a context that Recommendation 188 of the RCIADIC was made 

which called on governments to: 

… negotiate with appropriate Aboriginal organisations and communities to determine 

guidelines as to the procedures and processes which should be followed to ensure that 

the self determination principle is applied in the design and implementation of any 

policy or program or the substantial modification of any policy or program which will 

particularly affect Aboriginal people. 

(Johnston 1991 vol 4: 7) 

The apparent reluctance to fully embrace and implement this recommendation 

appears to reflect a resistance to the very notion of self determination in a field of 

contested control. Such reluctance and contestation means that it is useful to consider 

some of the issues surrounding self determination in some detail, especially given 

that most non-Aboriginal Australians do not fully appreciate the crucial importance 

of self determination to Indigenous Australians (M Dodson 1993).  
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By way of example, research in Canada has clearly demonstrated the positive impact 

that cultural continuity and self determination can have on particular health problems 

such as youth suicide (Chandler and Lalonde 1998). Ironically, the mobilisation of 

self determination has the potential to both enhance and impede the fuller realisation 

of Indigenous peoples’ rights. For example, separate funding for Aboriginal 

organisations can result in them being 'ghettoised' at the same time as they are being 

criticised under the guise of special privilege (Sullivan 1996a: 73). It is from this 

very space of tension that 'institutions of self determination are emerging ... as the 

public face of a modernised, decolonised, Aboriginal cultural enclave' (Sullivan 

1996a: 73). As I intend to show, Aboriginal Community Controlled Health 

Organisations, as a practical expression of self determination, are just such 

institutions. 

5.2 Mobilising self determination: complexities and meanings 

There are those who use continuing Aboriginal ill health as a way of attacking the idea 

of self determination ... we need to improve the ability of the non-Aboriginal world to 

deal with us, to hear what we are saying and to engage with us intellectually. I am 

emphatically not talking about cross cultural courses here. I am talking about entering 

into an honest debate with us ... mainstream Australia should not ignore what we are 

saying just because they cannot see it ... instead of being welcomed into the intellectual 

debate, we are treated like fringe dwellers, trouble makers, and ultimately a burden on 

the rest of Australia. We have been defined as 'a problem'. 

(Anderson 2002b)  

In her speech to the National Press Club, Pat Anderson, then chairperson of 

NACCHO, identified the (in)ability of many non-Aboriginal Australians to 

understand what Aboriginal people and organisations are saying, and to engage 

meaningfully in that dialogue, as a key issue in the struggles for self determination. 
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Mick Dodson’s ‘critical divergence of perspectives’ has obvious resonances here 

(Dodson 1995: 105). In particular, when attempting to mobilise self determination is 

substantially disrupted by contested meanings and understandings. 

There has already been much written and said about Aboriginal self determination, 

for example (Tonkinson and Howard 1990; Johnston 1991; Toussaint 1991; Dodson 

1993; Fletcher 1994; Rowse 1994; Dodson 1995; Martin and Finlayson 1996; Rowse 

1996; Sullivan 1996b; Hughes 1997; Rowse 1998a; Westbury and Sanders 2000; 

Jonas 2001; Yu 2002; Behrendt 2003; Brady 2004). Much of this literature 

reinforces the understanding that the assertion of self determination is a pivotal 

aspiration of many Aboriginal peoples and organisations. It also reminds readers of 

many of the structural constraints and sociocultural and political complexities that 

commonly confront attempts to realise self determination. Strategies for changing 

the obstacles to greater autonomy were considered in the final report of the Royal 

Commission into Aboriginal Deaths in Custody, where it was concluded that it is 

possible for governments to transform Aboriginal affairs: 

... not so much by 'doing' things - more by letting go of the controls; letting Aboriginal 

people make the decisions which government now pretends they do make ... It is about 

time they left the stage to those who collectively know the problems at national and local 

levels; they know the solutions because they live with the problems. 

(Johnston 1991 vol 4: 50)  

Here Johnston captures some crucial points. Namely, that the likelihood of lifting the 

constraints that impede the full realisation of Aboriginal self determination depends 

in part on governments shifting from rhetorical positioning and listening to those 

who ‘live with the problems’. Lars Emil Johansen, the Inuit Premier of Greenland, 

cautions that Indigenous peoples have to fight for self determination rather than 
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‘wait for the colonising state to somehow, through a flash of benevolence, grant the 

desired self government mechanisms’ (in Dodson 1995: 218-219). The fragile nature 

of self determination needs to be acknowledged, particularly given the strong impact 

the (in)actions of non-Aboriginal people can have (Jordan 1988). The recent 

dismantling of ATSIC by the Federal Liberal government offers one example of the 

impact that external agents can have on the organisations that are a means for the 

expression of Indigenous peoples rights, priorities, actions and views. 

Returning to Yu’s (2002) contention of a dichotomy in public policy, the realisation 

of self determination becomes more complex when the potential disjunctions 

between policy and practice are considered. Adding to this complexity is the intent 

behind policy. It has been argued that in a policy context the rhetoric of self 

determination has been used to justify 'sweeping away the trappings of assimilation' 

(Fletcher 1999: 342). Policy can also be used as a multifaceted tool. While it may 

represent a plan for practice, as governments often use policy to signal an ideal 

outcome, it can also be used as a means to silence and / or appease sectional interest 

groups (Saggers and Gray 1991b). Some analysts have concluded that in Aboriginal 

Affairs, at best, the most significant recognition of the aspirations for achieving self 

determination have been 'some gestures at participation' (Fletcher 1999: 343). 

Despite such a pessimistic assessment, Fletcher argues that self determination and 

the related human rights discourse has enabled the path to achieving structural 

change to become more readily discernible. This may be so, but the pathway can be 

tortuous and very long with delays of up to twenty years from the time of developing 

a plan for better meeting health needs to being adequately resourced to implement 

that plan, as the story from Redfern discussed in Chapter Eight clearly reveals. 
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Achieving the realisation of self determination is important for the 'full and effective 

participation of Indigenous peoples in Australian society' (Jonas 2001: 29). Jonas, in 

his role as Social Justice Commissioner, argues that full participation in Australian 

society is constrained by the historical treatment of Aboriginal peoples in Australia. 

Further, self determination is an important means of resolving the impact of history 

by ‘re-empowering Indigenous peoples within society' (Jonas 2001: 31). Finally, 

Jonas concludes that self determination should not be feared, arguing that it is not 

about separate or special rights, but about inclusive government 'in which Indigenous 

people rightfully have a role in determining their priorities and destiny' (Jonas 2001: 

32). 

Whilst there is considerable room for improvement, there are a few hopeful 

indications of change, such as the success stories in Aboriginal health service 

innovation embodied in ACCHOs. However, such hope must be measured against 

the reality that Aboriginal and Torres Strait Islander people experience the absence 

of full self determination ‘in an intimate and daily way’ (Dodson 1993: 55). Geoff 

Clark, at the time chairperson of the Aboriginal and Torres Strait Islander 

Commission, expressed his concern at the ways that self determination continued to 

be externally constrained in the following terms: 

We want to achieve true self determination. We will not be happy accepting the 

strangled form currently permitted us and which is failing utterly.  

(Clark 2002: 9)  

To better understand this ongoing struggle for the greater realisation of self 

determination requires exploration of what is meant by the term and how it is 

mobilised. Tim Rowse has noted, drawing on the work of Nettheim (1988) and Mick 
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Dodson (1993), that there are differing meanings of self determination (Rowse 

1994), a point reiterated more recently by Brady (2004). It must be acknowledged 

that people asserting their right to self determination may choose or be constrained to 

a range of options other than independence (Rowse 1994). Just as Arnstein’s ladder 

of participation shows the gradation of levels of participation in local policy and 

decision making (Arnstein 1969) we can see a similar diversity of interpretations and 

actions in relation to Indigenous people’s right to self determination. As noted 

earlier, self determination needs to be recognised both as a process and as a 

collective rather than individual right and implicit in the notion of self determination 

is the right to collective representation (Dodson 1993; Anderson 1994a; Rowse 

1998a).  

Seeking to define self determination can be problematic, as such definitions can be 

used to constrain people’s expression of self determination. It is also a questionable 

endeavour in some respects, given that self determination is ‘our right to make our 

own decisions’ (Anderson 2002b). It is at one time an ideology as well as a practice. 

Thus it is not the role of non-Indigenous people or organisations to define or attempt 

to bring meaning to the notion of self determination for Indigenous peoples. This 

issue has been raised internationally in relation to the framing of the draft Universal 

Declaration on the Rights of Indigenous Peoples. In 1993 the United Nations 

Working Group on Indigenous Populations identified the centrality of self 

determination as a right for Indigenous peoples (Pritchard 1998). The Working 

Group argued that the right to self determination must be explicitly stated in the draft 

Universal declaration ‘because the right of self determination is the heart and soul of 

the declaration. We will not consent to any language which limits or curtails the right 

to self determination' (WGIP in Pritchard 1998: 45). 
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Mick Dodson argued that it is imperative that Indigenous peoples are full 

participants in the United Nations WGIP process because: 

As you know, what we say about ourselves, our problems and our aspirations, is very 

different to what government officials and government representatives are likely to say 

about us  

(Dodson in Pritchard 1998: 63). 

There can be many reasons why mixed messages might be discerned.  One of these 

relates to Pat Anderson’s point in the opening quote in this section that it is common 

that what Indigenous peoples say is not heard. The evidence of many years working 

in the area and as outlined later in this thesis is that the relative deafness to the 

messages of Aboriginal peoples and their articulation of how needs could be best 

met is more the norm than an aberration. The increased presence of Aboriginal 

voices in the media and consultation by governments over the past twenty years 

provides a glimmer of hope for greater inclusion and better outcomes. That said, the 

material collected in this project reveals continuing resistance to greater inclusion 

and adequate resourcing despite clearly articulate positions by representative 

Aboriginal bodies.  

Despite these discussions about self determination and its meanings, definitions 

continue to be articulated. For example, the Royal Commission into Aboriginal 

Deaths in Custody defined self determination as ‘the gaining by Aboriginal people of 

control over the decision making processes affecting themselves, and gaining the 

power to make the ultimate decisions wherever possible' (Johnston 1991 vol 2: 501).  

Having a definition, problematic or not, is one thing. Interpreting and applying it is 

another. By way of example, the Commonwealth government’s definition is limited 
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because it entitles Aboriginal people and communities to restricted decision making 

powers only (M Dodson 1993). Dodson criticised the then Commonwealth policy of 

self determination because it was not based on an inherent right to 'freely determine 

our political status and economic, social and cultural development' as stated in the 

ICCPR (M Dodson 1993: 43). Rather it is a 'limited privilege' extended by 

government, not a right. It seems to be more a welfare measure directed at 

Aboriginal people, and based on decisions made about Aboriginal peoples, not 

decisions made by Aboriginal people, families or communities (Dodson 1993: 43). 

Significant underspending on Aboriginal health in comparison to the levels of need 

(Deeble, Mathers et al. 1998; Australian Institute of Health and Welfare 2001) offers 

an example of Dodson’s notion of a welfare approach to the level of need in 

Aboriginal communities in a health context.  

Interpretations of what constitutes self determination vary. These range from 

governments being convinced that their policies are enhancing or fostering self 

determination, to Aboriginal people viewing those very same policies as being 

fundamentally assimilationist (Johnston 1991 vol 2: 503; Yu 2002). This variance in 

intent, interpretation and outcome exemplifies the concern of the Working Group on 

Indigenous Populations about the use of defining words because they can be used as 

a means to constrain the full realisation of self determination. This contradiction is 

captured by Mr Moana Jackson from the Maori Legal Service who is quoted in the 

second report of the Aboriginal and Torres Strait Islander Social Justice 

Commissioner: 

… Governments have no limits in their attempts to restrict it. Any attempts to limit the 

right of self determination will lead to possible dangers in the field of Human Rights. 
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Self determination is not a right which depends on international law ... It is up to 

Indigenous Peoples to determine what is self determination. 

(Jackson in Dodson 1995: 247) 

Jackson clearly indicates the magnitude of the many obstacles that need to be 

negotiated in attempting to realise self determination. The magnitude of the 

difficulty that confronts Aboriginal people is evident in the rather dramatic changes 

that have occurred in Aboriginal organisations since the commencement of this 

research, and why ACCHOs are of particular importance. As it was put to me by 

Naomi Mayers in 2006: 

We, Aboriginal Community Controlled Health Organisations, are the only ones left … 

all the rest of the organisations have been decimated by this government. 

(FN #9 25/08/2006: 163) 

In Western Australia some of these obstacles were explored in a study undertaken 

under the auspices of Manguri and the Western Australian Council of Social 

Services (Crowe and Pohl 1994). This study looked at alternative ways to 

incorporate Aboriginal values into the design and delivery of services, and 

concluded that regulatory arrangements, including policy guidelines, significantly 

influence the effectiveness of community control. The regulatory nature of the 

externally driven complex funding agreements under which Aboriginal organisations 

operate is a significant factor in this (Crowe and Pohl 1994; Aboriginal and Torres 

Strait Islander Commission 2000).  

For these regulatory constraints to be lifted by governments, conceptualised as  

‘letting go of the controls’, depends not only on the political will of those involved, 

but also on respecting the knowledge and skills within Aboriginal families and 



 167 

communities (Crowe and Pohl 1994). The presence of this knowledge and the right 

to determine priorities is not always accepted, including by those in significant 

decision making positions within governments and bureaucracy. For example, in 

November 1996 John Herron, the then recently appointed Minister for Aboriginal 

and Torres Strait Islander Affairs, announced a new initiative, the ATSIC-Army 

Community Assistance Program, to help improve basic infrastructure needs in 

selected Aboriginal communities (Herron 1996). This initiative proposed the use of 

Army personnel, assisting with the installation of safe water supplies, better waste 

disposal systems and roads. On the surface, this might seem a significant 

development, as these are some of the basic infrastructure requirements for health 

discussed earlier. However, analysis reveals an approach that undermined some of 

the other important health prerequisites. Mick Dodson’s response to this proposal 

encapsulates some of the relevant issues here: 

Health cannot be driven into a community on the back of a truck .... the process of 

designing, building and maintaining a healthy living environment is fundamentally 

dependant on our choices, our practices, and the control of our own lives. Support, 

advice, resources, encouragement, and assistance from governments and the broader 

community is required and welcome. But ultimately it is down to us if hard yards are to 

be sustained over time. The right to self-determination is the foundation stone. It is 

justified in both principle and practicality. 

(Aboriginal and Torres Strait Islander Social Justice Commissioner 1996: 10-11)  

It is important to note that the ATSIC-Army Community Assistance Program 

continued, and it does have some benefits for local communities. For example, 

during 2002 some communities on the Dampier Peninsula, in the north of Western 

Australia, were the beneficiaries of the program. Funded jointly by ATSIC and the 

Department of Health and Aging, who jointly contributed eleven million dollars, 
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with the Army matching this in kind through labour and equipment costs 

(McLaughlin 2002). 28 Through this program some communities gained additional 

housing, renovation of some existing buildings, an all weather road, improved water 

and waste management systems and some specific skills training (building 

construction and maintenance and first aid). These are useful gains but obviously not 

all the infrastructure and skill needs have been met in these communities, in what has 

become a major training exercise for some Army squadrons. 

Despite the gains that have the potential to come from the Army Community 

Assistance Program it is the process of its implementation that is of greatest 

relevance here. It reflects a process that has been criticised well before it was even 

implemented. The final report of the Royal Commission into Aboriginal Deaths in 

Custody inquiry into underlying issues in Western Australia considered the likely 

benefits or otherwise of programs for Aboriginal communities. It was argued that the 

imposition of structures and organisational formats onto Aboriginal people or 

communities was unlikely to be effective, as a sense of ownership of these were 

unlikely to develop (P Dodson 1991). Commissioner Dodson concluded that unless 

there was community control of processes and programs, there would be a ‘repetition 

of past patterns of rejection, failure and resistance’ (Dodson 1991: 770). There 

appears not to be much community control over, or input into, the Army’s training 

program. 

                                                

28  Local anecdotal reports indicate that the road that was installed is becoming significantly eroded 
after only three wet seasons (BRAMS medical practitioner, personal communication, April 2006) 



 169 

5.3 Summary 

Self-determination is one of the keys to improved welfare in Indigenous communities; 

you’re unlikely to move toward equality without it. 

(Cornell 2004: 14) 

Self determination is a broad concept within which there is considerable diversity in 

the ways that Aboriginal communities, their organisations, and governments, realise 

it. The ways self determination is operationalised and the constraints within which 

that occurs is a central issue in the assertion of Aboriginal community control in 

Aboriginal health matters. It is the notion of ownership, and being founded on the 

right to make ‘our own decisions’ that ACCHOs embody an alternative to externally 

imposed or mainstream options (Anderson 2002b). In the next chapter I consider in 

greater detail the connections between health and self determination and some of the 

ways Aboriginal communities have attempted to realise this through Aboriginal 

Community Controlled Health Organisations. I also consider the importance of the 

1989 National Aboriginal Health Strategy, and reasons why the great promise that 

this Strategy offered has not been fully realised. 
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Chapter six: ‘Self determination … the cornerstone of 

health improvement' 

We’re talking about human rights and Aboriginal health is all about human rights.  

(Hunter, FN #5 14/02/2001: 36) 

Puggy Hunter’s observation that Aboriginal heath is ‘all about human rights’ has 

been extended by Mick Dodson in his second report as Aboriginal and Torres Strait 

Islander Social Justice Commissioner, Dodson described the state of Aboriginal 

health in Australia as an ‘abuse of human rights’ (Dodson 1995: 100). Affording 

people their human rights can be a powerful public health strategy (Gostin 2001). 

Conversely, health can be used as an effective ‘entry point for gaining social justice' 

(Walt and Rifkin 1990: 17). Jonathon Mann, a prominent public health advocate and 

practitioner, has argued that there is still some way to go before the close tie between 

health and human rights is fully accepted and understood even amongst some health 

workers. As he put it: 

What about the future of health and human rights? {Originally} there was widespread 

scepticism about health and human rights in the public health community. The phrase 

itself … was usually spoken with an implied question mark … Today … the concept of 

health and human rights is much better accepted and is even assumed, even if its precise 

content remains to be more fully developed. 

(Mann in Kirby 2001) 

A human rights framework is a more useful tool for analysing and addressing public 

health issues than those offered within more traditional biomedical approaches 

(Mann 1996). Several international instruments articulate the importance of health as 

a right, some explicitly, others by implication. Whilst health is only mentioned once 
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in the Universal Declaration of Human Rights, in article 25, the whole document 

underpins the societal preconditions for ‘physical, mental and social well-being' 

(Mann 1996: 924-925).  

Article 31 of the Draft Declaration of the Rights of Indigenous Peoples identifies the 

right of Indigenous peoples to autonomy or self government over internal and local 

affairs, including health ,as a specific form of exercising the right to self 

determination (United Nations High Commissioner for Human Rights 1997c). 

International Labour Organisation convention 169 addresses Indigenous peoples 

rights in relation to health in greater detail 29. Specifically, article 25 states that: 

1. Governments shall ensure that adequate health services are made available to the 

peoples concerned, or shall provide them with resources to allow them to design and 

deliver such services under their own responsibility and control, so that they may enjoy 

the highest attainable standard of physical and mental health. 

2. Health services shall, to the extent possible, be community-based. These services shall 

be planned and administered in co-operation with the peoples concerned and take into 

account their economic, geographic, social and cultural conditions as well as their 

traditional preventive care, healing practices and medicines. 

3. The health care system shall give preference to the training and employment of local 

community health workers, and focus on primary health care while maintaining strong 

links with other levels of health care services. 

4. The provision of such health services shall be coordinated with other social, economic 

and cultural measures in the country. 

(International Labour Organisation 1989)  

                                                

29 It should be noted that there has been some criticism of ILO 169 by certain Indigenous groups. 
Concerns centre on issues related to some of the text which could have been much stronger, and the 
lack of inclusion and consultation undertaken with Indigenous peoples during its drafting. See 
(Dodson 1995: 228-229). 
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Some shared resonances with the Declaration of Alma Ata on Primary Health Care 

exist, as discussed earlier. Of particular relevance is the Declaration’s definition of 

Primary Health Care which states that this should involve the full participation of 

‘individuals and families … in the spirit of self reliance and self determination’ 

(World Health Organisation 1978: 15). This describes an important principle in the 

ways of doing PHC and how it should be mobilised. Similar to the earlier notion of a 

close interrelationship between human rights and health the same can be said for self 

determination.  

Not only does health action need to be an outcome of self determination, in itself it is 

a useful tool to foster Aboriginal solidarity and empowerment (Fletcher 1999). 

Recalling the determinants of health stated earlier, these have important implications 

for health, both in themselves as well as by fostering a greater sense of community 

and linkages to community development, amongst other things. Community 

participation in health policy development and implementation has other benefits 

too, including a greater sense of ownership of the policies and programs that are 

contributed to as well as greater trust, sharing of resources, and building community 

capacity (Murray, Bell et al. 2003). 

An important statement that relates specifically to Indigenous peoples’ health is the 

Geneva Declaration on the Health and Survival of Indigenous Peoples (World 

Health Organisation 2000). This was developed and endorsed at the World Health 

Organisation’s international consultation on the health of Indigenous persons held in 

Geneva in November 1999. The report of the consultation articulates a framework 

for Indigenous peoples’ health policy. It described three prerequisites to address 

Indigenous peoples’ health needs: respect for fundamental human rights; recognition 
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of Indigenous peoples; and, the political will of the State (World Health Organisation 

2000). The consultation concluded that approaches to addressing health development 

can be characterised by three related themes: interconnectedness; self determination; 

and, equity. Jonas (2001) draws on the Geneva Declaration to conclude that for 

Indigenous peoples self determination is considered ‘essential for the full realisation 

of all other human rights’ (p. 27). 30 These are important guiding words. Naaz Coker, 

raising issues of racism in medicine in Britain, notes that those who inform, 

influence and make public policy often fail to appreciate or indeed understand ‘the 

integral relationship between issues of equity, justice, exclusion and human rights' 

(Coker 2001: xx). The importance of international instruments and agreements is 

recognised by workers in the ACCHO sector particularly, as useful tools to engender 

greater support and understanding as well as change. As it was put to me in one 

interview with a long term worker in an ACCHO: 

I see them as useful because human rights issues cross international boundaries and one 

of the great strengths of the international system is that it does put human values at a 

very high plain. And it gives the capacity for member states of the United Nations that 

want to advocate strongly for human rights to get together and do that and also to bring 

into line those states that don’t. And often the countries look at themselves with a great 

deal of national pride and are unable to see their faults. So a sort of sober nation state of 

the United Nations would accept that however good they think they might be that 

international scrutiny and monitoring is something which is very important for the 

progression of strong human rights.  

I think in Australia it’s interesting that the current government seems to have the 

perception that it’s doing a very good job in that domain. And yet there are no countries 

in this region to my knowledge who would agree and there’s increasing evidence that the 
                                                

30  Despite the importance of the international consultation, and its timing in the middle of the UN 
Decade of Indigenous Peoples, the recommendations have not been adopted as an official WHO 
document nor implemented (Laifungbam 2003). 
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European nations and the US are starting to become quite concerned about what is 

happening in Australia. You know, for instance, why is it that Aboriginal people are 

dying at such a young age despite the fact that there have been numerous policy papers 

such as the National Aboriginal Health Strategy and all the others that have depended on 

that document for their philosophical orientation. Why it is that they’ve not been 

implemented?  

So I see it as a very important avenue for which, to bring about change in Australia. You 

know … sometimes you need a critical mass of people with that kind of vision who can 

see the big picture … and to activate for change.  

(I/V Transcript 11/04/2000) 

Others have noted the disjunction between policy and practice in relation to 

Indigenous peoples’ rights over the years. For example, the reluctance of Australian 

governments to fully respect and uphold Indigenous peoples rights ‘becomes even 

more offensive when one considers how Australia postures on the international stage 

as a great champion of human rights' (M Dodson 1998: 18).  In relation to 

Aboriginal people's human rights, Australian governments have demonstrated 

significant anomalies between their international positioning and their internal 

(in)action (Murray, Bell et al. 2003). It is the human impacts that make this such an 

important issue. Dodson (1998) commented that the ultimate meaning of human 

rights is not the intricacies of international law or even the statistics of illness, death 

or inequity but the ‘runny eyes, angry frustrated face, the lost knowledge, the 

desecrated land, the hopelessness’ (p. 18).  

The central importance of self determination to health and wellbeing has been 

repeatedly recognised by Aboriginal health organisations and activists for over 

twenty years (National Aboriginal and Islander Health Organisation 1983; National 

Aboriginal Health Strategy Working Party 1989; Mayers 1999b; Mayers 2001c). The 
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National Aboriginal Health Strategy Working Party concluded that recognition and 

addressing rights are a precondition for health improvements (National Aboriginal 

Health Strategy Working Party 1989). Unless Australian governments address 

Aboriginal peoples’ Indigenous rights then the NAHSWP foreshadowed that the 

implementation of their report would see only marginal, if any, improvement in 

Aboriginal peoples health (National Aboriginal Health Strategy Working Party 

1989).  

Mick Dodson’s (1996) analogy, of self determination as the foundation stone upon 

which change is based, is taken further in the Kimberley Regional Aboriginal Health 

Plan. Here the notion of the centrality of self determination, along with 

empowerment, is described as the  ‘cornerstone of health improvement' (Atkinson, 

Bridge et al. 1999: 72). The full realisation of the right to self determination is 

considered as the key to resolving the continuing inequities in Aboriginal health 

rather than any simple quick fixes or purely medical solutions (Bell, Couzos et al. 

2000; National Aboriginal Community Controlled Health Organisation 2001a). 

There are other issues of relevance here as well, including the equitable distribution 

of, and access to, resources and services, along with the numerous other 

determinants of health mentioned earlier. That said, Tim Rowse has urged caution in 

making too much of the connection between self determination and Aboriginal 

health (Rowse 1996). Rowse argues that the rapid shift in official policy process, 

from assimilation to self determination, led to a polarisation developing between the 

two extremes of policy such that initiatives that may echo past assimilationist 

practices, despite whatever usefulness they may have, are criticised as they may have 

the potential to erode self determination. Implicit, though not stated outright in 

Rowse’s concerns, was the need to provide services to improve health and health 
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care to meet urgent ill health needs. The need for health care services is not an issue 

for debate, it is the nature of those services and the level of community participation 

in their planning, delivery and management that is. The main point is the connection 

between health and self determination, namely the way self determination, or the 

absence or denial of self determination, facilitates those other factors seen to be so 

important in health and wellbeing. In particular, but not exclusively, community 

development (Anderson 1994a); social cohesion (Kawachi and Kennedy 1997); 

sense of community (Newell 1975); equity in access and resource distribution 

(World Health Organisation 1997; Paul 2000a; Durie 2003). 

It is within the complex milieu of interrelated influences on health that assessments 

of relative importance in particular circumstances can be made. It would limit the 

discussion to choose one of the multiple determinants of health and assert that this 

was the only important factor that needed to be considered. However it can be 

argued that some factors may have greater relevance and the impact of other factors 

may, in part, be dependent on them. I have already discussed the recognition of the 

importance of self determination in several international instruments and 

agreements. The close linkage between community control and self determination is 

made by people with experience within the Aboriginal community controlled health 

sector. For example, as one former senior manager of an ACCHO put it to me: 

Self determination in Aboriginal health. I think community control … sometimes you 

get caught up on some of the issues that are happening with community controlled 

organisations and … lose sight of the big picture of why they are there. It is easy to do 

that.  

(I/V transcript 18/01/2002: 11) 
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Consistent with the requirements for effective Primary Health Care detailed earlier, 

for Aboriginal community control, and hence Aboriginal self determination in 

Aboriginal health, to be more fully realised depends, amongst other things, on 

greater inclusion in decision making processes. Such inclusion gives a greater sense 

of ownership of the outcomes of the process (Rifkin 1986). It has been argued that 

the time has come for governments and their agents to move beyond denying 

Aboriginal peoples their rights and time to adopt processes and practices that are 

more inclusive and respectful of Aboriginal cultural values (Sterritt 2002). This is 

recognised by some governments. For example, the Aboriginal health policy jointly 

authored by the NACCHO affiliated Aboriginal Health and Medical Research 

Council of NSW and the NSW Health Department states that the: 

… practical exercise of self-determination is central to Aboriginal health. It underpins 

cultural, community and individual wellbeing. Aboriginal self-determination and 

responsibility for the provision of community based health services lies at the heart of 

Aboriginal community control. 

(New South Wales Department of Health and Aboriginal Health and Medical 

Research Council of NSW 1999: 4)  

Similarly the Nyoongar health plan identifies several underlying principles that form 

the foundations for Nyoongar health. These are the link between Nyoongar health 

and land; respecting history; self determination and community participation; the 

right to choose different health care; cultural security; health services to be 

accessible and appropriate; holistic health; intersectoral approach; and, increased and 

secure resources (Nyoongar Regional Aboriginal Health Planning Team 2001). This 

regional health plan, similar to the Kimberley plan referred to earlier, was jointly 

endorsed by representatives of state and commonwealth health departments, ATSIC 

and the local Aboriginal community controlled health organisations or their 
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representative body. These examples from Western Australia and New South Wales 

appear to show a bipartisan endorsement of and commitment to Aboriginal self 

determination and hence Aboriginal community control in Aboriginal health. 

Despite these endorsements and apparent commitments, the realisation of Aboriginal 

self determination in Aboriginal health in practice is laced with contradictions and 

continues to be constrained as I discuss in more detail in the subsequent chapters. 

The Royal Commission into Aboriginal Deaths in Custody concluded that the ‘best 

way to assess what self determination means to Aboriginal people is to look at what 

they and their organisations are doing' (Johnston 1991 vol 4: 50). Further, the rights 

of Indigenous peoples as a people are expressed to some extent by the existence of 

Indigenous organisations (Rowse 1998a). Thus the policy and practice of self 

determination as a collective right and collective knowledge of Indigenous peoples 

referred to earlier have particular relevance in relation to ACCHOs. This relates to 

approaches to Aboriginal health issues and is intimately connected to community 

control in Aboriginal health. As noted in the previous chapter, the success and 

continuing existence of ACCHOs reflects not only the collective wisdom of 

Aboriginal people but also community resilience and the ability to ‘both control our 

own affairs and solve our own problems’ (Aboriginal Medical Service Cooperative 

Ltd Redfern 1991: 4).  

However, the right to collective representation embodied in self determination, 

whilst pivotal, is not sufficient. In the context of Aboriginal health, self 

determination is also dependent on access to sufficient resources and having a 

meaningful say in how those resources are allocated (Anderson 1994a). Anderson’s 

point can be reconsidered. He argued that self determination depends, in part, on 
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access and control of sufficient resources. Is the reverse true? If the particular 

circumstances shifted in Australia such that Aboriginal peoples did become self 

determining, then would greater resourcing and control follow? 

Issues surrounding the allocation and monitoring of funding to Aboriginal 

organisations have been a great source of tension for Aboriginal communities over 

the years (Foley 1975; Aboriginal and Torres Strait Islander Commission 2000). 

This tension has been exacerbated by the ‘insensitive, racist and super critical 

monitoring by government, the media and armies of bureaucrats’ (Johnston 1991 vol 

2: 525). Of key relevance here is the fact that the effectiveness of community 

controlled organisations depends on the level of resources available to them (House 

of Representatives Standing Committee on Family and Community Affairs 2000). 

Some of the issues surrounding accountability demands and the difficulties 

achieving required levels of funding are explored in greater detail in Chapters Seven 

through Nine.  

6.1 Impacting health: constraining self determination 

If you want significant, sustainable improvement in the daily lives of Indigenous 

communities, begin by putting substantive decision-making power in Indigenous hands. 

(Cornell 2004: 3) 

Having considered some of the material which locates self determination as a 

fundamental right and of central importance to health, I now consider some of the 

political and bureaucratic constraints which transform self determination from a right 

to rhetoric.  

By way of example the Kimberley Regional Aboriginal Health Plan refers to an 

incident reported in the 1997 Keys Young report which considered issues related to 
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accessing Medicare and the Pharmaceutical Benefits Scheme (Atkinson, Bridge et al. 

1999). Keys Young reported that some health staff operated on the misguided 

assumption that fostering greater independence could occur when Aboriginal people 

were required to pay for medication (Keys Young 1997). Unfortunately this often 

had the effect of denying people that medication because they did not have the 

money to pay for them. In this example, health service staff were reportedly denying 

ill people paracetamol tablets, which cost the health service one cent each in bulk, 

thereby forcing people to buy them from the local store at twenty times the cost, 

assuming they could afford it. As the Plan concluded, 'community development 

requires a much more comprehensive approach' (Atkinson, Bridge et al. 1999: 69).  

Such assumptions, whilst not universal, indicate major problems with how self 

determination is understood and applied, and how these problems can impede more 

equitable outcomes.  Aboriginal Australians as colonised peoples have been 

subjected to domination and discrimination at many levels. Domination can be 

considered as the ‘systematic use of power in a social context of unequal power 

relations' (Lukes 1997: 44). Lukes describes discrimination as a more overt form of 

power involving the ‘denial of socially valued advantages through practices that rely 

on’ identifying groups of people for unfair treatment. In other words discrimination 

involves 'positive actions or omissions' which may be 'deliberate or unconsidered 

and routine' (p. 44). Noteworthy, Lukes argues that structural discrimination occurs 

if these actions or omissions become systematic, a point of relevance for my 

analysis.  

The practices of omission that are ‘unconsidered or routine’ are of particular concern 

given their systematic and repetitive nature. In my view, these practices may not 
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occur with the intent to deprive, but are rather driven, sometimes unconsciously, by 

an assumption of ‘knowing what is best’ for Aboriginal peoples. Such assumptions 

directly work against the assertion of Aboriginal self determination and, as will be 

developed later, can significantly limit the options and resources available for 

Aboriginal community driven health initiatives. In the context of such an analysis, 

Aboriginal community initiatives offer a useful site of contestation. Particularly, as 

people are often confronted by what has been aptly described as ‘one of the great 

fantasies of colonialism’ that remains alive in Indigenous Affairs bureaucracies 

around the world, which is the ‘idea that “we know what’s best for you”’ (Cornell 

2004: 12). 

Aboriginal Community Controlled Health Organisations have emerged from a 

process of post colonisation. They represent organisations of colonised peoples that 

have been established within a context of resistance towards dominant society and as 

part of a struggle for Indigenous rights (Bartlett and Boffa 2001). Indeed, they can be 

considered an example of Scott’s (1985) notion of every day resistance described 

earlier. ACCHO’s have arisen out of an aspiration to self determination and have 

nurtured that aspiration. Bartlett and Boffa (2001) contend that this continues to be 

expressed in terms of Aboriginal control of their health services. That control is 

constrained by external factors, however. Just as ACCHOs reflect resistance to 

governments by Aboriginal communities, the constraints that confront these 

organisations reflect the resistance of governments, and their agents, to ‘letting go of 

the controls’. These constraints can also be seen as an example of structural 

discrimination as they are ongoing, repeated and systematic. 
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The prerequisites for improving Indigenous peoples health outlined in the Geneva 

Declaration were, respect for human rights, recognising Indigenous peoples, and the 

political will of the state (World Health Organisation 2000). These three 

prerequisites offer an obvious starting point for addressing the origins of significant 

structural constraints, and beginning to achieve improvements in Aboriginal people’s 

health. The Royal Commission into Aboriginal Deaths in Custody described a 

number of insufficiently understood constraints to the realisation of self 

determination (Johnston 1991 vol 2). These included attempts to search for ‘THE’ 

Aboriginal voice and issues surrounding consultation; the defeat of land rights 31; 

Aboriginal decision making processes; the multiplicity of funding agencies, many of 

the staff of which do not fully understand self determination as a concept; and 

management capacity and training. 

Despite these constraints Johnston (1991) concluded that 'self determination will be 

achieved through the agency of the organisations' (vol 4: 23). He also noted that 

Aboriginal organisations are: 

... bedevilled by demands of government to account for their every action and 

expenditure  ... the level of control and the multiplicity of accounting processes which 

are required by government and funding agencies wastes time and resources. 

(Johnston 1991, vol 4: 23) 

Further, self determination is constrained by current funding arrangements which are  

externally driven (Aboriginal and Torres Strait Islander Commission 2000: iv). As a 

consequence, Aboriginal organisations tend to be directed to work within 

                                                

31 The RCIADIC reported one year prior to the 1992 High Court Mabo decision which established 
legal recognition of prior ownership and occupation. 
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predetermined program and service delivery guidelines. For this to change 

significantly is largely dependent on the political will of the State, as it is the State, 

mostly at a Commonwealth level, that is the major, and in many cases the only, 

funder of Aboriginal organisations. This is particularly the case for ACCHOs. 

There are two ways that this economic constraint can be taken. Commentators such 

as Noel Pearson have argued that the role of the State as a provider of welfare, 

resources and services is a fundamental cause of the current circumstances that many 

Aboriginal people are in, as this has promoted passive welfare (Pearson 2001a; 

Pearson 2004). Others argue the opposite, asserting that the State has failed 

Aboriginal people because of the dramatic underfunding of Aboriginal communities 

compared to the level of need that exist (Gale 2006) and that addressing the most 

critical issues will take years of commitment and significant resources from the State 

(Behrendt 2006).  

From my long history of experience in the field, it has been evident that there is a 

relative paucity of the support that does come from governments and that it is the 

funders who establish priorities as a means to control activities. Due to the high level 

of need and the way funding is allocated based on a program or body parts model, 

ACCHOS have been forced to apply to multiple sources, often from within the same 

government department, rather than receiving single source, block funding (Auditor 

General 1998; Houston 1998; Mayers 1999a). ACCHOs are often constrained by the 

conditions of their grants and the priorities that are set externally (Houston 2003). As 

another indicator, current policy and programs 'conscript and constrict thinking and 

energies into what is seemingly a lopsided behaviour' (Houston 2003: 206).  
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These factors have led some commentators to argue that there are two irreconcilable 

tendencies in Aboriginal affairs policy: a need for appropriate processes; and, 

measurable outcomes and for these to reflect Aboriginal self determination (Sullivan 

1996c). This problematic situation has resulted in the establishment of organisations 

which operate as both the 'outposts of the administration and expressions of 

Aboriginal initiative' (Sullivan 1996a: 71). Sullivan argues too that Aboriginal 

community controlled organisations are on the one hand 'little more than dependent 

instruments of European administration' and on the other are 'significant organs of 

political expression' (Sullivan 1996a: 73). There is a tension between Sullivan’s 

interpretation of Aboriginal community controlled organisations as an outpost, or 

‘dependent instruments’, compared with more political roles. It is the latter role that 

has taken precedence in this research as the organisations I have been working with 

could more appropriately described as organisations of resistance and part of an 

'insurgent social movement’ (Scrimgeour 1997: 82) or spaces of refusal and 

resistance (hooks 1990a). 

However, due to the way organisations are funded many, rather than being totally 

autonomous, are 'forced into almost total dependence on the DAA in order to 

survive' (Foley 1975: 40). This situation was made worse because the Department of 

Aboriginal Affairs, replaced by ATSIC in 1990, embodied what many describe as 

colonial models of 'native administration' (Fletcher 1999: 344) as a consequence of 

both the DAA and ATSIC inheriting the attitudes and processes of previous 

departmental structures, as many staff remained the same (Johnston 1991 vol 2: 520; 

Richardson 1997; Hollinsworth 1998; Fletcher 1999). This history had a significant 

impact on organisations attempting to gain departmental support and notions of 

autonomy. For example, in the mid 1970s some people in the Department of 
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Aboriginal Affairs conceived the executives and staff of Aboriginal organisations to 

be employees of the department (Johnston 1991 vol 2). 

Such an assumption helps in part to explain some of the tensions and divisions that 

have occurred, and continue to occur, between representatives of governments and 

Aboriginal community controlled organisations. Examples that illustrate some more 

recent tensions are included in later chapters. The experience of Aboriginal people 

and organisations in negotiations with government about health matters has led to an 

increasing realisation among many groups that the ground rules need to be more 

clearly articulated. The submission by the Victorian Aboriginal Health Service to the 

National Aboriginal Health Strategy Working Party is instructive here: 

 We welcome government cooperation and collaboration, but your history and our 

history demand that such takes place ON OUR TERMS. 

(National Aboriginal Health Strategy Working Party 1989: xiv) 

As this indicates, past experience has led some ACCHOs to be quite forceful in 

asserting their right to self determination. The issue of the practice of self 

determination does not just depend on the right to participate in the delivery of 

services but 'to penetrate their design and inform them with Indigenous cultural 

values' (M Dodson 1993: 56). Development of the National Aboriginal Health 

Strategy and the subsequent responses to it offers a telling example of how this 

aspiration may or may not necessarily translate so well in practice. 

6.2 NAHS: ‘That’s ours. We own it. We made it’ 

In this section I discuss various processes of Aboriginal policy development, 

drawing on particular examples to reveal differing levels of engagement and 

outcomes. The 1989 National Aboriginal Health Strategy offers a good example of a 
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process that was in effect controlled and developed by Aboriginal people. The 

Strategy continues to be crucial in contemporary Aboriginal health matters despite 

the problematic nature of its implementation.  

At an Aboriginal health seminar organised to celebrate the twenty fifth anniversary 

of the establishment of Derbarl Yerrigan Health Service in Perth, the late Charles 

Perkins urged people to 'take the National Aboriginal Health Strategy down from the 

dusty shelf and re-read it!' (Perkins 1998). His advice came nine years after the 

National Aboriginal Health Strategy was completed. The NAHS Working Party, 

established following a decision at a meeting of State, Territory and Commonwealth 

Ministers for Aboriginal Affairs in December 1987 produced the Strategy. Prior to 

this time there had been no agreed national Aboriginal health strategy nor any means 

to monitor the success of such a strategy (National Aboriginal Health Strategy 

Working Party 1989: 1).  

There are some important structural issues worth examining here. It is of particular 

significance that the majority of the members of the NAHSWP were Aboriginal 

people, including a majority who were representatives from Aboriginal communities 

(mostly from ACCHOs). Further, the Working Party was chaired by Naomi Mayers, 

Director of the Aboriginal Medical Service Cooperative in Redfern. This 

composition represented a substantial shift in policy development in Aboriginal 

affairs. I recall at the time that the significance was not lost on those working in the 

ACCHO sector, including me! To have, in effect, gained control of the policy 

development process was widely acknowledged as a major victory for the sector and 

for Aboriginal people in general.  
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The development of the Strategy was a very time consuming exercise and the 

resulting report set out for the first time 'a comprehensive National Aboriginal 

Health Strategy' (National Aboriginal Health Strategy Working Party 1989: vii). An 

important part of the development of the Strategy was that it represented the first 

time that there was substantial consultation with Aboriginal people and communities 

in the development of Aboriginal health policy (Paul 1998b). 

The opening statement by Charles Perkins gives an indication of how some view the 

Strategy as a key document, the full potential of which has not yet been realised. 

Whilst undertaking this research, the Federal government, under the direction of the 

Health minister, introduced a process to create a new Aboriginal health policy 

document. As I discuss in the following chapter, this was not well received by many 

NACCHO member organisations and resulted in a tense stand off between 

NACCHO and the minister in 2000/2001. Some of the origins of this tension relates 

to the sense of ownership many feel of the National Aboriginal Health Strategy, an 

issue I explored in some of my interviews. The following extract comes from one of 

the people who played a key role in the development of the Strategy at a national and 

regional level. The narrative gives voice to why the NAHS continues to be highly 

regarded and ‘owned’: 

… interesting. Good question. The issue at the time I can remember was full of 

complications that you would never ever imagine … The complications that we had to 

go through to actually get the parties to sit around the table in the first instance were 

massive and at times unattainable to some of us and some of us actually thought, “No. 

We’d better walk out.  This is not going to happen. We just won’t be able to do it.” The 

issues around it were these.   

For a start in 1988 the government of the day decided to give the National Aboriginal 

Health Strategy team, the secretariat and the team an allocation of about one million 
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dollars. 32 Righto so this is the first time in the history of Australia that a national 

strategy for Aboriginal health is being developed and to be given a paltry one million 

dollars to do the job at that time for the whole country of Australia was a bit of a smack 

in the face to us but some of thought, “Well.  We might not get this opportunity for a 

long time if we don’t grab it while we’ve got it.”… 

… and we then decided what we would do is to travel throughout the country on the 

budget that we had been given.  We would travel and consult with all the Aboriginal 

communities and all relevant non-Aboriginal community sectors, all the stakeholders we 

could and we would go out there and we would just simply talk.  We would simply go 

into towns like Moora and towns like Collie and we would talk to the Aboriginal 

community and we would make sure that the people from that state would be people 

involved in that discussion.  We would go to the hospitals.  We would talk to the heads 

of the hospitals.  We would talk to the health, community health people in those towns 

and let them know that this is about developing a strategy for Aboriginal people.  We did 

that.  We did that.   

We did the broad depth of Western Australia.  I remember travelling from Wyndham in 

the north to Esperance in the south talking about the Aboriginal Health Strategy. And, 

apart from getting to know lots and lots of people and meeting people that I’d already 

run into, it was something that people were starting to talk and hear about.  And I think 

after we started to mobilise the troops and we were moving around so that there were 

similar people like myself in NSW, Victoria, Tassie. They were all doing the same thing 

and then to start meeting back at Canberra and putting all this together and you could see 

us all standing there with our little markers and trying to get all these things up on the 

butchers paper and then transcribing them into print.  It was great fun but it was very 

testing, very time consuming and lots of, as I’ve said already, blood, sweat and guts … 

But to cut it all pretty short for you David it was a very hard road to toe there for a while 

and the reason we own it today was because I think it was done on a shoestring budget 

and the trauma of getting it all together at the end of the day, and the relief that we all, 

when we actually saw it printed and saw the cover put around it called The National 

Aboriginal Health Strategy, the Mayers document, there was just an absolute relief.  It 

                                                

32  By way of comparison the Royal Commission into Aboriginal Deaths in Custody which was 
undertaken at the same time had a budget of some $33 million. 
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was one of the most relieving things that I think anybody could have happen to them and 

I just went “Phew.  You little beauty.”  So that is probably my best explanation.  

There are lots of other intimate things that happened along the way. Like I nearly got 

killed, … we were cruising up on a little country road up between Cue and Meekatharra 

as you know the road up there is not a very good one today, it was a lot worse than it is 

today, and a big road train hogged all the bitumen and my sister who is not with us 

anymore tried to keep one wheel on the bitumen and couldn’t and had to go off and right 

where she went off was a little, one of them little drain things where you, where a little 

bit of water goes under the road and we went into that and we spun around a couple of 

times and bounced up and down and got out of it all right but yeah it was a bit scary.  So 

that’s the sort of stuff we had to go through … So to own it at the end of the day it was a 

relief to actually say, “That’s ours.  We own it.  We made it”. 

(ACCHO CEO and Working Party 

member IV Transcript 11/04/2001) 

As this extract indicates, the development of the Strategy involved an extensive 

consultation process in which Working Party members met with individuals, 

communities and groups across Australia (National Aboriginal Health Strategy 

Working Party 1989). The latter part of the transcript quoted above gives an 

indication of how that consultation was undertaken in Western Australia as part of an 

exploration of why the NAHS is still held in such high regard by many people 

involved in Aboriginal health. The NAHSWP observed that during the consultations, 

in general, non-Aboriginal people in the health sector were supportive of increased 

Aboriginal participation in health. However, they were 'noticeably reserved' during 

discussions about the need for Aboriginal control in Aboriginal health with many 

'having little or no idea as to the implications of Aboriginal community control' 

(National Aboriginal Health Strategy Working Party 1989: xvi). Perhaps these 

reservations have underpinned the apparent reluctance of governments to fully 

implement the Strategy. 
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This reluctance of governments to more fully embrace the need for the sorts of 

structural change clearly articulated in the NAHS was revealed shortly after the 

Strategy was completed. I have discussed this reluctance elsewhere (Paul 1998b: 50-

53). Of particular relevance is the relatively minor level of funding that the Federal 

government was prepared to commit in response to essential infrastructure needs. 

The initial commitment was for two hundred and thirty two million dollars over a 

five year period (National Aboriginal Health Strategy Evaluation Committee 1994). 

A rather small proportion of the 1989 estimate of two and a half billion dollars 

required to meet basic infrastructure needs (Aboriginal Health Development Group 

1989; Dodson 1991; Johnston 1991; Anderson 1997a). In other words it was ‘grossly 

underfunded’ which came as little surprise to a variety of people (O'Donoghue 2004: 

6). There has been little impact on the relative infrastructure deficit in Aboriginal 

communities since. Some ten years on it was estimated that four billion dollars 

would be required to meet ongoing housing and infrastructure needs (Aboriginal and 

Torres Strait Islander Commission 1999). 

Stark as these figures are, of even greater relevance is the implementation of the 

National Aboriginal Health Strategy itself. Ian Anderson has written cogently about 

this. He concluded that, in effect, ‘it was never implemented’ despite the NAHS 

being 'an important milestone’ in the history of Aboriginal health policy which 

‘distilled in one document … consensus about strategic directions for Aboriginal 

health’ (Anderson 1997a: 119). Further, the NAHS was seen as ‘an Aboriginal 

document ... the key reference ... and has remained the central over-arching national 

policy platform in Aboriginal health' (Murray, Bell et al. 2003: 16). Unfortunately 

such a vision did not translate to action with an evaluation in 1994 finding that it had 

never been effectively implemented (National Aboriginal Health Strategy Evaluation 
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Committee 1994). The Evaluation Committee found little evidence of the NAHS and 

'only traces of where it had been' (p. 2). Anderson (1997a) identifies the lack of 

adequate resourcing as the key issue in the failure of the NAHS to be implemented. 

A situation that he attributes to welfare colonialism, a concept developed thirty years 

ago to describe the circumstances confronting Indigenous peoples in Canada (Paine 

1977). 

The Strategy was not designed to be a rigid template for change but conceived as an 

evolving framework. In other words it was not intended to be the ‘be-all and end-all 

of everything. It was supposed to be a growing document, to be added to … But that 

was never done’ (Mayers 1998: 50). The Strategy has been described as a watershed 

in Aboriginal health policy (Murray, Bell et al. 2003), and the most significant 

development in Aboriginal health policy post referendum (Anderson 2002). Naomi 

Mayers, the chairperson of the NAHSWP, concedes that there have been some gains 

since the 1994 evaluation of the NAHS. However, those gains are not sufficient to 

counterbalance the ‘ugly tide of racism and prejudice which have re-emerged with 

new found force in Australian society’ (Mayers 1999b: 4).  

This brief overview of the origins, sense of ownership and failed support for the 

National Aboriginal Health Strategy reflects some of the difficulties Aboriginal 

communities and organisations experience in their endeavours to realise self 

determination more fully. The origins of these difficulties, often recounted in 

Aboriginal peoples’ stories, as relayed in some of the following stories related to 

ACCHOs and their political struggles to exercise self determination. These struggles 

reveal the conditionality of Aboriginal self determination in the present Australian 

context. A conditionality which has it origins in, and continuities with, past attitudes, 
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understandings and practices that mean there is a reticence by governments and their 

agents to ‘let go of the controls’. 

By way of contrast the way the National Aboriginal Health Strategy was 

reconsidered and redeveloped into the National Strategic Framework for Aboriginal 

and Torres Strait Islander Health (National Aboriginal and Torres Strait Islander 

Health Council 2003) reveals an example of a much more conflicted process of 

confrontation and standoffs between government and ACCHOs. Some of the 

tensions and conflicts, and their origins and outcomes, are discussed in the following 

chapter. 

6.3 Summary 

This chapter has provided a background to the close linkages between human rights, 

self determination, community control and health. These linkages do not reflect 

cause and effect but rather show a series of mutual interdependencies such that a 

single factor cannot be considered in isolation. A complex spectrum of factors has 

led to the current health experiences of Aboriginal Australians. Consequently, 

simple, or single focus, explanatory models are of limited use in the exploration of 

causation and possible change directed at health improvement. Indeed, in 

considerations of public health action there is no single theory that offers ‘an entire 

solution’ (Baum 1998: x).  

I have taken a lead from Rowse (1992) who cautioned in Remote possibilities that he 

was not attempting to provide solutions to 'the problems of implementing self 

determination' (Rowse 1992: viii). Those solutions can be found in the stories and 

understandings of Aboriginal people and their organisations. In this chapter I have 

shown how innovative options designed to better meet the health and health care 
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needs of Aboriginal peoples have been conceived and implemented by Aboriginal 

people in the form of Aboriginal Community Controlled Health Organisations. In the 

following chapters I offer further evidence to support this claim. I argue, too, that the 

reluctance of governments and their agents to more fully support Aboriginal self 

determination in Aboriginal health leads to a further diminution in the services that 

would otherwise be available for Aboriginal people. Perhaps, as Rowse advises, 

stories such as these will help 'government officials to participate with greater 

humility, tolerance and sympathy' in their interactions with Aboriginal peoples in the 

processes of mobilising self determination (Rowse 1992: viii). 
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Chapter seven: ‘… at every turn bureaucracy sits on 

us in one way or another…’ 33 

The accountability of community controlled services is directly related to their 

responsiveness to their Aboriginal communities. 

(Anderson 1994a: 36)  

The preceding discussion provides a useful background for considering the 

relationship between Aboriginal Community Controlled Health Organisations and 

government representatives in funding, policy and decision making roles. Chapters 

Three through Six discussed some of the key international documents that have 

guided policy in Primary Health Care and human rights. Some of the key points from 

that discussion related to the right of Indigenous peoples to participate at all levels of 

health planning, service delivery and evaluation, and the right to self determination 

in health. These points are revisited in this, and the subsequent two chapters, where 

some of the ways in which participation has been actioned, and constrained are 

discussed.  

As noted earlier, the importance of respecting human rights extends beyond notions 

of social justice. For example, equity, participation and self determination are 

recognised as important determinants of health (World Health Organisation 1978; 

World Health Organisation 1997). A clearer understanding of how participation is 

yet to be fully realised can be gained by considering some of the ways participation 

has been operationalised in Aboriginal health policy and service delivery, and how 

                                                

33  I/V Transcript 12/06/2000 
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this can influence Aboriginal health practice. It must be acknowledged that there are 

numerous examples of inclusiveness in the development of some Aboriginal health 

policies, with the development of the National Aboriginal Health Strategy in 1989 

being an obvious example (National Aboriginal Health Strategy Working Party 

1989). However, as outlined earlier, the NAHS is also a telling example of the 

rhetoric not being realised in practice; despite being fully endorsed by both State and 

Commonwealth governments, it was never implemented (Anderson 1997a; Mayers 

1998).  

Policy is of prime importance as it not only informs action but also influences 

resourcing and hence what can happen in practice (World Health Organisation 

1998). This is crucial in discussions about Aboriginal health, where contemporary 

health reflects history but health policy fails to fully recognise the importance of 

history in health (Houston 2003). Unless health policy fully recognises this 

importance, it will continue to fail (Houston 2003). This is not a rhetorical position. 

Historical perspectives provide essential tools for better understanding the 

contemporary circumstances of Aboriginal peoples. An acknowledgment and 

understanding of the past also helps to explain why alternative approaches that are 

more inclusive and responsive to Aboriginal people’s needs and priorities are 

necessary. 

One could ask whether the failure to implement agreed positions or strategies is a 

technique, utilised by governments and their agents in decision making roles, to 

mask a reluctance to listen to, or hear, the messages of those Aboriginal people and 

organisations who are actively participating in Aboriginal health practice? In order 

for such masking to be effective, various techniques of silencing are required. Some 
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of these techniques include objectification and ‘othering’ of Aboriginal peoples; 

maintaining the status quo by bureaucratic procedures of control such as resource 

limitation; and, excessive surveillance (Auty 2006). Within this context of control 

and surveillance, ‘accountability’ has been a common rhetorical tool used in 

Aboriginal Affairs, including by Aboriginal health bureaucrats and policy makers, 

not only to monitor, but also to control Aboriginal organisations. Considering 

accountability in the context of Aboriginal Community Controlled Health 

Organisations and Primary Health Care reveals the tension that exists between 

notions of equity, participation and control. This is a tension which helps to reinforce 

the conditionality of the right and ability of Aboriginal peoples, and their health 

organisations, to influence Aboriginal health policy and consequently practice. Such 

tensions are explored further in Chapters Eight and Nine where I discuss two 

particular Aboriginal health initiatives and their journeys from conception to 

implementation. 

7.1 ‘It is like your mob want us to be like the way we are …’ 

First I want to explain I have been quite a long time in Aboriginal affairs—almost 30 

years. I also have to say that this is about the 15th inquiry that we {NACCHO} have 

participated in. We have also participated in a … major report called The National 

Aboriginal Health Strategy and then the review of that report, the major finding of which 

was that it had never been implemented. For all the inquiries that have taken place to 

date, the majority of the recommendations have always been the same, but they have 

never been implemented. 

(Mayers 1998: 43)  

Whilst originally conceived as a means to better address the essential health and 

health care needs of peoples living in so-called ‘developing’ countries, the 

Declaration of Alma Ata has been described as being 'pivotal' in Aboriginal health 
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policy (Anderson, Young et al. 2001: 7). As discussed in Chapter Three, the 

Declaration concluded that for primary health care to be effective, it requires the full 

participation of communities in the planning, implementation, management and 

evaluation of health services (World Health Organisation 1978). Naomi Mayers, in 

the opening quote of this section, clearly indicates that for many years there has been 

substantial participation by Aboriginal peoples, both individually and through 

organisations, in processes seemingly intended to inform Aboriginal health policy. 

Unfortunately, those with this specialised knowledge may not always readily 

influence policy, as the development of policy has become increasingly responsive 

to volatile internal and external agendas (Finlayson 2001). As shown in this research, 

the consequence of responding to other agendas results in a marginalisation of 

Aboriginal people from the very processes that influence health policy development 

and its implementation in practice.  

Of concern here is the somewhat repetitious nature of policy development in 

Aboriginal Affairs generally, including Aboriginal health policy. Rob Riley 

described it as being ‘caught in a vicious cycle’ with a persistence of ‘the same tired 

old policies of assimilation’ (Riley 1994: 167). Or, as the director of an Aboriginal 

Community Controlled Aboriginal Health related organisation put it to me in an 

interview during this research: 

… people keep trying to reinvent the wheel … it is like we are on a paddle wheel of a 

boat … things just keep going back to the same point. 

(FN #4, 22/08/2000: 39-42) 

In addition, there has been a tendency to describe and redescribe what is already well 

known in relation to Aboriginal health, in research or government inquiries (Bartlett 
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1998a; Paul and Atkinson 1999; House of Representatives Standing Committee on 

Family and Community Affairs 2000). There is an urgent need for shifts in approach 

to occur to avoid such repetition, otherwise poor health outcomes are likely to 

continue (Jackson and Ward 1999). 

Before proceeding further, it is useful to consider what is meant by the term health 

policy in the context of Aboriginal health. The World Health Organisation defines 

health policy as: 

… a formal statement or procedure within institutions (notably government) which 

defines priorities and the parameters for action in response to health needs, available 

resources and other political pressures … {and is} often enacted through legislation or 

other forms of rule-making which define regulations and incentives which enable the 

provision of health services and programmes, and access to those services and 

programmes … health policies arise from a systematic process of building support for 

public health action that draws upon available evidence, integrated with community 

preferences, political realities and resource availability.  

(World Health Organisation 1998: 10-11)  

Crucial here is support for health action guided by community needs and 

preferences, tempered by political realities and resource availability. There are some 

obvious connections between this definition and the understandings encapsulated in 

the Declaration of Alma Ata. Despite coming some seven years after the 

establishment of the first Aboriginal Community Controlled Health Organisation, the 

Declaration of Alma Ata’s detailed definition of primary health care (WHO 1978) 

discussed in Chapter Four offers a useful framework for considering the philosophy 

behind and practice of Aboriginal Community Controlled Health Organisations. The 

notion of essential, comprehensive and practical health care that is integral, central, 

acceptable, accessible, affordable and appropriate should engender little contestation. 
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It is the notions of self determination and participation that may be more 

challenging. The principles behind both of these notions have been discussed to 

some extent in earlier chapters. The tensions and resistances that develop when 

Aboriginal people, organisations or communities try to assert their understandings 

and priorities for their needs in the health arena reveal the reluctance that many in 

government and their agents in the health bureaucracies seem to maintain, especially 

when political realities and resource constraints appear to come to the fore. It should 

be noted that the bureaucratic process of avoidance (both active and passive) does 

not necessarily target Aboriginal health. However, given the extreme level of 

resource and infrastructure deficits, such avoidance has a particularly dramatic 

impact. 

The intersection between ACCHOs and the policy framework around them offers a 

rich insight into the assumptions that influence the policy arena in Aboriginal health. 

There have been commonly voiced concerns about the shifting nature of policy 

strategies that have been a recurrent feature of Aboriginal Affairs (Riley 1994). It is 

no less so in relation to Aboriginal health matters (Hunter 1999a). It is this notion of 

constructing a sense of change with relatively little happening as a consequence of 

that change which has led to expressions of frustration by some key players in 

Aboriginal health. There are two significant issues that underlie such frustration. One 

is the frequent shifts in policy and strategy which never seem to be brought to 

fruition before the next version is introduced. These shifts represent an apparent 

reinvention that occurs as earlier ideas or understandings are reconstructed as the 

next new way to progress. Naomi Mayers’ evidence to the House of Representatives 

Standing Committee on Family and Community Affairs is instructive here: 



 201 

It is because of the change: nobody ever sticks to a plan ... Everybody who has the 

power to fund this or that or to do this or that report has got all their own ideas. They are 

not working to any plan. They just come up with a good idea. It does not matter whether 

we say to them, ‘Listen, we already did this 10 years ago. It didn’t work. We have 

already done it.’ They just go ahead and do it. We never seem to get anywhere. Nobody 

is working to a plan. No matter who is in government … 

(Mayers 1998: 49) 

Whilst the inability to fully support and see through a strategy is one thing, another 

interpretation is more disturbing. This is, that recurrent change in approach and 

frequent inquiries are not aimed at revealing better solutions or understandings, but 

are part of a broader strategy of control aimed at maintaining the status quo whilst 

creating the appearance of something being done. Puggy Hunter, the former long 

term Chairperson of NACCHO, summed this up in a comment he told me he had 

made to the Federal Minister for Health and Aged Care not long before: 

… it is like your mob want us to be like the way we are {sick} … it gives you a good 

feeling … to ‘do’ something for us … 

(FN #5 14/02/2001: 37) 

As Puggy Hunter implied, there is a level of paternalism inherent in frequent ‘doing’ 

but not fostering change in relation to Aboriginal people’s health. One of the ways of 

‘doing’ is for governments to establish an inquiry or do some research under the 

guise of better informing public policy. Another is to announce a new direction or 

shift in policy strategies, resulting in the creation of more opportunities for research 

and further inquiries, rather than the implementation of previously agreed strategies. 

As Mayers and Hunter indicate, there have been multiple reports and reviews 

relating to Aboriginal health over the past twenty five years or so, a point that recurs 

in the literature (Dodson 1998; Bartlett 1998a; Aboriginal and Torres Strait Islander 
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Commission 2000; Bell, Couzos et al. 2000; House of Representatives Standing 

Committee on Family and Community Affairs 2000; KPMG Consulting 2001; 

Hunter 2001a). Some of these reviews may have been instigated within a context of 

wishing to seek better understandings, rather than as mechanisms merely to avoid 

addressing known issues. However, the sheer number of reports and inquiries, and 

the relative absence of substantial change in the health experience of many 

Aboriginal peoples, when compared with the health of non-Aboriginal Australians, 

leads to an obvious questioning of their relevance. They engender cynicism amongst 

some involved in Aboriginal health. For example in the keynote address to the 1999 

National Rural Health Conference, Puggy Hunter stated that: 

This is what they do when they're feeling a bit sad - they always think 'oh those poor 

bastards' - we better do something. So they do, they write these great reports: the Royal 

Commission into Aboriginal Deaths in Custody, Social Justice Reports, and the Bringing 

them Home report on the stolen generations, the National Aboriginal and Torres Strait 

Islander Health Strategy. What do they do with them? Jack up their bed, put them on the 

cupboards so that it looks ok! 

These things have to be implemented and until they do it's no good talking to us 

Aboriginals about another plan because they haven't actually implemented all these 

things along the way, and we're talking about ‘it's time for our conscience to get another 

prick again – we better go and do another report’ - and that's the sad part about it. 

(Hunter in National Aboriginal Community Controlled Health Organisation 1999a) 

Similarly, Mick Dodson, writing as Social Justice Commissioner around the same 

time, put it this way: 

After 25 years of reports observing the same, if not worsening, conditions parroting the 

same recommendations, and receiving the same shocked reactions and promises, we 

have given "exhausting domestic remedies" a new meaning. If the diseases don't kill us 

then trying to get some action most likely will. 

(Dodson 1998: 22) 
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The apparent reluctance to embrace the recommendations and implement the 

suggested strategies reinforces the interpretation that conscience salving rather than 

meaningful change has been part of the agenda. Interestingly, the clearly expressed 

views of Hunter and Dodson do not represent isolated understandings coming only 

from within the Aboriginal community. The most recent House of Representatives 

Standing Committee report on Aboriginal health includes the following quote from 

Phillip Ruddock writing as chairperson of an earlier House of Representatives 

inquiry into Aboriginal health: 

When innumerable reports on the poor state of Aboriginal health are released there are 

expressions of shock or surprise and outraged cries for immediate action. However, the 

report appears to have no real impact and the appalling state of Aboriginal health is soon 

forgotten until another report is released. 

(Ruddock 1979 quoted in House of Representatives Standing Committee on Family 

and Community Affairs 2000: 7) 

The irony here is that some twenty years later in the recent report on Aboriginal 

health by a House of Representatives Standing Committee, the authors note that 

there had been at least a further twenty reports into aspects of Aboriginal health 

since Philip Ruddock’s comments made in 1979. It is not my intention to reproduce 

all of the findings of these reports here, rather to show that twenty years on, the 

HRSC is saying the same thing to add to the chorus of other reports that have said 

similar things. To reiterate the point, a review of the House of Representatives 

Standing Committees website in June 2004 listed thirty five separate committees of 
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inquiry in Aboriginal Affairs from 1973 to 2004, the majority of which were health 

or health related.34 

The recommendations of multiple reports on Aboriginal health are very similar, but 

despite the appearance of ‘genuine commitment from all levels of government there 

has been little effective progress in implementing the key recommendations from 

these reports’ (House of Representatives Standing Committee on Family and 

Community Affairs 2000: 8). Ian Anderson made a similar point several years earlier 

when he concluded that ‘despite all the commotion and agitation that seems to 

surround Aboriginal health issues, nothing really seems to have changed’ (Anderson 

1997a: 119). The seeming reluctance to implement recommendations of the multiple 

reviews and inquiries into Aboriginal health does little to reduce the feelings of 

cynicism and impression of tokenism expressed by commentators and activists such 

as Dodson, Mayers and Hunter. Many of these reports have supported increased 

resourcing for infrastructure and services in Aboriginal affairs along with greater 

participation of Aboriginal peoples in the planning and delivery of those services. 

Self determination is also supported by many of the reports, but this can not occur 

without adequate support, a point well made by Ian Anderson some years ago: 

Self determination is the right to collective representation, but it is also contingent on 

access to the resources necessary for Aboriginal people to be self determining. 

Improving the capacity to deliver Aboriginal health according to these principles 

requires both an equitable share of the health dollar, and the ability to meaningfully 

direct its allocation. 

(Anderson 1994a: 36)  

                                                

34  Via www.aph.gov.au. For more details of some of the various reports that have been undertaken 
over the years see the Indigenous HealthInfoNet’s Milestones in Aboriginal health (Australian 
Indigenous HealthInfoNet 2004) as well as the list of the reports identified in the Health is life report 
(House of Representatives Standing Committee on Family and Community Affairs 2000: 167-170). 
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The various reports offer substantial justification for Aboriginal health policy and 

practice to be better informed and resourced and targeted to the priorities identified 

by Aboriginal people and communities. Arising from the recurrent nature of these 

findings is the question: what are the obstacles to a better informed and resourced 

Aboriginal health policy and practice being realised? Further, how should that policy 

and practice be best informed? The repetitive nature of the failure to implement past 

recommendations have led to a questioning of their value - 'our people are tired of all 

these things ... Inquiries don't mean a thing if nothing gets changed' (Aunty Alma 

Thorpe in VicHealth Koori Health Research and Community Development Unit 

2000: 27). Or as noted earlier, inquiries are a means of giving politicians ‘a good 

feeling … to ‘do’ something for’ Aboriginal people (Hunter, personal 

communication FN #5 14/02/2001: 37). 

Consistent with the recommendations of the multiple reports mentioned above, and 

the principles enshrined in the Declaration of Alma Ata and the Geneva Declaration 

on the health and survival of Indigenous peoples, Aboriginal people and their 

representative organisations should be the key informants on Aboriginal health 

policy and resource allocation. This would not only meet a key prerequisite for more 

effective Primary Health Care provision but also would be consistent with 

Indigenous people’s right to self determination which, as discussed in earlier 

chapters, is intimately linked to health and health outcomes.  
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7.2 ‘Inquiries don’t mean a thing’ 35 

Several techniques of silencing are used to erode the more effective participation of 

Aboriginal peoples in informing Aboriginal health policy and practice. These 

techniques, as noted earlier, include an increasing focus on issues of accountability, 

repeated calls for the input of new leaders and the voice of more authentic 

commentators, and not listening to the messages being given. All are effective ways 

to undermine the assertion of Aboriginal self determination in Aboriginal health. For 

Indigenous activists who have not been legitimised or endorsed by government, this 

can mean that government agencies may ‘go to enormous lengths not to engage with 

them, not to be seen with them, not to talk to them, and not interact with them in any 

way, shape or form' (Smith 2004: 15). Thus these strategies can, in effect, silence 

Indigenous peoples, despite their specialised knowledge of the field, from the debate, 

especially if the messages being conveyed do not concur with the understandings of 

the listener. In this chapter I focus mostly on accountability issues, in the following 

chapters the issues of listening and (non)implementation are highlighted further. 

The definition and interpretation of health policy given earlier reveals some of the 

factors that can act to constrain the development of Aboriginal ‘health action’. Of 

particular interest here are those that impede the equitable distribution of resources 

to more closely reflect levels of need as advocated for by many working in the 

Aboriginal community controlled health sector. By way of contrast, and in addition 

to the failure to more fully implement the recommendations of past inquiries, there 

has developed an increasing focus on the accountability of Aboriginal community 

                                                

35 (Alma Thorpe in VicHealth Koori Health Research and Community Development Unit 2000) 
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organisations. This has led to calls, as indicated here by an experienced ACCHO 

worker, for governments to: 

 … do the proper consultation … to not only consult properly but find the appropriate 

outcomes by ensuring … that they have proper community support for whatever is 

recommended … some of the consultative mechanisms of government are still leaving a 

lot to be desired.  

(I/V Transcript 11/04/2001) 

The preferable outcomes of such community consultation would be to reflect and 

offer ways of more meaningfully meeting community needs rather than obstructing 

them. This is not commonly realised. In June 2000 at a conference on Aboriginal 

health Ken Wyatt was one of the keynote speakers. 36 In his presentation he related a 

story from a visit to the Northern Territory in the early nineteen nineties. On that 

visit he met an elderly Aboriginal woman who drew in the sand her view of what 

was happening with respect to Aboriginal health (Wyatt 2000). 

On one side of the drawing she depicted her current living conditions and the health 

that she and her community experienced. On the other side of the drawing she drew 

her ideal vision of the way she thought things should be. Between these two views 

she drew many sharks standing on their tails and holding briefcases. She commented 

that she would never get to see her ideal vision realised because of all the sharks that 

stood in the way. The sharks with briefcases were government agencies! 

                                                

36 Ken Wyatt was the Senior Policy Officer in the Aboriginal Health Policy Unit of the Health 
Department of Western Australia from 1990 to 1994, and is currently Director of Aboriginal health in 
the New South Wales Health Department. 
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This story offers a graphic depiction of the perceived obstruction that government 

agencies pose to the achievement of improved health and wellbeing for Aboriginal 

peoples. Such interpretations could easily be viewed as dissatisfaction with a 

particular agency or a particular decision. The apparent reluctance to more fully 

implement the recommendations of the multiple inquiries into Aboriginal peoples’ 

health reflects a broader trend. The two stories discussed in the following two 

chapters, coming from very different locations, reinforce the more general nature of 

political reluctance and how it impacts on health care service delivery. The story 

related by Wyatt draws on a perception that Government agencies fail to listen to 

and act on what Aboriginal people or organisations have to say. It alludes to how 

accountability is unevenly applied, especially given the levels of accountability 

requirements commonly expected of Aboriginal organisations.  

Accountability issues are at the forefront for many who work in ACCHOs. In 1998 

at an Aboriginal health symposium organised to commemorate twenty five years of 

the operation of Derbarl Yerrigan Health Service, Heather D’Antoine, deputy 

director of Derbarl Yerrigan Health Service at the time, asked the question: 

‘Accountability to whom? The funders or to the people whose funeral you are 

attending?’ This question reflects some of the complexities that surround 

accountability and Aboriginal community organisations, in particular, the tension 

between accountability to community members to whom services are provided and 

the accountability requirements expected by funding agencies.  

External, or public, accountability and internal accountability are inextricably linked, 

(Martin and Finlayson 1996) with accountability becoming an increasingly 

‘powerfully charged term in the language with which Australians now discuss 
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Indigenous rights' (Rowse 2000: 1517). When politicians talk about the need for 

increased accountability in Aboriginal affairs it can be interpreted that they are really 

saying that 'Aboriginal people are liars and cheats' (Coe 1994: 39). The Fingleton 

Report, which reviewed the Aboriginal Councils and Associations Act 1976, 

considered the issue of accountability in some detail (Fingleton 1996: 64-90). It was 

noted in the Report that: 

... it appears that the Commonwealth's association legislation has required a higher 

standard of compliance / accountability from Aboriginal Associations than the States 

have required from non-Aboriginal Associations. 

(Ron Richards in Fingleton 1996: 81)  

To support this assertion Fingleton, noted that in Western Australia there were two 

fulltime staff members administering the Incorporations and Associations Act which 

covers some thirteen thousand incorporated associations. Similarly, in South 

Australia there were two people employed for approximately fourteen thousand 

incorporated associations. By contrast, it was noted by Fingleton that in the 1994-

1995 Annual Report submitted under the Aboriginal Councils and Associations Act 

1976, there appeared to be twenty staff monitoring only two thousand four hundred 

Aboriginal organisations under the Act. This represented a difference in staff to 

association ratio of some sixty fold (Fingleton 1996). There are obvious implications 

for trust and surveillance revealed here. 

Aboriginal community controlled health services are not spared the differential level 

of surveillance revealed by Fingleton in Aboriginal Affairs generally. The concern 

about accountability in Aboriginal Affairs has almost turned into ‘policy neurosis’ 

(Anderson 2001a). Anderson argues for accountability to be placed in perspective 
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and has used the differential accountability requirements for ACCHOs and private 

pharmaceutical and general practice services to illustrate this: 

The Commonwealth currently spends $160 million on Indigenous community-controlled 

Aboriginal primary care services. They have standard four {times a year} financial 

reporting and plus they provide quite detailed annual reporting on program activities and 

outputs and outcomes. At a national level, we spend $7 billion a year on subsidising 

private pharmacy and private general practice. There’s no accountability measures of the 

same order linked into our mainstream systems of funding. I think it betrays a bit of 

racism, the way in which the policy neuroses get set up like that. 

(Anderson 2001a)  

Anderson’s conclusion that racism, at least in part, drives this differential level of 

surveillance experienced by Aboriginal organisations is supported by Naomi Mayers 

in her evidence to the House of Representatives Standing Committee on Family and 

Community Affairs Inquiry into Indigenous health: 

… there is a lot of misinformation about Aboriginal health services out there: people 

think that we are getting all this money and that we are not really spending it in the right 

way, or that it is taxpayers’ money and we are not accounting for it … We have the most 

stringent accounting. In the past 12 months it has got worse, and it has really got to the 

stage where it is discriminating against Aboriginal organisations, because the funds that 

go to white agencies or NGOs do not have the same kinds of rules. It is really 

discriminating against Aboriginal Health Services and organisations.  

(Mayers 1998: 51)  

By way of contrast to the perception of less stringent accountability requirements 

placed on mainstream services, an Aboriginal organisation incorporated to represent 

a community and to receive funding to deliver services has much broader 

accountability obligations than just financial accountability to funding bodies 

(Fingleton 1996). Fingleton found that these obligations, in the context of Aboriginal 
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community organisations, are multidimensional, incorporating responsibilities of a 

social, political and economic nature to a local group membership; responsibilities to 

a broader constituency; and, responsibility to the general public in relation to the 

expenditure of public funds. Aboriginal community organisations are expected to 

represent their members, enhance individual and group self determination as well as 

to provide effective and efficient services (Fingleton 1996: 70). Meeting these 

multiple levels of responsibility can be a rather difficult task, particularly in the 

context of high levels of need and relatively low levels of resourcing. 

Echoing the tension identified by D’Antoine earlier in this section, the accountability 

of Aboriginal community controlled services is directly related to their 

responsiveness to the Aboriginal communities they are a part of (Anderson 1994a: 

36). Further, the more internally accountable an organisation is in terms of being 

responsive, having incorporated processes and structures to reflect the diversity of 

their 'constituency' and maximise participation, the more likely they are to be 

externally accountable (Martin and Finlayson 1996: 22). Further, it has been argued 

that unless there is a strong Aboriginal voice in the provision of health care services 

to and for Aboriginal people, there can be no real accountability for the quality and 

effectiveness of those services (Kimberley Aboriginal Medical Services Council 

n.d.). Unfortunately, funding bodies seem to place greater emphasis on financial 

reporting obligations than the other obligations that organisations must meet. It 

would appear that funders place even less regard on their obligations to adequately 

meet needs or principles of social equity. As Deeble et al argue, the notions of 

efficiency and equity are closely linked: 
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Although efficiency (maximising health gains per dollar expended) and equity (treating 

people in similar circumstances in the same way) are alternative objectives of policy, in 

health care matters the two are inextricably mixed. 

(Deeble, Mathers et al. 1998: ix-x) 

This situation may be an ideal, but in the context of my discussion, the linkage 

between efficiency and equity seems to be somewhat stretched, as an apparent 

obsession for financial accountability conflicts with efforts aimed at improving 

equitable health outcomes. Aboriginal Community Controlled Health Organisations 

are, in general, substantially under resourced (Auditor General 1998; 

Commonwealth Grants Commission 2001; Access Economics 2004). Ben Bartlett 

and David Legge, in their consideration of ways to more effectively administer 

Aboriginal health programs, argued that: 

We assume that the core resources upon which Aboriginal health improvement will be 

based are the caring and determination of Aboriginal people themselves; of young 

people and of elders, of mothers and grandmothers, of fathers and grandfathers in 

Aboriginal families and communities. Unless the drive and agency of these people is 

recognised and placed at the centre of policy making, program design and service 

delivery, the technical power of the experts will remain relatively ineffectual. 

At the very least, health policies, services and programs should not have the effect of 

obstructing and frustrating the efforts of individuals, families and communities to 

achieve the conditions for better lives and better health. 

(Bartlett and Legge 1994: 14)  

The tension between participation, control, notions of equity, perceptions of 

efficiency, and internal and external accountability are key issues of concern here. 

Can it be asserted that Aboriginal health policy, as mobilised by government, is 

operating, in effect, as a mechanism to, if not control, at least constrain the agency of 

Aboriginal peoples by under resourcing their organisations? The comment by Puggy 
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Hunter cited earlier clearly implies that there seems to be an interest in maintaining 

Aboriginal peoples ‘the way we are’, and provides an example of how some perceive 

the disjunction between health care policy and practice. Thus the commitment of 

government and their representatives in the bureaucracy to improve Aboriginal 

health becomes rhetorical, as it is not supported by actions that would sustain the 

desired change. Added to this is the complexity and regulatory nature of funding 

agreements which often impact negatively on Aboriginal organisations (Crowe and 

Pohl 1994: 32). From the very first establishment of ACCHOs the Federal 

Department of Aboriginal Affairs, citing the excuse that ‘public money’ was being 

used, attempted to exert control over the way ACCHOs worked (Aboriginal Medical 

Service Cooperative Ltd Redfern n.d.).  

At an initial glance accountability may appear to be a straight forward notion for 

system or service improvement, but it is actually an idea that contains considerable 

complexity, with multiple actors who have a range of accountability interests 

(Brinkerhoff 2004).  The complexity for ACCHOS is exacerbated by the way they 

are funded, as this increases the number of actors considerably. In an area that has 

limited resources, the supplementing of core funding from other sources can be a 

problematic necessity facilitated by the ‘body parts’ approach to health care 

discussed shortly. This is a necessity that has significant implications for the 

administrative work of an ACCHO. This claim is supported by evidence given to the 

House of Representatives Standing Committee inquiry into Indigenous health by 

Shane Houston, then General Manager of the Office of Aboriginal Health within the 

Health Department of Western Australia. He noted that having multiple funding 

sources is a problem for ACCHOs because this means they have: 
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... multiple accounting requirements. One organisation we know had 27 funding sources 

and they had to produce 27 annual reports, 27 activity reports, 27 times four quarterly 

financial reports, and 27 times four quarterly activity reports. 

(Houston 1998: 242)  

In other words, this organisation had to prepare and submit over one hundred reports 

to funders each year. This is not an unrepresentative example. Program grants, 

reflecting a ‘body parts’ approach rather than a more holistic approach to health and 

health care services, mean that organisations have multiple funding sources. This can 

mean that up to twenty to thirty different program grants are common, and 

administering the funds received is time consuming and complex (Commonwealth 

Grants Commission 2001).  

For some organisations it is even more complex. The Kimberley Aboriginal Medical 

Services Council, the umbrella organisation for ACCHOs in the Kimberley region of 

Western Australia, has to administer seventy individual funding grants from ten 

different funding organisations (Henry Councillor, KAMSC CEO, personal 

communication, FN #9 28/06/2004: 73). In such a context, the concerns expressed 

by Naomi Mayers in her evidence to the House of Representatives Inquiry into 

Indigenous health in 1998 regarding the increasing accountability demands being 

placed on Aboriginal Health Services have become increasingly crucial.  

The particularisation of accountability increases demands on Aboriginal Community 

Controlled Health Organisations to the extent that it can compromise the ability to 

meet service obligations. In July 2004 the Office of Aboriginal and Torres Strait 

Islander Health informed some in the ACCHO sector that they were contemplating 

introducing monthly financial reporting requirements (Delaney Thiele 2004). Naomi 

Mayers, Director of the Aboriginal Medical Service in Redfern considered that this 
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would be ‘a ludicrous impost that attacks the autonomy of Aboriginal Health 

Services and their ability to meet basic service delivery needs’ (personal 

communication, FN #9 21/07/2004: 109). The complexity of funding arrangements 

has led to calls for significant changes over the years, such as those identified by 

Puggy Hunter: 

There is an urgent need to shift the paradigm of Aboriginal health service delivery away 

from the current maze of programs and specialists dealing with specific conditions, to a 

holistic approach that looks at the health of the whole person, the family and the 

community. 

The 'body parts' approach has been a complete failure in Aboriginal health. There is no 

use treating the heart or the ears alone, when the whole person is in danger of breaking 

down. Essentially we are looking for a commitment from Governments to urgent far-

reaching reforms to address Aboriginal health, not just incremental changes. This means 

a new way of thinking. 

(Hunter 1999a: 2)  

Naomi Mayers expressed similar sentiments in her evidence to the House of 

Representatives Standing Committee: 

We always said that we did not want to be split up into body parts. But that is exactly 

what has been happening. We have different programs, like the social and emotional 

wellbeing and the drug and alcohol program. These are things that we handle every day 

within our services so we try to treat people holistically rather than splitting them up into 

body parts. 

(Mayers 1999a: 956)  

7.3 ‘They think they know best …’: whose accountability? 

The problems associated with the way ACCHOs are funded not only place 

significant restrictions on the autonomy of Aboriginal communities, they effectively 

‘deny community control’ (Johnston 1991 vol 2: 538). This problem is exacerbated 
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by nearly all funding being in the form of grants for specific projects or functions 

(Johnston 1991 vol 4: 13; Auditor General 1998). As a consequence, people and 

organisations are constantly responding to externally generated demands and 

agendas, and decision making is effectively taken out of their hands. There is no 

need for such a 'grossly complex … multi layered … unwieldy … ludicrously 

complicated funding superstructure', which is the result of non-Aboriginal 

bureaucratic and political notions of organisational and program needs for 

Aboriginal communities and not the construct of Aboriginal peoples (Johnston 1991 

vol 4: 15). 

Ten years on, the Commonwealth Grants Commission inquiry into the funding of 

Indigenous affairs also concluded that the ways that ACCHOs were funded was 

problematic. The main concerns, in the view of the Commission, related to the 

complex, fragmented and short term nature of ACCHOs funding (Commonwealth 

Grants Commission 2001). According to the Commission, these matters reduce the 

flexibility of ACCHO activities, because the funding sources are usually program 

driven, and it is this that determines activity, not the health priorities within a 

community. An added complication is that the effectiveness of Indigenous specific 

programs can be curtailed by the failure of mainstream programs to more 

comprehensively meet the needs of Indigenous peoples (Morris 2002). Consequently 

Indigenous service delivery organisations such as ACCHOs are at the same time 

attempting to meet the specific needs of Indigenous people as well as to plug the 

gaps left by the failure of mainstream services. 

However, the demands placed on organisations due to multiple funding sources, 

driven by program approaches, could be alleviated if core funding was increased, 
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thus reducing the need to access supplementary, program specific sources. From my 

experience working in the field, and from the findings of this research, the struggles 

required to try to get essential needs recognised and resourced by funding agencies 

can be considerable.  

For example, at the Perth Aboriginal Medical Service (later to become the Derbarl 

Yerrigan Health Service) during the nineteen eighties there always seemed to be 

insufficient funds to meet the basic service delivery needs, let alone to expand into 

other areas. For example, it had been recognised in the mid 1970s that there was an 

urgent need for an acceptable and affordable dental service for Aboriginal people in 

Perth. Despite repeated requests, funding submissions and Aboriginal Community 

Controlled Health Organisations in other locations being funded for dental clinics, it 

took until 1989 before the dental clinic at the Perth AMS was funded. It was a 

similarly difficult, but an even longer struggle for Derbarl Yerrigan Health Service to 

obtain the necessary funds to construct their current premises so that they could 

move from a rented converted warehouse. Twenty five years after being established, 

Derbarl Yerrigan finally moved into its new building in 1998. 37  

A grander, purpose built facility could give the impression that things had changed 

significantly from the days in the old warehouse, and that levels of resourcing were 

no longer such an issue. During the research for this thesis I raised the issue of 

resources for ACCHOs with Ted Wilkes, then Director of Derbarl Yerrigan, who 

responded immediately, ‘there is never enough’. Ted had just been meeting with 

                                                

37  The Perth Aboriginal Medical Service changed its name to the Derbarl Yerrigan Health Service in 
1998. In Sydney it took more than thirty years before the AMS in Redfern received funding for a 
purpose built building which opened in late 2004. 
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representatives from the Commonwealth Department of Health and Aged Care about 

funding issues and noted that he frequently gave them this message: 

 … about five times a year I tell them that there is not enough money for what the 

service needs … the resources are never adequate … {this is another way that} the 

oppression continues … the Commonwealth Department of Health will always harass 

ACCHOs because the other departments are not pulling their weight … it is the 

responsibility of Government departments to do their job to address the wider 

determinants of health … I get frustrated and angry … there is an emotional aspect to all 

this, not just the professional side. 

(FN #5 14/03/2001: 92) 

Ted went on to explain that the emotion and anger reflected the multiple roles that 

he, and others, have beyond their employment. This is a personalisation of the earlier 

discussion of multiple levels of responsibility that Aboriginal organisations are 

expected to meet. Individuals working in Aboriginal health organisations have 

responsibilities to family, and community, as well as those related to employment. 

Whilst this may seem obvious, it is a point requiring emphasis. Ted argued that the 

responsibilities felt by him and others in similar positions are different to the issues 

confronted by non-Aboriginal workers in government departments who try to tell 

those in Aboriginal organisations ‘what needs to be done’ and control the resources 

available. These personal demands can be significant. Ted reminded me that he had 

eight children and eleven grand children ‘none of whom have jobs or two cars in the 

drive …’. Unlike many non-Aboriginal bureaucrats who make decisions in relation 

to the resources available to ACCHOs, he and others in similar situations are 

confronted by the realities of Aboriginal ill health and Aboriginal disadvantage 

twenty four hours a day.  
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A similar point was made by Peter Yu in his obituary to Rob Riley in which he 

commented that the strain of meeting the multiple demands of multiple crises is 

substantial (Yu 1996). These are lived experiences rather than an acquired 

knowledge. Lived experiences are important in theorising as they are ‘powerful 

instruments by which to measure equality and social justice’ (Rigney 1997: 635-

636). Such lived experiences also provide frequent reminders of the poor health so 

commonly experienced in Aboriginal communities, the impact of which is hard to 

escape. For example, when trying to arrange meetings at Derbarl Yerrigan Health 

Service, it was said to me more than once, ‘Fridays are no good, too many funerals’ 

(FN #5, 14/03/2001: 97). Another reminder of the consequences of poor health is the 

flag pole outside the Health Service which was more often than not at half mast. Due 

to the frequency of funerals a decision was made to no longer lower the flag on 

funeral days so that the negative impact of this was lessened for both staff and 

community members. 

To put this another way, there seem to be fundamental differences between the lived 

experience of many Aboriginal people and the perceptions of that lived experience 

by others. This was encapsulated in a comment by Puggy Hunter (referred to in 

Chapter One) in which he questioned non-Aboriginal peoples’ understanding of the 

lived reality of Aboriginal health. And, as mentioned earlier, his message to Michael 

Wooldridge, the then Federal Minister for Health: 

I know how you live but you mob have got no idea how most of us live … I don’t even 

know when I leave my house, I don’t know if I will come back … I’m past my time … 

I’m overdue. 

(FN #5 14/02/2001: 41) 
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Whilst such comments could easily be interpreted as the personal impact of a 

particular health problem, there is more to be said. Puggy Hunter argued that when 

the average life expectancy for Aboriginal peoples is some twenty years less than 

that for the Australian average, it can be hard to make plans for the future. There is 

such uncertainty about what that future might be, or how soon it might end. In other 

words, the impact of Aboriginal ill health on Aboriginal people is significant and 

means: 

… living with hardship and discrimination every day of our lives, it means that being 

sick and disabled is considered normal, and it means constantly losing our family 

members and friends ... What this means in real life is losing our elders in what should 

be the prime of their lives … and planning our lives around funerals.  

 (Hunter 1999a: 1)  

Despite such uncertainty, Puggy Hunter argued forcefully and persistently for 

structural changes that would see greater support for Aboriginal self determination in 

health and more broadly. Similar to Ted Wilkes, Puggy Hunter related the apparent 

reluctance of some to listen to the messages that those in the Aboriginal community 

controlled health sector have been sharing: 

I can talk about hearing … Government health people keep going on about Aboriginal 

people with hearing problems. I’ve been telling the Government time and time again 

about Aboriginal health issues. It is {them} who have the hearing problem … listening is 

the issue. 

(FN #5 14/02/2001: 44-45) 

Puggy Hunter’s conclusion that there is an apparent reluctance of those in 

government, or their agents in the health bureaucracy, to hear the messages coming 

from the ACCHO sector is not an isolated experience. In another interview, a senior 
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administrator of one ACCHO made the point quite strongly that the message from 

the ACCHO sector is selectively received, it would seem: 

Q - And I think it is the conversation that we’ve had earlier about telling them and telling 

them and telling them. And you are still telling them? 

X - Still telling them. Still shouting loud … I want that same sort of level of funding 

coming into the Aboriginal world and if that is equity that’s equity to me … And that’s 

not happening at the moment … as I said I have run into some very wise people and I 

will continue to do that and I think if government’s recognise that those {Aboriginal} 

people who hang around in health services for a while ... they are all over the place. 

They have been there for a long time so we’ve certainly got a lot of wisdom about what 

is needed. The government just have to harness it. 

Q - Do you see a warming to the idea of harnessing that wisdom? 

X - Very selective aren’t they? They are very selective about who they would want to 

harness and whilst we all might hope they’d try to harness some of the wisdom that we 

as individuals might have … 

(I/V Transcript 11/04/2001) 

The apparent reluctance to listen, and the selective nature of who is heard, are 

effective strategies by government to silence those who have repeatedly stated a 

clear vision for change. There has been an increasing recognition of the validity of 

the understandings expressed by many Aboriginal people and organisations over the 

past thirty years (Office of Aboriginal Health 2001). Unfortunately, the struggle for 

greater recognition and action remains a significant obstacle that has yet to be 

surmounted. Naomi Mayers summarised the situation in her evidence to the House 

of Representatives Standing Committee with the comment, about the Office of 

Aboriginal and Torres Strait Islander Health, ‘they are not listening’ to the 

Aboriginal people and organisations that have had a long term involvement in 

Aboriginal health (Mayers 1999a). If the advice coming from Aboriginal 
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organisations is to be, in effect, ignored, or at best marginalised, and those 

organisations are being placed under considerable pressure in relation to 

accountability requirements to the funding bodies, then it is useful to consider the 

other side of this accountability. Namely, the accountability of governments, and 

their agents, and their responses to the priorities and needs articulated by Aboriginal 

people and their representative organisations in health. 

7.4 Returning the gaze 

Congress is powerful as its controlled by the community … Congress has involved the 

community in its whole development by having an annual general meeting … so we are 

accountable to the community to change at any time they like. It’s a strength a 

community controlled service has – at a bureaucratic level you don’t have the same 

relationship. In a bureaucracy you can’t – people are powerless over the decisions and 

policies that are made. One of the important roles for Congress is we challenge 

governments and bureaucracies – like a watchdog – we are always playing an 

accountability role to ensure governments are living up to their obligations to Aboriginal 

people. 

(Bell in Scrimgeour 1997: 23)  

Stephanie Bell has had a long involvement in the ACCHO sector and at the time of 

this quote was Acting Director of the Central Australian Aboriginal Congress, the 

ACCHO based in Alice Springs. Her analysis of the relative powerlessness of people 

to influence decision making processes and policies is consistent with the frustration 

expressed by Wilkes, Hunter and Mayers in the previous section. This section 

discusses what can happen when the critical voice of some in the ACCHO sector is 

heard and the reaction by some in government, a reaction that, at times, can have a 

punitive edge. 
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In the struggles to improve Aboriginal health, it can be relatively common for 

conflict to develop over the most appropriate direction, priorities, and ways of 

achieving these. Such conflicts represent a differing understanding of where different 

players locate community input on the continuum of participation. An example of 

this is the response by the then Minister for Health (Michael Wooldridge), in 

December 2000, to the withdrawal of the National Aboriginal Community 

Controlled Health Organisation from the ministerially appointed National Aboriginal 

and Torres Strait Islander Health Council.  

The role of the Council, which included two representatives from NACCHO, was to 

provide advice to the Minister on Aboriginal and Torres Strait Islander health 

matters. One of its tasks was, at the request of the Minister, to develop a new 

national strategy for Aboriginal and Torres Strait Islander health. As a part of this the 

Council circulated, in September 2000, a consultation draft (National Aboriginal and 

Torres Strait Islander Health Council 2000) and sought comment from people and 

organisations involved in Aboriginal health. The consultation draft drew 

considerable criticism, some of which has been published in the literature, with some 

authors being quite harsh in their criticism of the draft Strategy, arguing that, unlike 

the 1989 National Aboriginal Health Strategy, the draft failed to propose priorities 

and 'fails to hit the mark or engage the passion or intellect' (Houston and Mooney 

2001: 476). Further, that the consultation draft adopted a 'scattergun approach' that is 

a 'disjointed array of local, State, national and Commonwealth considerations' (p. 

476). And perhaps more damning, 'there is little new here' and that it contained no 

'strategic framework or appearance of strategic thinking as to how progress will be 

made' (p. 477). Naomi Mayers, the chair of the 1989 National Aboriginal Health 

Strategy Working Party, was even more forceful in her criticism, describing the draft 
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Strategy as 'an uninformed, incoherent diatribe whose purpose was to undermine 

Aboriginal people and our pursuit of our right to self determination' (2001b: 4). In 

short the draft Strategy did not seem to build on the Royal Commission into 

Aboriginal Deaths in Custody conclusion that the NAHS was 'potentially the 

springboard for future advances' in Aboriginal health (Johnston 1991 vol 4: 211).  

NACCHO members were similarly dissatisfied with the draft strategy and, at the 

November 2000 annual meeting held in Geelong, decided to withdraw from the 

Health Council. 38 Adopting what has been interpreted by some in the leadership of 

NACCHO at the time as a ‘bully boy’ position (personal communication FN #5, 

10/01/2001; 14/02/2001) the Minister reacted rather vigorously to the decision by 

NACCHO by threatening to redirect funding away from NACCHO. Further, the 

Minister was reported to be seeking an alternative national representation for 

Aboriginal health issues. The Minister’s reported excuse was that NACCHO 'no 

longer represents Aboriginal health workers on the ground' and that the government 

was looking for a new group who they could ‘talk to’ (Megalogenis 2000). Henry 

Councillor, then deputy Chair of NACCHO, was quoted at the time as saying that 

the draft National Aboriginal and Torres Strait Islander Health Strategy 'does not 

affirm the right of Aboriginal communities to control their own health' and the 

principles of the original NAHS had been 'ripped out and watered down' (Rintoul 

2000).  

                                                

38 It is not my intention to discuss the detail of the points of concern that many in the ACCHO sector 
had about the draft Strategy. Rather it is the reactions of some in Government to criticism of the draft 
that is of prime interest here.  
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In addition to the content issues, there were also concerns about the process by 

which the new strategy was developed. In contrast with the 1989 document the new 

strategy was developed in a more traditional bureaucratic manner. In effect, it was 

developed ‘in house’, with little consultation with the Aboriginal community 

controlled health sector. Combining these process issues with concerns about the 

content and perceived intent of the new strategy, the strength of the reaction from the 

community sector was quite forceful. Concerns about the direction of the possible 

changes to the strategy, the process of its development and the Ministers intentions 

were prominent prior to the release of the initial consultation draft, especially as it 

contrasted significantly to the way the 1989 National Aboriginal Health Strategy was 

developed: 

… I think it’s in some ways emblematic of the, the view that a Western approach is 

better than an Aboriginal one because … what’s happening in the current context is that 

the drive to have a new Aboriginal Health Strategy is something that’s coming from 

non-Aboriginal people. It will be a document that’s a construct of the National 

Aboriginal and Torres Strait Islander Health Council and Michael Wooldridge. Whereas 

the National Aboriginal Health Strategy was actually a construct of Aboriginal people. 

And I think one of the most far reaching health documents I have ever read. I mean it, 

it’s truly a world class document and it’s … one of those things that, you know I 

mentioned the word sustainability before. That, that so much of it will last for a long 

time. So you know, the, there is a certain degree of arrogance in a) wanting to scuttle it 

and b) assuming that a better job can be done. I mean the, the obvious thing was that we 

know in 1994 the Strategy was evaluated and there was a finding that its major 

recommendations had not been implemented. Six years on we don’t re evaluate whether 

there’s been any progress since ’94 we rewrite the terms of reference so that we can 

achieve something that suits … So … the ultimate belief that what Aboriginal people 

want is not as important as what government thinks is best for them. 

(ACCHO policy worker, I/V Transcript 11/04/2000) 
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In her evidence to the House of Representatives Standing Committee, Naomi Mayers 

noted that the consultation undertaken in the development of the 1989 NAHS was: 

… the most comprehensive consultation that ever took place in an Aboriginal report … 

We did compile the consultations in Queensland that gave a really good profile of all the 

needs of those communities in Queensland …{we} actually went around and saw all 

those communities. They did it everywhere in Western Australia and the Northern 

Territory. The only strategy that was printed up, and that we got the money to print up, 

was from Queensland, so that they had that on record and had something to work to. But 

they would not give the extra money to print up those other reports. So that is where it 

fell down. They would have had a base to work from. Of course, on top of that, a lot of it 

was never implemented.  

(Mayers 1998: 45) 

This issue arose in another interview conducted during my research with another 

long term senior administrator in the ACCHO sector who was also a member of the 

1989 National Aboriginal Health Strategy Working Party and who also had some 

strong views on the attempt to develop a new National Aboriginal Health Strategy: 

So when they dress up a new Aboriginal Health Strategy or if they modernise the 

Aboriginal Health Strategy, cynics like me will say, “Oh yeah they are just moving it 

around and they are covering it up in places so that they are trying to make the changes 

invisible so that you don’t see it.” But as I said I am a cynic in a way and I just, I don’t 

trust government so governments have to be aware that they have to go through a proper 

consultation. They have to make sure that the right people in the Aboriginal world are 

talked to and those people are supportive of what is going on. It is no good going in there 

and saying, “We are the government. We are going to change the Aboriginal Health 

Strategy because we are the only ones who understand that there is a defined health 

budget and we’ve got to work within that”. Nah bullshit.  We’ve got to make sure that all 

of us get a crack at it … 

(NAHSWP member, I/V Transcript 11/04/2001) 
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Consultation and appropriate process are key issues here, and offer an opportunity to 

consider the selective nature of who is considered acceptable by those in 

government, in addition to whom governments are willing to talk to and hear. This 

story reflects Linda Smith’s conclusion that if the activist representatives of 

Indigenous peoples do not meet their approval then governments or their agents can 

‘go to enormous lengths not to engage with them, not to be seen with them, not to 

talk to them, and not interact with them in any way, shape or form' (Smith 2004: 15). 

In this saga the level of displeasure from the Minister meant that the key 

representative body in Aboriginal health was threatened with defunding and being, 

in effect, excluded from the table. 

The accusation, attributed to the Minister, that NACCHO no longer represents those 

on the ground is a contestable assertion and raises the issue of whether the Minister 

has the right to determine who or what is representative. NACCHO is the peak 

representative body of ACCHOs, and its membership consisted of the vast majority 

of those organisations around Australia. If the ACCHOs are not representative of 

‘Aboriginal health care workers on the ground’ then who is? At times when views 

conflict, often the question is asked what is wrong with the community rather than 

questioning of the assumptions of the politician, scholar or community development 

worker (Thornton and Ramphele 1989). In other words, if there is tension in the 

relationship between the Minister and NACCHO, a consideration of why that tension 

exists seems more appropriate than threatening to punish NACCHO because its view 

is not in accord with that of the Minister. The accusation of lack of 

representativeness is a distraction from what could be interpreted as the real agenda 

– seeking to modify the activist position of the organization, or another strategy of 

silencing.  
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Somewhat prophetically, the draft Strategy that prompted this falling out contains 

frequent references to the need for new Aboriginal leaders to guide future directions 

(National Aboriginal and Torres Strait Islander Health Council 2000). This claim 

runs counter to the notion of self determination and community control advocated 

for in the draft Strategy. Recognition of the right to self determination is 

fundamental and must 'include the freedom to live outside the cage created by other 

peoples' images and projections' (Dodson 1994b: 5). In this instance it seems that the 

Minister was determined to reinforce the walls of the cage as well as to decrease its 

size. The one sided nature of this particular incident is not an isolated event. Ian 

Anderson in his critique of representation argued that: 

The colonial project as it emerged, in places such as Australia, subjected the colonised to 

systematic scrutiny and analysis. It is taken-for-granted that non-Aboriginal Australia 

has the right to dissect and define Aboriginalities - a privilege that is rarely reciprocated. 

(Anderson 1997b: 4)  

The reluctance of the Minister to accept the criticism, and to attack and ‘define’ his 

critics is not a new tactic. It is consistent with the implied imperative of 

assimilationist policies, namely, to transform or be transformed (Anderson 1997b). 

Needless to say, compliance with such an imperative is counter to the notion of 

Aboriginal self determination in Aboriginal health. It is consistent with Homi 

Bhabha’s notion of colonial governmentality which constructs and directs 'the 

colonised as a fixed reality which is at once an "other" and yet entirely knowable and 

visible' (1983). It can be argued that in Australia this 'fixed reality' is dependent on 'a 

refusal to come close to or become familiar with the reality of Indigenous 

experience' (Cowlishaw 1998: 155). Understanding, or rather not understanding the 
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reality of the Aboriginal people’s lives is the very point, as noted earlier, that Puggy 

Hunter made to the Minister not long after this confrontation: 

I know how you live but you mob have got no idea how most of us live …  

(PH FN #5 14/02/2001: 40) 

These differing perspectives contribute to the conflict. Unfortunately, when that 

‘fixed reality’ is challenged, the pressure to transform and comply can be significant. 

In this case something in the order of two million dollars, and the very existence of 

the NACCHO national secretariat, was at stake. This is telling evidence of the 

tenuous nature of Aboriginal community control in Aboriginal health. As the then 

Executive Officer of WAACCHO put it to me at the time: 

Community control … they are just words … it is really control by the State and the 

Commonwealth. 

(FN #4 13/12/2000:157) 

Puggy Hunter, the inaugural and long term Chairperson of NACCHO, offers another 

view of the tension between the Minister and NACCHO. Whilst acknowledging that 

perhaps the decision to withdraw from the National Aboriginal and Torres Strait 

Islander Health Council may not have been the best strategy, he argued that the 

Minister seems to have overreacted ‘he not only took his bat, he took his ball too!’ 

(FN #5, 14/02/2001: 35). Hunter questioned the assertion that NACCHO was ‘not 

prepared to work’ with the Minister, arguing that NACCHO could prepare a list ‘two 

or three pages long’ of the various government committees they sat on at the time. 

Further, Puggy Hunter questioned the validity of the accusation merely because they 

chose to withdraw from one advisory committee out of so many (FN #5, 14/02/2001: 

42-43).  
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The passionate response by NACCHO to the significant shifts foreshadowed in the 

draft National Strategy not only reflect concerns about its content and process of 

development, it also reflected the sense of ownership and high regard that the 1989 

National Aboriginal Health Strategy continues to be held in by many in the ACCHO 

sector. Threatening the continuity of funding due to a critique of policy shifts, in an 

arena that Aboriginal peoples know so well, is at odds with their ‘right to speak 

authoritatively to the state of the domain they inhabit' (Cowlishaw 1998: 166). Such 

recognition is not new; there have been similar statements from Aboriginal people in 

the past. As noted earlier, in 1938 at the first Day of Mourning, marking 150 years of 

occupation, Bill Ferguson and John Patten stated: 

We do not ask your protection … No thanks! We have had 150 years of that! We only 

ask for justice, decency and fair play. Do not be guided by religious and scientific 

persons … Let Aborigines themselves tell you what they want. 

(In Bartlett 1998b: 127) 

The conflict between NACCHO and the Minister reflects a continued reluctance to 

listen to the understandings and voices of Aboriginal people identified by Ferguson 

and Patten nearly seventy years ago. In 1983 the National Aboriginal and Islander 

Health Organisation 39, in a paper arguing that it was time for non-Aboriginal 

Australians to ‘pay the rent’, explained the decision to use extensive direct quotes 

from Aboriginal peoples because it is ‘only by listening to them that non-Aborigines 

can begin to understand’ (National Aboriginal and Islander Health Organisation 

1983: 3). Mick Dodson, reflecting on the process of consultation and input adopted 

                                                

39 NAIHO became NACCHO in 1993 following the desire of Torres Strait Islanders to pursue self 
determination. 
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during the development of the ‘Eva Valley statement’40 argued that it is imperative 

that Indigenous voices are not only brought into the dialogue related to rights and 

Aboriginal Affairs, but there must be processes for them to: 

… build into governments the voices of Indigenous Australia. However, ultimately this 

must go beyond addenda which ensure that the rights of numerical minorities and 

oppressed groups are not overlooked. Ultimately, it must even go beyond increasing 

participation and devising accessible structures. Ultimately, there must be an 

examination and reformation of the structural basis of exclusion from which instances of 

exclusion arise. 

(Dodson 1994a: 72)  

Such exclusion runs counter to the ethos and practice of self determination. The 

participation of Aboriginal people in strategy development and policy enhances the 

opportunities to develop leadership and self determination (Anderson 2003). The 

example of the confrontation between the Minister for Health and NACCHO centres 

on NACCHO’s assertion of its right to speak with authority about ‘the domain they 

inhabit’ being met with an attempt to exclude them from further participation. By 

February 2001, the Minister had agreed to NACCHO members returning to sit on the 

National Aboriginal and Torres Strait Islander Health Council. In order to achieve 

this, considerable effort by NACCHO was required to placate the Minister, however, 

the threat to future funding remained. In March 2001, the NACCHO secretariat 

received a facsimile announcing a national review of representation on Aboriginal 

and Torres Strait Islander health to inquire into the type of information that should 

be provided to the Minister, who should provide that advice and how 
                                                

40 Named after the location of the meeting of representatives of Aboriginal communities from around 
Australia, held 3-5 August 1993, which discussed how to respond to the High Court decision on 
Native title – the ‘Mabo’ decision. 
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Commonwealth funds should be allocated to stakeholders to provide that advice and 

information (Office of Aboriginal and Torres Strait Islander Health 2001). 

Participation by Aboriginal people at all levels of health services is an essential 

requirement for change, as Aboriginal people are no longer the passive recipients of 

'white governments' largesse' (O'Donoghue 2000b). NACCHO’s act of resistance 

threatened to challenge the stability of what I have argued is the ‘Welfare 

colonialism’, as described by Paine (1977), that persists in the relationship between 

‘communities’ and those who continue to control policy direction and funding. In 

order to assert greater control over those who would assert to have specialised 

knowledge, governments are able to threaten continuity of funding in an attempt to 

create more docile recipients of their ‘largesse’. Structural inclusion, rather than 

processes of exclusion, could alleviate such threats. 

Langton argues that a common form of racism in representation is the ‘act of making 

the other invisible' (1993: 24). It is unlikely that the then Minister would have 

considered his threatened action racist, however, it can be argued that as NACCHO 

did not conform to his construction of a representative organisation, he attempted to 

get them to conform to his construction by threatening to make them ‘invisible’ by 

defunding them. Denying the voice of a representative body in such circumstances 

could be construed as an action grounded in a belief of superiority. It is also an 

effective way of limiting the engagement of Aboriginal health activists in health 

policy and practice debates. It should be noted that threatening to defund groups that 

do not fit with, or challenge, the particular agenda of government is a relatively 

common tactic, not just one that targets Aboriginal organisations, as the example 

mentioned earlier of the Student Initiatives in Community Health highlights. 



 233 

The insistence of ‘speaking back and retaining control are highly political acts’ 

(Dodson 1994b: 10). Such acts have their origins in the struggle for self 

determination, in which Aboriginal Community Controlled Health Organisations 

continue to be significant players. Attempts to exclude organisations, and hence 

Aboriginal voices from policy arenas, as evidenced by this particular example, lead 

to frustration within the sector. Naomi Mayers put it succinctly in a speech to the 

Working Party on Indigenous Populations in Geneva: 

Indeed, today’s government officials are like the 'mission managers' of old and we are 

their blacks to be controlled ... it is their agenda and their priorities to which we must 

submit. 

(Mayers 1999b: 6) 

The imposition of limits as to whom is allowed to speak, or be heard, reflects Hage’s 

notion of governance through nationalistic practices of ‘spatial exclusion’ that can be 

mobilised to deny access, service or, in this case, a voice (1998: 48). Whilst the 

threat to defund the NACCHO secretariat by the Federal Minister for Health was not 

implemented, a different story evolved in Western Australia. In September 2003, the 

newly appointed State Minister for Health, Jim McGinty, embarked on a cost cutting 

campaign that targeted the non government sector. McGinty announced cuts of some 

$11.7 million from the non government sector in response to a $164 million 

expenditure over run by the State Health Department in the previous financial year 

(McGinty 2003). This is in the context of a total State health budget at the time of 

$2.7 billion ($2.9 billion including the overrun). The cuts were planned to come into 

effect within a matter of weeks. 

The $11.7m was to be 'redirected towards core health services' (McGinty 2003). 

$1.9m of the cuts (16.7%) related to Aboriginal health projects because 'some 
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projects do not relate to core health services … {and}… Alternative services are 

available through {mainstream} health services’. Those to be affected by these 

funding cuts included the secretariat of the Western Australian Aboriginal 

Community Controlled Health Organisation because they provided 'no direct clinical 

services and as such clinical services have a higher priority than consultants and 

administrators' (McGinty 2003). This decision focussed on a relatively small amount 

of money but had significant consequences for WAACCHO, as the $600,000 

involved represented the majority of their funding and was in contravention to the 

Western Australian Framework Agreement in Aboriginal and Torres Strait Islander 

Health, signed the year before, which stated that the State was responsible for 

funding WAACCHO (State of Western Australia, Commonwealth of Australia et al. 

2002).  

In response to community pressure, the Minister quickly reversed the decision to 

defund many of the community based programs, including programs like 

physiotherapy sessions for seniors and, by May 2004, funding was restored to a 

hearing screening program for neonates. Unfortunately, the funding cuts to the 

WAACHO secretariat were not reversed. The decision to defund the umbrella 

organisation for ACCHOs in the state on the pretext that WAACCHO does not 

provide direct health services seems at odds with the description of the ACCHO 

sector as a significant provider of primary health care services for Aboriginal people 

(Anderson 2004). Primary roles of WAACCHO are advocacy and mediation, the 

very processes that the World Health Organisation meeting in Adelaide concluded 

were essential in the achievement of equity and social justice (World Health 

Organisation 1988). 
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The actions described above in Western Australia also go against the key principle in 

the Framework Agreements nationally and locally, which include the outcome to 

increase resources allocated to reflect the higher level of health care needs in 

Aboriginal communities (State of Western Australia, Commonwealth of Australia et 

al. 2002: 4-5; Anderson 2004). The Framework Agreements in Aboriginal and 

Torres Strait Islander health represent a significant shift in approach due to their 

multi party nature and inclusion of Aboriginal peak bodies (Anderson 2004). 

Unfortunately, as the experience in Western Australia shows, when the key funder 

walks away from the terms of the agreement, the benefits of the partnership are lost 

and Aboriginal organisations are left on the outside looking in again.  

7.5 Summary 

When we complain, we are described as being negative or cranky old troublemakers or 

worse. Apparently, in order to be fashionable and constructive, we need to be docile and 

agree with everything the government says. Bugger that. 

(Mayers 2004) 

Aboriginal people can no longer be considered as passive recipients of 'white 

governments' largesse' (O'Donoghue 2000b: 819). Being docile applicants, in the 

face of the multiple strategies of silencing or not listening, is not something that sits 

well with people who have had a long involvement in Aboriginal health, such as 

Naomi Mayers. The act of speaking back and reminding governments that there is 

some unfinished business to attend to in relation to the health and health care needs 

of Aboriginal people can have some negative consequences for those who speak, 

particularly if they, or their organisation, do not have the support of government. 

Moving forward to achieve improvements in the health of Aboriginal people 

involves 'a commitment to radically reformist positions about health ... and a 
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willingness to redirect power to the community level' (O'Donoghue 2000b: 819). 

Unfortunately, a reluctance to harness the wisdom of some of the Aboriginal people 

with a long term involvement in Aboriginal health continues. And indeed those who 

do speak out are at times punished or at least threatened with punishment in the form 

of reductions in funding. Puggy Hunter made the point quite forcefully, noting that 

Aboriginal people are: 

… tired of burying our people. We need to see a dramatic rethinking on the part of 

politicians and the wider community about Aboriginal health, so that we can get some 

real changes happening. 

(Hunter 1999a: 1) 

In the next two chapters I look at examples where two Aboriginal Community 

Controlled Health Organisations have identified new ways to better meet the needs 

of the communities they serve, and some of the struggles they have had to confront 

in order to implement those strategies. The journey to implementation provides 

evidence to support the contention by Saggers and Gray that decisions about 

programs are often more the consequence of 'political considerations and relative 

power' rather than the outcomes or value of those programs (1998: 182). 
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Chapter eight: ‘Strange and clever … games’ - policy 

in practice 

Marginality and homelessness are not, in my opinion, to be gloried in; they are to be 

brought to an end, so that more, and not fewer, people can enjoy the benefits of what has 

for centuries been denied the victims of race, class, or gender. 

(Said 1992)  

The preceding chapter provided an insight into some of the conflicts that may 

develop when the priorities of governments appear to take precedence over those 

defined by Aboriginal communities as represented by the Aboriginal Community 

Controlled Health Organisation sector. In this and the following chapter I 

demonstrate how such tensions may have a significant impact on service delivery. 

These stories help to illustrate some of the obstacles that need to be negotiated in 

order to implement new initiatives for improving the health care services available 

for Aboriginal people.  

A key observation from the Indigenous Peoples and Racism conference held in 

Sydney in February 2001 was the description of some of the ways racism is 

expressed in contemporary contexts. These included relative indifference towards 

remedying inequality and disadvantage; relative resource disparities; and the refusal 

to admit to injustice and wrongs that have been committed (United Nations 2001: 8). 

As discussed in the previous chapter, the adequacy of program resourcing within the 

Aboriginal Community Controlled Health Organisation sector is often dependent on 

factors other than the level of need for a particular program, or the quality of the 

program being offered or proposed. The next two chapters detail the particular 

experiences of two Aboriginal Community Controlled Health Organisations to 
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illustrate some of the complexity of issues that can influence the implementation of 

essential services. This story from Redfern reveals how, even where there is 

goodwill and agreement on the part of some of the players, it may not be enough on 

its own if there is not also adequate funding to support program/s because: 

With out a realistic level of funding no amount of goodwill will lead to significant 

changes. 

(Durie 2003: 408) 

8.1 ‘Twenty years of obstruction’ - Redfern stories: Alcohol 

and drug services  

There has been enough research done. Everybody knows we are sick. Everybody knows 

Aborigines drink. Why are we still paying people to do research to tell us again that we 

are drinking? We know why we are drinking and why things are happening. What we 

need are the services on the ground— not all this airy-fairy stuff up here keeping 

bureaucrats occupied in Canberra … We do not want to handle that airy-fairy stuff up 

there; we want to do the stuff down here on the ground. 

(Mayers 1999a: 955)  

There is increasing impatience towards the repeated calls for more studies to 

document the extent of problem substance use in Aboriginal communities (Mayers 

1999a; Gray, Jackson Pulver et al. 2006). The size of the problem is well known, and 

it is argued that what is needed are strategies and action that will address it and, more 

importantly, ‘Indigenous communities are the ones to direct that action’ (Gray, 

Jackson Pulver et al. 2006: 183). This suggestion is consistent with the prerequisites 

for effective Primary Health Care discussed in Chapter Four. It is also consistent 

with the desires of those working in the Aboriginal Community Controlled Health 

Organisations as indicated in the above quote from Naomi Mayers in her evidence to 

the HRSC inquiry into Aboriginal health.  
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As discussed earlier, the Aboriginal Medical Service Cooperative Ltd in Redfern 

New South Wales was the first Aboriginal Community Controlled Health 

Organisation to be established in Australia. It celebrated its thirtieth anniversary in 

November 2001. It took only six months for the AMS to set up and begin operating 

as a health service. This is a marked contrast to the nearly twenty years it took for 

the AMS to get its Drug and Alcohol Treatment Service funded and implemented 

(Medical Director, personal communication, FN #7 21/11/2001: 120). The story of 

this journey illustrates how bureaucratic obstructionism can not only deny access to 

services, but can also be interpreted as an expression of a relative indifference 

towards remedying inequality and disadvantage. Such obstruction is not an 

occasional or isolated occurrence. Rather, as an experienced worker at one ACCHO 

described this process to me one day, it is a frequent and recurring one, almost as if 

there are ‘strange and clever bureaucratic games that oppose us at every turn’ (FN #7 

07/12/2001: 134). Such opposition acts to reinforce marginalisation and increase 

disparity and is not, to draw on Said’s 1992 analysis, something to be glorified.  

In the lead up to the 2001 Federal Budget the Aboriginal and Torres Strait Islander 

Commission released a discussion paper in which it was argued that the basis for 

future policy direction must be grounded in the ‘values and aspirations that are 

meaningful to, and express priorities of, Australia's Indigenous peoples’ (Aboriginal 

and Torres Strait Islander Commission 2001: 1). Local Aboriginal Community 

Controlled Health Organisations provide an avenue for the prioritisation of health 

and health care needs, and identifying ways to best meet those needs. As such, they 

offer the opportunity to reveal the administrative and political struggles required to 

obtain both the support and resources for some initiatives that have been developed. 

The aim here is not to detail the outcomes of the particular program described, but to 
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show how difficult it can be to get to the point of agreement, resourcing and 

implementation. In other words, these accounts reveal how programs firmly 

grounded in the needs, priorities and processes of the local community may have a 

tortuous journey in gaining support from government, or the representatives of 

government. These stories also illustrate how the ‘art of the quick fix’ can sometimes 

take many years, or even decades, to be implemented. The National Aboriginal 

Health Strategy Working Party concluded that many Aboriginal people consider that 

the: 

… motivation for government action in Aboriginal health come as a response to 

intermittent political pressure, rather than from a commitment to effective long term 

solutions for future generations. The art of the "quick fix" seems to be the norm. 

Expedient gestures for Aboriginal problems are made by government and any 

commitment lasts only until media attention has eased or until the next election 

(National Aboriginal Health Strategy Working Party 1989: xi)  

The importance of long term strategies that, as opposed to the expedience of ‘quick 

fixes’, reflect a genuine commitment to effecting change has been raised with me 

many times during my involvement in Aboriginal health matters. It is an issue that 

seems to recur. For example, as part of the preparations for the thirtieth anniversary 

of the establishment of the Aboriginal Medical Service Cooperative Limited in 

Redfern, a review was undertaken of the archives from the AMS’s first ten years. 

Discussing the outcomes of this review, and what might have changed in the 

subsequent twenty years, one senior policy worker at the AMS summed it up in the 

following terms as ‘very little having changed, the same political struggles are going 

on now … the recurrent cycles are amazing’ (FN #7 29/10/2001: 65-66).  
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The worker summarised particular issues that stood out from the review of the 

archives from the first ten years of operation as: the struggle to obtain adequate 

funding, lack of consultation by government and bureaucracy, the push for 

mainstreaming, and the apparent reluctance of health bureaucrats and governments 

to listen to and act on the understandings from Aboriginal communities and 

organisations. This interpretation of the recurrent nature of policy cycles, in the 

context of Aboriginal health, reflects a broader pattern of repetition in Aboriginal 

Affairs policy reported elsewhere (Riley 1994; Aboriginal and Torres Strait Islander 

Commission 2001). Of interest here is how such cycles might be evident in the day 

to day operations of an ACCHO.  

The success of Primary Health Care is enhanced when the program is built on 

dialogue and information exchange between communities, and their organisations, 

and providers occurring in a respectful and sharing manner (Walt and Rifkin 1990). 

Thus ACCHOs offer an ideal site of relevance as they are at the same time both the 

provider and members of the community. As such, they are well placed to identify 

and prioritise effective strategies to address health issues in their communities. It has 

been argued by some commentators that Aboriginal health 'activists ... had no 

inclination to take on alcohol problems' (Brady 2004: 71). Such interpretations 

would appear to be at odds with my experience as a worker for nearly ten years in a 

large urban ACCHO during the 1980s where the local Aboriginal alcohol support 

agency was collocated with the ACCHO, and there was a very close working 

relationship between staff of both organisations. Similarly, as will become evident in 

this chapter, the staff of the Aboriginal Medical Service in Redfern have closely 

engaged with substance use issues for well over twenty years. Further, the National 

Aboriginal Strategy Working Party concluded that the majority of Aboriginal 
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Community Controlled Health Organisations were involved with the support and 

treatment of people regarding substance use ‘on a daily basis’ (National Aboriginal 

Health Strategy Working Party 1989: 199). 

There is evidence from around Australia that indicates that the successful prevention 

and control measures regarding substance misuse ‘are the ones that are designed and 

delivered by Indigenous people, that include comprehensive prevention and 

treatment strategies, and that are adequately resourced in terms of staff and facilities' 

(Gray and Saggers 2003: 177). Achieving this balance of community input, a 

comprehensive program, and adequate resourcing is a difficult but important task. 

That said, the value of Indigenous driven intervention strategies can be limited at 

times by the structural constraints in which they are forced to operate (Saggers and 

Gray 1998). Trying to effect change and garner support and resources is demanding 

on those who have to engage with this. As one senior ACCHO worker put it: 

Everything is so hard … people do not realise that it is so hard to get anything done. 

(FN #7 02/11/2001: 92) 

The complex process required to achieve adequate program resourcing within the 

Aboriginal Community Controlled Health sector includes: identifying an unmet or 

poorly met need, developing a strategy to better address that need, lobbying for, and 

obtaining the resources required for successful implementation, and finally 

implementing the desired program or strategy. Multiple factors influence the success 

of this process, as is evident in the following account, which documents some of the 

struggles that the Aboriginal Medical Service Cooperative Limited, located in 

Redfern New South Wales, has experienced in attempting to obtain agreed levels of 
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funding from the State and Commonwealth for its Drug and Alcohol Treatment 

Service.  

Whilst Indigenous Australians are able to utilise mainstream substance misuse 

services in theory, in reality they are often unavailable for Indigenous people, as they 

are ‘unaffordable, inaccessible, inappropriate, and unacceptable' (Gray and Saggers 

2003: 172). In order to better meet the needs of Aboriginal people, numerous alcohol 

and substance use programs have been developed both with this as their primary 

focus, or as part of wider health programs (Brady 1995; Brady 2004). There have 

also been attempts to engage broader community support to change the availability 

of alcohol, with the aim of reducing its negative impacts, which has met with 

considerable success in some locations (d'Abbs and Togni 2000) and of mixed 

success in others (Hogan, Boffa et al. 2006). The Drug and Alcohol Treatment 

Service developed by the Aboriginal Medical Service (Redfern) attempts to address 

the issues of appropriateness, accessibility and acceptability by offering a 

comprehensive range of services to help address substance use issues for the clients 

and communities connected with the AMS in Redfern. These services include: 

Client based health promotion including harm minimisation 

Community focussed health promotion 

Infectious disease screening and contact tracing 

General primary medical care 

Development of appropriate drug treatment and intervention strategies 

Drug and alcohol counselling 

Methadone maintenance prescribing and monitoring 
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Buprenorphine maintenance prescribing and monitoring (part of a treatment trial)  

Outreach counselling 

Referral services 

Liaison services 

Forensic medical reports and advice 

Buprenorphine detoxification service 41 

To deliver the comprehensive program outlined above requires substantial resources 

and staffing, especially given the number of people in the communities served by the 

AMS. Not only does the largest proportion (30%) of Aboriginal people in Australia 

live in New South Wales (Human Rights and Equal Opportunities Commission 

2004; Statistical Information Management Committee 2004) but also the AMS 

(Redfern) is one of the busiest in Australia, seeing over sixty thousand people a year 

(Mayers 2001b). However, despite this and as noted earlier, on a per capita basis, the 

AMS is the second lowest funded of all the ACCHOs in Australia (Mayers 2001b).  

When I first visited the AMS in Redfern in 1982, I had already worked at the Perth 

Aboriginal Medical Service, and was familiar with the issues of resource constraints 

and relatively high workloads. Returning in 2001 as a part of my current research I 

was struck by how little seemed to have changed in the facilities, working 

conditions, workloads and physical structure of the AMS in the nineteen years since 

my first visit. People still worked in cramped conditions, structural repairs to the 

aging building were still a priority and there were not enough trained health care 

                                                

41  Commenced in August 2001 and was the first non hospital based service of its kind in Australia. 
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professionals willing to work there, resulting in significant work demands. By way 

of example, I conducted an interview sitting at the same table that had been used for 

the dressmaking and nutrition programs were being conducted in 1982. A senior 

policy worker had a desk crammed into a passageway which also served as a 

meeting place and thoroughfare. One morning I counted twenty three people passing 

through this narrow passageway in a five minute period! 42 

There can be many possible reasons why the AMS in Redfern has been the recipient 

of such low levels of resourcing on a per capita basis. One that emerged clearly in 

the minds of many whom I interviewed was the notion of punishment for being 

outspoken and not accepting what was being proposed or offered by governments. In 

other words, the relative under funding was seen as representing ‘a none too subtle 

attempt to pressurise’ the AMS (Mayers 2001b: 3). There is an obvious resonance 

here with Rob Riley’s statement referred to at the opening of Chapter Two about the 

importance of not stopping the fight for justice just ‘because those around you don’t 

like it’ (Riley in Yu 1996: 90). As this story attests, despite significant under 

resourcing, and multiple demands for the limited resources available, and resistance 

from funding agencies, the AMS staff continued to advocate for what they (and their 

connected communities) considered necessary to better meet the health needs of the 

community/ies.  

The AMS Drug and Alcohol Treatment Service began providing services in Redfern 

in May 1999, representing the coming to fruition of an idea that had its origins some 

seventeen years earlier. In other words, it took close to twenty years to move from 
                                                

42  After many years of negotiation the AMS (Redfern) was finally successful in obtaining funding to 
construct a new building on vacant land at the Turner St site which opened in 2004. 
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identifying an area of high need and how to best meet that need before being funded 

at a level that could be considered sustainable.  

The origins of the AMS Drug and Alcohol Treatment Service date back to 1982 

when workers, management and community members associated with the AMS 

(Redfern) recognised an emerging problem with intravenous drug use in the area and 

the need to provide a service that better catered for people who used alcohol and 

other substances in ways which could be harmful. In developing a strategy to better 

address substance use in the area, extensive consultation with all local Aboriginal 

community controlled agencies was undertaken. The AMS also commissioned the 

consultant firm Peat Marwick to prepare a formal report in relation to some youth 

related issues (Naomi Mayers, personal communication, 11/04/2000). Drawing on 

these consultations, a proposal was developed by AMS workers that would help to 

address some of the key issues related to potential harmful substance use in the area.   

The substance use proposal that arose from the consultation process in the early 

1980s was quite detailed and incorporated treatment/rehabilitation, 

education/awareness and prevention aspects. Many approaches to addressing alcohol 

and other substance use have failed to adopt such a comprehensive strategy, opting 

mainly for treatment and / or rehabilitation strategies only (National Aboriginal 

Health Strategy Working Party 1989: 196). A key component of the preventative 

aspect of the AMS (Redfern) proposal was that the program would incorporate a 

youth service. The principal objective was to provide Aboriginal youth with better 

access to Aboriginal cultural pursuits such as art, dance, music, language and 

religion. Another objective was to support Aboriginal youth in secondary school 

studies and to provide a range of recreational facilities including access to sporting 
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equipment and coaching. The obvious aim was to prevent or reduce the likelihood 

that young people may pursue drug use, by increasing the availability, accessibility 

and acceptability of alternative experiences. 

As an indication of the quality of the proposal developed under the auspices of the 

AMS in Redfern, it was described as a ‘comprehensive description of the problems 

and specific treatment and prevention strategies in an urban environment’ (National 

Aboriginal Health Strategy Working Party 1989: 202), and was included without 

amendment as an appendix to the final National Aboriginal Health Strategy Report 

(National Aboriginal Health Strategy Working Party 1989). However, such strong 

endorsement failed to translate into financial support from funding bodies. It was not 

until 1997 that the opportunity to establish a community based, community 

controlled alcohol and drug service became a more realisable option. This was some 

fifteen years after community concern led to the initial development of the AMS 

proposal, and eight years after endorsement by the National Aboriginal Health 

Strategy Working Party.  

The proposal, and the multiple needs of the communities served by the AMS, was 

not forgotten during those intervening years. Funding proposals were put to both 

Federal and State departments without success, despite the proposal receiving 

national prominence in the National Aboriginal Health Strategy. As noted earlier, in 

relation to the dental service at the Perth Aboriginal Medical Service, the prolonged 

journey that is sometimes needed to achieve funding is not unusual, and often has 

little to do with the level of need in a community or the merit of the proposed 

strategy to deal with that need. In the intervening years, the AMS provided as good a 

service as it could for people needing drug and alcohol use support, drawing on 
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existing staff and programs, as well as referrals to other agencies. The workers at the 

AMS knew that it could be done better, and held on to the proposal developed in 

1982, awaiting the opportunity to implement it more fully. 

In 1997, drug use in the Redfern area became a more politically sensitive issue. This 

led to an increased interest by funding bodies, partially in response to increasing 

public pressure for greater government action (personal communication, John 

Daniels, Medical Director, AMS (Redfern)). There were a number of factors at play 

here that helped to stimulate this interest, including pressure from the AMS; concern 

expressed by local residents; a degree of opportunism on the part of the local area 

health service which envisaged that it might be able to expand its drug and alcohol 

services in Redfern; and, a relatively new Labor government (elected late 1995) and 

a sympathetic minister (Andrew Refshauge – a former Medical Director of the 

AMS). In response to the increased level of interest from funding bodies and 

sections of the state government, the original AMS proposal from 1982 was updated 

and recosted by the AMS, and presented to a meeting between agencies across both 

government and non-government sectors, held at the Lawson Hotel in September 

1997.  

The meeting, initiated by the AMS and NSW Health, was jointly chaired by Naomi 

Mayers, the Chief Executive Officer of the AMS, and Michael Reid, Director 

General of the NSW Health Department. In attendance were representatives from 

most of the local Aboriginal community controlled organisations (all were invited); 

the Aboriginal and Torres Strait Islander Commission regional council; local area 

health services; and, the NSW Health Department. Also in attendance were the NSW 

Premier’s Department Cabinet Office and the First Assistant Secretary of the Federal 
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Office of Aboriginal and Torres Strait Islander Health. The presence of 

representatives from the latter two government organisations was interpreted by 

some at the AMS as an indication of the apparent need of government to respond to 

perceived political sensitivities (AMS Redfern 2001c). 

The meeting resolved to invite the AMS to further develop and expand its proposal. 

From here, things began to move fairly quickly. The NSW Health Department 

provided a $10,000 development grant to the AMS to transform the proposal into an 

operational plan for formal consideration for funding. The plan was completed by 

late October 1997 with a proposed annual budget of $2.5 million, a figure considered 

to be low by some of the local state government area health services (AMS Redfern 

2001c). Potential sites were identified for ambulatory, inpatient treatment services 

and residential rehabilitation. After some discussions, there was agreement with the 

relevant area health service that the inpatient treatment and residential services 

facilities would be located in a section of the recently decommissioned Prince Henry 

Hospital. 

Ongoing discussions were held between the AMS and the NSW Health Department 

in relation to how the funding may be released for the project to be implemented. In 

May 1998, the NSW Health Department advised the AMS that, due to the fiscal 

constraints imposed by Treasury, funding only for salaries of $445,000 and rent of 

$60,000 would be available for the first year of operation. These funds would be for 

an ambulatory treatment service to be known as Stage One of the AMS Drug and 

Alcohol Treatment Service. The AMS was also informed by the Health Department 

that the service would not include a needle and syringe exchange service because it 

was the Department’s view that the Central Sydney Area Health Service should 
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operate needle and syringe facilities. The AMS agreed to accept such funding on the 

basis that the remainder of the budget would be provided in the subsequent financial 

year. Accordingly, the then NSW Minister for Health, Andrew Refshauge, wrote to 

the Aboriginal Medical Service in September 1998, informing them that he had 

agreed to fund the establishment of the first stage of the Drug and Alcohol Service. 43 

The Minister’s letter confirmed that the level of funding was to be in the order of 

$505,000 per year on a recurrent basis, subject to the development of a performance 

agreement.  

The bureaucratic struggles related to achieving implementation of the Minister’s 

decision to fund the Drug and Alcohol Service at the AMS (Redfern) illustrate in 

part why so little appears to have changed for some ACCHOs, especially in relation 

to resourcing and the ability to more readily meet the heath care service needs of 

their client communities. In this story, obtaining Ministerial approval would seem to 

be a major achievement, despite the initial level of funding approved being only 

twenty percent of the amount needed to establish the full proposal. At times, the 

practice of the implementation of policy decisions can be less than ideal, reflecting 

more the political imperatives of non-Aboriginal politicians or bureaucrats rather 

than the needs and priorities of Aboriginal people (Aboriginal and Torres Strait 

Islander Commission 2001). In this case, there were delays in the implementation of 

the Minister’s decision. The main stumbling block at this stage rested with the 

Health Department, due to delays in the development of a performance agreement 

for this project (AMS Redfern 2001). These delays meant that it was not until May 

                                                

43 Prior to entering parliament, Andrew Refshauge worked as a medical practitioner for the AMS 
(Redfern) for some years in both service delivery and policy areas. 
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1999, eight months after Ministerial approval, that any funds were transferred to the 

AMS.  

Not only was there a delay in receiving funding, the level of funding provided by the 

Health Department was less than the expected $505,000 per year approved by the 

Minister for stage one of the project. The highest level of funding received by the 

AMS from the NSW Health Department in any financial year for the Drug and 

Alcohol Treatment Service during this research was $200,000, with no funds at all 

being received from Health Department sources in the 2000/2001 financial year. The 

total amount of NSW Health Department funding to the AMS for the Drug and 

Alcohol Service between May 1999 and November 2001 was only $268,000. This 

was well short of the $1,262,500 expected for that two and a half year period, had 

the agreed levels of funding been forthcoming. Due to the significant difference 

between the agreed level of funding and what was actually received, the AMS 

(Redfern) had to contribute substantially from its own resources in an attempt to 

meet the demands for the Drug and Alcohol Service. Over the years the AMS has 

been the recipient of, at times, substantial donations from private, corporate and 

charitable sources. Such donations have enabled the initiation of new projects not 

supported by government funding and the topping up of under funded programs. The 

level of donations received has significantly decreased in recent years, with a 

significant impact on the flexibility and responsiveness of the AMS to emergent 

situations (personal communication, Naomi Mayers, Director, AMS (Redfern), 

11/04/2000).  

Accessing the agreed levels of funds from the State was not the only difficulty the 

AMS experienced while trying to establish and run the Drug and Alcohol Service. In 
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conjunction with negotiations with the State, funds were also sought from the 

Commonwealth Department of Health and Aged Care to enable an outpatient 

rehabilitation service to be established to operate in conjunction with the treatment 

service. These negotiations were successful with, in March 1999, $257,000 per year 

for four years being allocated under the National Illicit Drugs Strategy (NIDS) 

program. Under the National Illicit Drugs Strategy program the NSW Health 

Department acted as the Commonwealth’s agent for distributing the funds allocated 

within the state. The AMS should have received the first allocation of $257,000 in 

1999, but delays within the NSW Health Department resulted in the first monies not 

being received by the AMS until May 2000. As a consequence of this delay, by 

November 2001, only $514,000 had been received instead of the $771,000 that 

would have been due if the first allocation had been released in a more timely 

manner.  

The combined impact of the delays in implementing agreed action, namely the 

passing on of approved funds, meant that more than one million dollars in program 

funds were not available for the AMS Drug and Alcohol Treatment Service over the 

three year period 1999 to 2001. A funding shortfall of such magnitude has 

significant implications for meeting client and community health care needs in terms 

of service delivery and preventative health awareness action. Such consequences are 

compounded when combined with, as noted earlier, the significant relative 

underfunding of the AMS (Redfern) on a per capita basis compared with most other 

ACCHOs in Australia. 
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8.2 Recurrent cycles: ‘miracles do happen’ 

Following the State Health Minister’s original decision in September 1998 and the 

partial implementation of that decision by the NSW Health Department, there was a 

protracted series of negotiations to try to obtain the level of support that was initially 

approved. It should be noted that following the NSW State election held in March 

1999 there was a change of Health Minister. This change had some influence on the 

outcomes, and processes, that have ensued in the attempts by the AMS to achieve a 

more satisfactory outcome. In comparison with his predecessor, the new Minister 

was not viewed as being as sympathetic towards the AMS; some AMS staff 

considered that the new Minister treated the AMS with ‘contempt’ during the 

attempts to resolve this impasse by not acknowledging or replying to any of the 

letters that the AMS sent to him (Mayers 2001b). However, as the following 

discussion reveals, who holds the health portfolio is only one of the factors of 

relevance when attempting to implement agreed positions.  

One senior AMS worker described the process that occurred in relation to this 

particular struggle as ‘an excellent example of good programs and high levels of 

need not being a good enough reason to fund programs’ (FN #7 31/10/2001: 82). 

This particular story is not an isolated occurrence, but rather reflects a recurring 

pattern. Over the years, staff of the AMS have observed an apparent reluctance on 

the part of funding bodies to adequately support many of the programs that the AMS 

considers essential to better meet the health and health care needs of their connected 

communities, including the Drug and Alcohol Treatment Service. As a consequence, 

cycles have developed in relation to program planning and service delivery. These 

cycles incorporate:  
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- Identification of a health issue that is not currently being adequately 

addressed;  

- Developing a strategy to better meet those needs or issues;  

- Advocacy to enable resourcing or implementation and, at times, 

collaboration;  

- Reaching points of agreement for resourcing and implementation;  

- Partial implementation of agreed positions;  

- Active obstruction by bureaucracy;  

- Reversal of decisions;  

- And, the need to enter into prolonged negotiations in an attempt to obtain the 

support that was initially agreed. 

(ACCHO Policy Worker, FN #7 30/10/2001: 78) 

This process of denial and struggle was described to me by one long term worker at 

the AMS as being ‘normal’ (FN #7 30/10/2001: 78). Whilst not every program or 

strategy goes through this complete cycle, the vast majority do. Whilst there are 

exceptions, which result in a smoother or less contested process, these tend to occur 

when the priorities of the AMS coincide with the particular enthusiasm of a 

politician or funding decision maker. However, the frequency of the more contested 

cycle has led to the AMS in Redfern developing a strategic process to deal with these 

cycles. For example, if the Department is being difficult, then the Minister is 

approached. If the Minister is not responsive, then the Premier is contacted. If there 
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is still no satisfactory resolution, a political media campaign is begun. This process is 

not a fall back position for occasional use but has been required ‘very often’ (FN #7 

30/10/2001: 78). To be successful in such a multistaged strategy requires 

perseverance, something the AMS in Redfern has learnt to do well, and it is usually 

successful. As it was put to me one day by a senior AMS worker with substantial 

experience in policy and planning issues: ‘we never lose … it might take some time 

but we never lose’ (FN #7 02/11/2001: 92). It is also not without cost to engage in 

such a process which is rarely, if ever, quick.  

To realise the desired outcome can take considerable effort and time. Such strategies, 

where success depends on being able to outlast the resistance of those you are trying 

to get to support a program, is very demanding. The consequences of not lobbying 

persistently can have obvious implications for the resourcing of much needed 

services. Namely, if the AMS staff are not persistent in their advocacy, then 

adequate program support will not be obtained and the community is likely to miss 

out on services that are not only necessary, but also more likely to be more culturally 

secure than mainstream services, important given the connection between 

acceptability and utilisation referred to earlier. The time, energy and money required 

to achieve success in such struggles to implement basic essential services is a 

demand that means that other, also pressing, tasks are often not able to be engaged 

with.  

The situation described here is not a recent development but has almost become a 

ritual, with the AMS having to implement this cyclical strategy since its inception. 

For example, in 1978 the annual funding process was described in the following 

manner: 
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The annual wrangle for funding has become institutionalised, and to some extent, 

ritualised. The Aboriginal Medical Service submits for funds to continue its present 

program and for proposed program development. The government invariably knocks 

back the proposed program development and talks about funding a percentage of the 

present program. The Aboriginal Medical Service then expends a great deal of energy 

rallying its support and justifying its continued funding, whereby an emissary arrives to 

again check out the operation and eventually some funding is received. This 

demoralising performance lowers self esteem, and every year it is considered 'touch and 

go' whether or not the funds will actually be forthcoming. 

(Sykes 1978: 17)  

Gary Foley, a central figure in the establishment of the AMS in Redfern, commented 

critically about the attitudes and ways of working of many of the government 

bureaucrats that the AMS was required to deal with in those early years. He 

maintained that many government workers changed from initial support for the AMS 

to 'one of obstruction and petty jealousy of the positive role of the AMS' (Foley 

1975: 38). In his analysis these modes of behaviour contributed to delays in funding 

processes such that AMSs were forced into a process of deficit funding, with 

cheques arriving near the end of the quarter that they were meant to fund, forcing the 

AMS to operate on an overdraft nearly all the time (Foley 1975). This is an example 

of how, in effect, funding conditions are a means to administratively subjugate 

Aboriginal organisations (Riley 1990).  

The reluctance to support Aboriginal Community Controlled Health Organisations 

on the part of some in government, and their representatives in the health 

bureaucracies, has been quite vehement at times. The 1980 Program Effectiveness 

Review includes the following quotes that indicate the lack of support at very high 

levels for Aboriginal community initiatives in health. The stimulus for this 

correspondence was the 1979 report of the House of Representatives Standing 
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Committee on Aboriginal health. In May 1979, the Premier of Western Australia 

wrote that: 

The State Government cannot agree with the funding of Aboriginal medical services 

which are so costly, have no accountability, do not meet priority goals, are unstable and 

disrupt the State’s organised structure and planning for Aboriginal health. 

(WA Premier in Department of Prime Minister and Cabinet 1980: 85-86)  

Similarly, in October 1979, the conservative Queensland Premier expressed concern 

regarding the concept of Aboriginal community control in health due to a lack of: 

… professional expertise which is essential in decision making in such areas … 

application of principles termed self-management, self-sufficiency and Aboriginality are 

not so easily adjusted to the process that ensures good health. … It does not necessarily 

follow that programs popularly chosen by a community are necessarily what is required 

or in the best interest of that community. 

(Queensland Premier in Department of Prime Minister and Cabinet 1980: 83)  

The Queensland Minister for Health wrote to the Federal Minister for Aboriginal 

Affairs in August 1979, expressing the view that: 

One of the difficulties in achieving co-ordination of all health services provided for 

Aborigines with those administered by my Department seems to be the inability of 

officers under their present directives to accept the role of the Health Department as 

over-all co-ordinator of Health Services to citizens in this State including Aboriginal 

citizens. 

(In Department of Prime Minister and Cabinet 1980: 84)  

Such a position sits at odds with the experiences of many Aboriginal people, who 

have found that mainstream services, no matter what oversight role they may have in 

theory, have, in effect, been inaccessible, a reason ACCHOs were established in the 

first place. 
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More than twenty years later, the reluctance to fund ACCHOs remains a prominent 

obstacle to change in the sector, played out in a way that leads to reductions in 

funding or delays in payments, and remains a source of tension for many workers. A 

central achievement in this particular story is that the then Health Minister, Andrew 

Refshauge, recorded his approval to fund the Drug and Alcohol Treatment Service 

on a recurrent basis, including the level of that funding in writing. Over the years, 

the AMS has learnt that it is essential that requests and agreements be fully and 

accurately documented, as it is much harder to ensure that verbal agreements are 

fully implemented. To enhance the likelihood of positive outcomes, as well as to 

help counter differing understandings of what has been requested or agreed, the 

AMS staff use a facsimile machine for much of their correspondence, as this gives a 

documented record of successful delivery of written material. This reduces the 

opportunity for the other party in a negotiation to be able to successfully argue that 

they did not receive the correspondence. Unfortunately, as this story shows, having 

something in writing does not necessarily guarantee full implementation of 

agreements. It does, however, help to strengthen the argument for full 

implementation.  

The failure of the Health Department to fully implement the Minister’s decision has 

broader ramifications than the drain on the financial resources of the Aboriginal 

Medical Service and the partial implementation of the program. There are the 

obvious community and individual health consequences from having no or at best a 

partial service, which motivates the AMS staff in their attempts to obtain what has 

been agreed. Unfortunately, the attempts to obtain full implementation can have 

negative consequences for the AMS as well. It would seem that the more the AMS 

reminded the Health Department that they were not adhering to the former 
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Minister’s approved funding, the more they were confronted by resistance from 

some in the bureaucracy, and even greater threats to the continuity of the program. 

As one senior AMS worker put it to me, there can be an element of revenge and 

punishment that seems to follow advocacy for better implementation of agreed 

positions.  

The other thing about the DATS business is revenge … whenever we criticise something 

that the government or department has not done or should not have done they turn 

around and ask Redfern to provide a report or briefing paper on one of {Redfern’s} own 

programs. 

(FN #7 12/11/2001: 109) 

AMS staff were asked on at least fourteen occasions to provide briefs on their 

existing drug and alcohol programs and what they would do with the additional 

funds approved by the Minister. Whilst these briefs were provided on request, no 

feedback or acknowledgement was received from the Health Department (personal 

communication, Medical Director AMS (Redfern), FN #7, 15/12/2001: 148). There 

are several factors at play here, which centre around intent and perception. Decision 

makers within funding bodies may or may not intentionally impose additional 

requirements on an ACCHO in response to criticism. The perception, and impact, of 

such action is of particular relevance. The interpretation that there could be potential 

negative consequences for the AMS if the shortcomings of funding bodies are 

identified by the AMS has the potential to cause modification of strategies and 

approaches. The intent of such ‘punishment’ could well be an attempt to create 

disincentives to further criticism. Other activists, such as the late Rob Riley, have 

observed that governments have instituted processes to undermine national 

organisations and vilify Aboriginal people who question government approaches or 
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policies (Riley 1990). The experiences of NACCHO and WAACCHO, described 

earlier, offer stark reminders of the fragility of funding.  

There is an alternative interpretation here: rather than being intimidated into 

acceptance and silence, there is an empowering side to speaking out. From the 

perspective of oppressed or colonised peoples, speaking out can be an act of 

resistance, 'a political gesture that challenges the politics of domination' and as such 

it is both an act of courage, but also a threat which must be 'wiped out, annihilated, 

silenced' (hooks 1990: 339). Speaking out serves as a means of liberation as well as a 

way of attaining one’s rights as it is: 

... a gesture of defiance that heals, that makes new life, and new growth possible. It is 

that act of speech, of "talking back" that is no mere gesture of empty words, that is the 

expression of moving from object to subject, that is the liberated voice. 

(hooks 1990: 340)  

Vital to this analysis is ‘being heard’ rather than just talking to ‘ears that do not hear’ 

(hooks 1990: 338). However, even when heard, government policy on the one hand 

seeks to encourage greater autonomy within Aboriginal communities; on the other it 

fails to provide the resources to enable this to occur (Palmer 1990).  

In order to better reveal some of these reluctances and resistance, and the journey 

towards being heard, it is useful to consider some of the key events that have 

occurred since September 1998, when Andrew Refshauge, as Minister for Health, 

wrote to the AMS approving recurrent funding to establish stage one of the Drug and 

Alcohol Treatment Service. As noted above, the specific level of annual funding for 

the first stage of the Service was $505,000. The New South Wales Health 

Department provided initial funding that was substantially less than the Minister had 
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approved. Once the program had been approved, the significant under funding of the 

program was the first obstacle that the AMS had to address, and required writing at 

least twenty two letters, and eight face to face meetings requesting that the 

Department adhere to the original terms of the Minister’s letter. It should be noted 

that the first obstacle to the implementation of a program is, most commonly, 

obtaining Department or government approval and funding. Such difficulty is not 

particular to Aboriginal Affairs, but a function of the bureaucratic process and 

multiple demands for finite resources. However, as noted earlier, the consequences 

for Aboriginal peoples can be one of life or death, given the high level of need, very 

poor health outcomes and the relatively low resource base to meet those needs. It is 

not uncommon, as in this story, for it to take many years before programs receive 

funding; some proposals are never funded. 44  

Achieving approval of funding is one thing, accessing the promised funds can be 

more complex than expected at times. To complicate the Redfern story, there have 

been a number of barriers that impeded full implementation of the Minister’s 

decision. The first was a dispute over where the Drug and Alcohol Treatment 

Service should be located. The existing premises the AMS operated from in Turner 

St Redfern were already overcrowded and not able to accommodate the additional 

workers associated with the new program. 45  The budget approved by Andrew 

                                                

44 See Paul 1998b regarding the more than ten year delay in obtaining funding for a Dental Clinic at 
the Perth AMS, despite this being a recognised area of need, and other ACCHOs being funded for 
Dental services from the 1970s.  

45 In late 2003, after twenty four years of lobbying and negotiation, construction began on new 
premises for the AMS on a vacant area at the original Turner St site.  
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Refshauge in 1998 included a substantial annual rental component of some $60,000 

for the new service. 

It had been agreed that the Health Department would either provide, or fund the 

rental of, suitable premises for the service to operate from. The AMS staff waited 

some time for an indication of which premises the Health Department may have to 

offer, or consider suitable. When nothing seemed to be forthcoming, and being keen 

to get the new service up and running, some of the AMS staff drove around the local 

area one day in early 1999. They located the somewhat ironically named Council of 

Good Government building that they thought might be suitable to use for the Drug 

and Alcohol Treatment Service. The Health Department officers responded to the 

suggested premises by establishing a community consultation process to assess 

whether the proposed building would be suitable to use for such purposes. This 

consultation did not commence until some nine months later in October 1999, some 

five months after the first funds were received by the AMS (AMS Redfern 2001). 

The report of the consultation was not provided to the AMS until January 2000 

(AMS Redfern 2001).  

Whilst the community consultation was being undertaken, concern developed within 

the AMS that the Drug and Alcohol Treatment Service needed to start providing 

services for members of the community. Consequently, in January 1999, temporary 

premises were leased in Redfern Street in very close proximity to the main AMS 

building. This decision, aimed at meeting an agreed need for more culturally secure 

drug and alcohol services as soon as possible, became another obstacle to the full 

implementation of the planned service. Health Department officials started to raise 

as an issue of concern the reluctance of the AMS to relocate the Drug and Alcohol 
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Service to the Council of Good Government building. The reluctance of the AMS to 

move began to be used as one of the key reasons that the service was not being 

funded at the agreed level. It is of significance that the Health Department had leased 

the Council of Good Government building prior to undertaking the community 

consultation. According to AMS staff, the consultation eventually found that there 

was not community support for that building to be used for the Drug and Alcohol 

Treatment Service (AMS Redfern 2001). The fact that the Health Department was 

making lease payments on the Council of Good Government building, which was not 

being used, and that there was not support from either the AMS or the target 

community for it to be used, is ironic.  

In order to resolve this impasse, the AMS wrote several letters to both the Health 

Department and the Health Minister without success. Eventually, in May 2000, a 

meeting was convened with a senior Health Department official to try to address the 

issues which remained in contention (AMS Redfern 2001; AMS Redfern 

2001c).These were: the location of the service, the full level of funding that had not 

yet been received, and planning for the larger stage two implementation. At this 

meeting the Health Department official is reported to have threatened the AMS with 

either cessation of funding, or reduced funding for the service, if the Drug and 

Alcohol Treatment Service did not relocate to the Council of Good Government 

building (AMS Redfern 2001). The reasons put forward by the Health Department 

official at the meeting included: the AMS had agreed to use the building; it was 

closer to an area of Redfern referred to as ‘The Block’ which was, in the 

Department’s opinion, the ‘focus of drug use’ in the area; and, the Minister had 

directed that the Council of Good Government building be used.  
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These assertions require further exploration, as they illustrate my argument. Firstly, 

the assertion that the Minister had directed that the service move proved to be 

incorrect. It emerged later, according to AMS staff, that it had actually been the 

decision of a Departmental officer ‘with the concurrence of the Minister’, a perhaps 

subtle but important distinction. That some Departmental officers appear to feel they 

have the authority to ignore or only partially implement ministerial decisions, yet at 

the same time are comfortable asserting ministerial desire as a tactic to force 

compliance by funded organisations, is revealing. Even if there had been a 

ministerial directive to use the Council of Good Government building, the failure of 

the health bureaucracy to fully comply with to Minister’s decision of September 

1998 hardly sets a good example regarding adherence with Ministerial decisions.  

The assertion by Health Department officials that the Council of Good Government 

building is more appropriate than the current premises because it is geographically 

closer to ‘The Block’ is based on the assumption that most drug use occurs on ‘The 

Block’ (AMS Redfern 2001; AMS Redfern 2001c). This assumption seems to be 

poorly grounded, based on the experience of the Drug and Alcohol Treatment 

Service. Only eight percent of their clientele live on ‘The Block’ (AMS Redfern 

2001). The other ninety two percent of the people who use this service come from all 

over the state. This demographic distribution is very similar to the statistics related to 

the whole of the AMS’s operations. Whilst nearly one hundred percent of Aboriginal 

people who live on ‘the Block’ are AMS clients, ninety seven percent of the AMS’s 

general clients come from areas other than ‘the Block’ (AMS Redfern 2001c). 

Further, it is the experience of the Drug and Alcohol Service staff that there is much 

more drug use in the nearby Waterloo region rather than on ‘The Block’ (AMS 

Redfern 2001). Waterloo is closer to the existing premises in Redfern St than the 
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Health Department’s preferred site. In addition, the existing premises are located 

approximately equidistant from the three locations where the greatest drug use seems 

to occur, and they are only six hundred metres from ‘The Block’. There is a further 

advantage of the Drug and Alcohol Service remaining in the existing premises. The 

current location is in very close proximity (across the road) to the main AMS 

building, which offers significant advantages for easy referral for other services, 

mutual care and general support for clients, and for staff. The Council of Good 

Government building is approximately eight hundred metres from the main AMS 

building in Turner St.  

A particularly important point is the concern raised in the Health Department 

commissioned community consultation which reported ‘significant local opposition’ 

within the community to any form of drug treatment service operating from the 

Council of Good Government building (AMS Redfern 2001). Further, in May 2000, 

when the pressure from the Health Department was intensifying in relation to the 

location, the service had been operating in its existing premises in Redfern St for 

twelve months, with no concerns from local businesses having been raised with the 

service or the AMS. At this time, the AMS was being threatened with 

discontinuation of full funding of the Drug and Alcohol Treatment Service if it did 

not relocate to the Health Department’s preferred site. During my visit to the AMS 

(Redfern) in November 2001, another nineteen months later, this was still the case, 

and the debate between the Health Department and the AMS, about where the 

Alcohol and Drug Service should be located, was continuing. Workers at the AMS 

can see how operating in a location that does not have community support is 

inappropriate from a public health perspective, in terms of acceptability and 

appropriateness (FN #7 21/11/2001: 120). Despite this evidence, Health Department 
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officers persisted with using the location of the Drug and Alcohol Service as a key 

reason for not advancing the agreed level of funding. This insistence was despite, 

supposedly, being aware of some public health principles regarding acceptability, 

accessibility and integration, and the findings of the community consultation on the 

preferred location of the Drug and Alcohol Service. The irony of this situation was 

not lost on some of the AMS workers: 

In a public health sense what we are doing is correct and what they {the Department of 

Health} want done is incorrect. 

(Senior AMS policy worker, FN #7 21/11/2001: 120) 

Unhappy with the lack of progress in the negotiations with the Health Department 

over these matters, AMS staff entered the next level of their strategic process to 

ensure a more satisfactory outcome on the points of contention. Contact was made 

with the Premier’s Office to see if some pressure could be brought to bear on the 

Health Department to implement the Health Minister’s directive of September 1998. 

This approach led to a meeting on 10/07/2000 between representatives of the AMS 

and an adviser to the Minister for Health. At this meeting, it was agreed by the 

Ministerial adviser that the Department would have to honour the funding allocation 

made in the letter from the former Health Minister (AMS Redfern 2001). Further, it 

was agreed that as the former Minister’s decision was prior to the Health Department 

leasing the Council of Good Government building, there should be no obligation for 

the Drug and Alcohol Treatment Service to relocate from their current premises. A 

further series of meetings were arranged to ensure that the issues of contention were 

resolved. These collapsed after just one further meeting, with no change in the 

impasse. 
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By November 2000 there was increasing dissatisfaction at the level of bureaucratic 

obstruction that was continuing to be encountered in the attempts by the AMS to 

obtain the agreed levels of funding for this program. The delays in obtaining full 

funding for the Drug and Alcohol Treatment Services were beginning to have more 

urgent financial implications for the AMS. The funding allocation for the first 

quarter of the financial year for the Drug and Alcohol Treatment Service had not 

been received. This was not an unusual situation, as noted by Foley more than 

twenty years earlier (Foley 1975). During most of the time that I worked at an 

ACCHO in Perth in the 1980s, it was unusual to receive funding allocations on time 

with payments mostly arriving late, sometimes very late. Funding programs 

effectively in arrears, when the organisation is not a profit making enterprise, 

understandably places significant pressure on an organisation. At times, depending 

on how late a grant payment is, it can become intolerable, and challenge the viability 

of an organisation’s very existence.  

These issues aside, the continued under funding of the program by the Health 

Department meant that the AMS had been forced into deficit mode to ensure that the 

Drug and Alcohol Treatment Service could operate effectively. Staff at the AMS 

decided that it was time for a change in tack and the implementation of the next level 

of the advocacy strategy mentioned earlier. In November 2000, an approach for 

assistance was made to Andrew Refshauge, the former Minister for Health who had 

approved the funding for the program and, by this time, Deputy Premier. It was 

hoped that his intervention might help resolve this matter. What eventuated was 

another meeting, held in December 2000, with the same adviser to the Health 

Minister with whom the AMS staff had met some five months earlier. At this stage 

the accumulated deficit in relation to this program was $103,000 (AMS Redfern 
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2001). At the meeting the Ministerial adviser retreated substantially from his July 

statement and said that there was little likelihood of the AMS receiving the $400,000 

approved by the previous Minister in September 1998, let alone the $505,000 per 

year that was actually approved. The reason cited was the failure of the AMS to use 

the Council of Good Government building (AMS Redfern 2001). The multiple 

reasons stated previously as to why this particular site may not be appropriate and 

the prolonged period of operating out of the premises in Redfern Street failed to 

convince the adviser. The adviser agreed to look at the accumulated deficit incurred 

by the AMS in relation to operating the Drug and Alcohol Treatment Service, and 

stated he would provide a reply, including a revised budget for the program, within 

seven days. 

Consistent with previous (in)actions in relation to this project, nothing eventuated. 

Repeated letters from the AMS in January and February 2001 requesting the 

promised information brought no response. This prompted the Chairperson of the 

AMS to write to the then Health Minister, Craig Knowles, expressing his 

dissatisfaction at the difficulties that continued to confront the full implementation of 

this program (Bellear 2001). In this letter he stated that in the thirty years the AMS 

had been in operation, it had never experienced a similar situation where a 

ministerial directive had been seemingly deliberately disregarded. Further, 

… some of these issues are over 2 years old … it is reasonable to think that a resolution 

should have been effected some time ago … our organisation has been the recipient of 

unacceptable treatment which is beginning to look discriminatory. 

(Bellear 2001)  

The Minister did not reply directly, although a letter was received from his adviser, 

dated 16/03/2001. In this letter it was agreed that the Department would meet the 
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accumulated debt incurred by the AMS in relation to the provision of the Drug and 

Alcohol Treatment Service, which by then had increased to $190,000 (AMS Redfern 

2001). The level of recurrent funding offered was only $200,000, less than half of 

what was approved by Andrew Refshauge some two and a half years earlier. 

Continued attempts to get this offer increased or to get the Department or the 

Minister to comply with the original agreement proved fruitless. By August 2001, 

after more than two years of a frustrating impasse, involving repeated delays and 

diversions by the NSW Health Department and the NSW Health Minister’s office, 

which had been directed in May 2001 by the Premier’s office to resolve the situation, 

it was decided that a higher level of intervention was warranted. Consequently the 

AMS asked the Premier’s office to take charge of negotiations. Within two weeks, 

the matter was finally resolved, in principle, by the Premier’s office with an offer 

which honoured the terms of Health Minister’s letter of September 1998. AMS staff 

were notified by one of the Premier’s advisors that the Premier had announced the 

resolution to this rather protracted and distressing saga of obstruction and rationing 

in September 2001 (AMS Redfern 2001c). The Premier is recorded in Hansard in 

November 2001 referring to the decision to provide the AMS with $550,000 to 

improve the services available for people using substances in November of that year 

(Carr 2001).  

By late November 2001, no funds had been received, despite the Premier’s 

parliamentary announcements. The reason for this delay was in part due to a delay in 

receiving the relevant letter of offer and performance agreement from the NSW 

Health Department. This delay, AMS staff could not explain, as they had prepared a 

draft performance agreement in September 2001 at the request of the Health 

Department. The drafted agreement was based on the performance agreement 
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developed jointly between the AMS and the Health Department in 1999, when the 

initial funding was provided for the program. After many requests, the letter of offer 

was eventually received nine weeks after being advised of a resolution by the 

Premier’s adviser. The performance agreement that came with the letter of offer 

contained a contentious provision requiring quarterly reporting, as this was a 

requirement under the initiative from which funds were earmarked for the AMS 

program. As noted in Chapter Seven, multiple reporting requirements is a particular 

issue for ACCHOs, due to the multiple funding agencies and program funding they 

have to pursue to ensure some adequacy and viability of resourcing. The AMS 

Director wrote to the relevant minister in order to be granted permission for 

reporting on a less frequent basis, consistent with the requirements of the AMS’s 

other funding sources.  

Around the same time as this struggle for implementation of an agreed position was 

continuing, in late October 2001, a consultant was appointed to the Premier’s office 

for a period of three years to establish the Redfern Waterloo Partnership Project, the 

purpose of which was to improve coordination of state government programs and 

funding in these suburbs (FN #7 21/11/2001: 121). Some of the AMS staff met with 

him in the second week of November 2001 to discuss their concerns about the failure 

of the Health Department to comply with the previous minister’s decision, and the 

protracted process that they had had to undertake in seeking a resolution of this 

issue. The AMS workers took along all of their evidence to support their position, 

including the numerous letters they had written. This proved to be a particularly 

useful strategy, as at the meeting it was clear that Departmental officers had briefed 

the consultant in a manner that implied that the AMS were being difficult. For 

example, he asked why the AMS was reluctant to sign the performance agreement. 
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When informed that the AMS had actually drafted the agreement, the consultant 

seemed somewhat taken aback (FN #7 07/12/2001: 132-134). Further, when 

informed of the details of the concern regarding the quarterly reporting requirement, 

and shown a copy of the letter the AMS had written to the appropriate minister 

seeking resolution of this issue, the AMS staff noted that there was a palpable 

change in the mood of the meeting. 

It appeared to the AMS workers attending the meeting that this was a ‘crucial event’ 

in revealing to the consultant that there were multiple stories being circulated about 

the AMS and its apparent reluctance to comply with Health Department requests 

(FN #7 07/12/2001: 134). The AMS staff told me they felt they had successfully 

demonstrated that the ‘reluctance and obstruction’ was actually coming from 

elsewhere, namely from some key people in the Health Department. They also felt 

that the consultant was unimpressed to have been misled. Interestingly, that night, 

the Director of Drug and Alcohol Services in the Health Department telephoned the 

Chief Executive Officer of the AMS at home, something that had never happened 

before. The Director informed her that the money would be released the next week 

(FN #7 07/12/2001: 121). The AMS received a performance agreement for the Drug 

and Alcohol Service program with annual reporting requirements on the 28th of 

November 2001, which was promptly signed and returned that day (FN #7 

28/11/2001: 125).  

I happened to ring one of the AMS workers that day and noticed an air of 

celebration. The CEO called out, for me to hear, ‘Miracles do happen!’ (FN #7 

28/11/2001: 125). Immediately she corrected herself, commenting that she would 

‘believe in miracles when the money was in the bank’. Within a week the AMS had 
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received the $200,000 that had not been paid by the NSW Health Department in the 

2000 / 2001 financial year and were expecting the full $505,000 allocation for 2001 / 

2002 by the middle of December 2001  (FN #7 07/12/2001: 131). Further, the AMS 

was informed that the rehabilitation program funded by the Commonwealth under 

the National Illicit Drugs Strategy (NIDS) program would receive funding for 

another year, to make up for the prolonged delay in the allocation of the funds 

referred to earlier in this section.  

The AMS eventually received the money for the first six months of the 2001/2002 

financial year on 11/12/2001, including an additional $8000 which, as it was told to 

me, they could ‘do with what they want’ (FN #7 15/12/2001: 148). In the discussions 

surrounding the resolution of this impasse, the AMS workers detected some positive 

indications that there may be support for the Drug and Alcohol Treatment Service to 

progress beyond stage one. There remains a possibility that the more comprehensive 

service envisaged back in 1982, and endorsed in the National Aboriginal Health 

Strategy in 1989 and by both governments and communities at the interagency 

meeting held at the Lawson Hotel in September 1997, may come closer to fruition.  

Some workers at the AMS shared a sense of optimism, as a senior policy worker said 

to me in a telephone conversation at the time: ‘for the first time in a long time I have 

some hope’ (FN #7 07/12/2001: 132). Given the long journey to achieve this win, 

how resilience and optimism are maintained may seem hard to understand. This is 

driven in part by the combined experience that in the struggles to achieve gains for 

their communities, the AMS workers have found that ‘we never lose … it might take 

time but we never lose’ (FN #7 02/11/2001: 92).  It remains to be seen whether this 

optimism is premature, given the protracted bureaucratic struggle required to get to 



 273 

this point. Another concern, as noted earlier in the chapter, is whether there will be 

other consequences for the AMS after achieving this apparent victory. In other words 

will the AMS be ‘punished’ in other ways by the imposition of more stringent 

requirements or the like in other areas of their operations?  

I discussed earlier how the performance agreement appeared to be used by the 

Health Department officials as a delaying tactic, despite there being an existing 

agreement dating back to 1999, and revised in September 2001. In other words, more 

work is required of the AMS, under the guise of having to account to government, as 

a response to the AMS trying to seek greater accountability, in the form of 

implementation of agreed action, from government.  

As noted in the previous chapter, it is considered to be a legitimate role of ACCHOs 

to try to ensure that governments and their departments are accountable in relation to 

their obligations to Aboriginal peoples (Bell in Scrimgeour 1997). Governments, as 

the major funder of ACCHOs, have considerable power when funding does not 

necessarily depend on need or agreement, but the good will and intent of decision 

makers, and those responsible for implementing those decisions. It takes courage and 

strength of conviction to be able to challenge those who, in effect, control the purse 

strings.  

More than twenty years after the conception of the DATS, there is increasing 

advocacy in the literature, and on the streets, for Aboriginal communities to be 

supported to develop substance use programs within ACCHOs, as well as the 

development of coordinated regional community based approaches to service 

delivery (Gray 1996; Gray, Jackson Pulver et al. 2006; Van der Sterren, Anderson et 

al. 2006). Yet, as has been revealed, those who have the ability to fund such 
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programs also appear to be reluctant to embrace proposals from Aboriginal 

communities. 

I have included considerable detail here from one particular program to help convey 

some of the strategies, almost of survival, that are required to be employed by 

ACCHOs in order to be able to implement what are agreed to be essential services. 

Central to these strategies are resistance and persistence. Of note also in both this 

and the story from Broome to follow, is an ability, and necessity, to be adaptable due 

to the deviations from what appears to be an agreed position. On numerous 

occasions, new barriers to the implementation of these agreed positions appear, and 

negotiations have to start afresh, complicated by the changing players with whom 

ACCHOs have to negotiate, in order to achieve successful funding and 

implementation of programs. As this outline implies, there has been an extraordinary 

amount of time, resources and energy expended in attempting to have this much 

needed service adequately resourced, so that it may be more fully implemented, only 

some of which I have been able to describe here. These are not isolated stories of 

particularly difficult negotiations, but represent a common experience of many 

within the ACCHO sector because ‘everything is so hard … it is so hard to get 

anything done’ (FN #7 02/11/2001: 92). This story relates to the struggle to achieve 

the agreed funds for one particular program. As noted earlier, ACCHOs have to 

obtain funds from up to thirty different sources so that they may start to meet the 

needs of their communities. Not all programs follow the same course that this one 

has, from conceptualisation to external approval to funding. But, as the quote from 

the AMS worker above implies, it is not an atypical journey either. 
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8.3 Summary 

AMSs need to be able to get on with what we do best, providing culturally appropriate 

primary health care to our people. 

(Hunter 2001a)  

Sixteen years after a key health priority was identified, and a plan developed to 

better meet that need, the Aboriginal Medical Service Cooperative Limited achieved 

a significant victory in 1998 when the then state Minister for Health approved 

funding of the Drug and Alcohol Treatment Service in Redfern. It took AMS staff 

another three years of political struggle, seeking both justice and essential resources, 

for this much needed service to be resourced at the agreed level to allow full 

implementation of the program. Reminiscent of Rob Riley’s (1994) advice, the AMS 

staff and management have continued to fight despite, in effect, being told that they 

were wrong. They have been firm in their belief that they were in the right, and were 

not put off by the displeasure of those that they had continually reminded that full 

implementation of the Minister’s decision had not yet occurred.  

To reiterate, the aim of this chapter is not to detail the program, or levels of need, or 

outcomes. Rather, it is reveal the processes involved in moving from the 

identification of an unmet or poorly met need to the establishment of a program to 

better meet those needs. That said, crucial to the success of substance use programs 

are Indigenous family and community initiatives (Gray and Saggers 2003). This 

story reveals how bureaucratic obstruction can be used as a technique of control, and 

offers a reminder of the importance of persistence and resistance in this under 

resourced field, and of the potential consequences of failing to persist. It is not hard 

to imagine, with many competing demands, how tempting it must be to consider 
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letting a particular issue drop. The outcome of obstructive and delaying tactics by 

funders is that it is possible that, due to competing demands and the consequent 

restricted time, energy and or resources, some issues may not be pursued, and hence 

may not proceed. Whether this is the intention of the obstructing process or not is not 

the issue. It is the outcome of perceived obstruction that is the issue, not the intention 

of the bureaucrats or decision makers who have been obstructive.  

Aboriginal people are at times merely pawns ‘in the game of power politics waged 

between the bureaucrats and politicians’ (Foley 1975: 40). The consequences of this 

game can be dramatic if Aboriginal people do not emerge the winners. If the AMS 

stops lobbying, then significant ground may be lost, and it may become harder to re-

establish that lost ground. It can require considerable energy and resources, as this 

particular story shows, to ‘fight all the way’ just to get implementation of an agreed 

position. This story also offers an indication of what is required to try to obtain 

approval and funding of a program or service which decision makers and funders 

may not, for what ever reason, fully support. How much easier might the job of 

ACCHOs be if the energy and resources used attempting to get agreed support 

implemented could otherwise be utilised on other campaigns, services or in 

addressing broader structural issues? What might be the consequences for 

community relations and the health of Aboriginal men, women and children?  

In the chapter on substance use in the National Aboriginal Health Strategy, it was 

stated that the ‘motivation for Government action comes from intermittent political 

pressure, rather than from a commitment to effective long term solutions for future 

generations’ (National Aboriginal Health Strategy Working Party 1989: 195). It is 

this difference in motivations and processes that at times sets the ACCHO sector and 
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government sectors apart. Whilst the AMS in Redfern may ‘never lose’, the reason is 

only partly based on persistence. What sustains and accompanies the persistence that 

enables the AMS to win is because the ‘long term objectives we have we will never 

give up … we will pursue them to the end’, until what is sought is achieved (FN #7 

07/12/2001: 132). That said, despite having a program which is well designed and 

the more appropriate for the setting and particular needs of the local communities, 

departmental obstruction, shifting positions and back downs do test the resolve of 

AMS workers to the point of anger and exasperation. As Naomi Mayers, the CEO of 

the AMS in Redfern, stated in a letter to the Director of Drug and Alcohol Programs 

in the NSW Health Department towards the end of this particular struggle: 

I have had enough of writing letters about our Drug and Alcohol program. In all my 

years as an administrator, I have never encountered a more difficult process of extracting 

approved monies from a funding body. Our program has the respect of many people in 

the Drug and Alcohol industry. It is known for its good quality work. We would really 

just like to get on with things. 

(Mayers 2001a) 
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Chapter nine: ‘A place of our own’  

The Kimberley Satellite Dialysis Centre is a testament to the vision, dedication and 

effort of the Aboriginal community in the Kimberley region to meet the urgent health 

needs of our people. Once kidney failure meant certain death. Then it was the city and 

heartache or death. Now, our people can return to a place that is close to home, a place 

that feels comfortable, a place where family are welcome, a place of our own. 

This is a good achievement to which many have contributed. The vision of the Aboriginal 

leaders, who founded the community controlled health services in Broome and across 

the Kimberley region (many of whom have passed on) made it possible. The support of 

the State and Commonwealth governments and the efforts of the late Puggy Hunter, who 

fought long and hard for this unit but sadly did not live to see it open are warmly 

acknowledged. 

This unit is just the beginning. The continuing struggle is to stop our people ending up 

on the kidney machines in the first place. This needs work to address the underlying 

causes, such as poverty, over crowding and poor nutrition as well as improved access by 

our people to community controlled health Primary Health Care services. 

This centre is the first Dialysis Unit run by an Aboriginal Community Controlled Health 

Service in Australia. 

(Yawuru Elder Frank Sebastian 2003) 

9.1 ‘These sorts of people don’t do very well …’ 

The Redfern story in Chapter Eight is not an isolated example. Identifying a 

significant health care need and developing a plan to best meet that need in a 

Primary Health Care setting is an issue that has confronted the Kimberley Aboriginal 

Medical Services Council in Broome in the far north of Western Australia. 

Reminiscent of the experience in Redfern, but focussing here on services for people 

with end stage renal failure, the journey to the realisation of this vision of a better 

way has been dotted with obstruction, shifting positions and reversals from points of 

agreement. 
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The title for this section is drawn from an article by Lowe, Kerridge and Mitchell 

published in the Journal of Medical Ethics in 1995, where the authors discuss the 

situation of an Aboriginal woman with worsening renal failure and her health care 

options. The reason she was excluded from some common treatment options was 

because, in the view of her treating doctor, ‘these sorts of people don’t do very well 

…’ (Lowe, Kerridge et al. 1995: 356). As the work done in Alice Springs by 

McMasters and Devitt for the Central Australian Aboriginal Congress shows, there 

are many reasons why Aboriginal people with end stage renal failure may not ‘do 

very well’ (Devitt and McMasters 1998a).  

Some of the key reasons for assuming that some people may not ‘do very well’ 

include the availability, location and appropriateness of health care services for 

Aboriginal people with end stage renal failure (Devitt and McMasters 1998a; Couzos 

and Thomas 2003). In other words it is access to, rather than suitability for, treatment 

that is of particular relevance. This issue becomes even more pressing in the context 

of end stage renal failure, where there is little choice of treatment options. In order to 

survive, people with end stage renal failure require either some form of dialysis, or a 

kidney transplant (Edwards and Madden 2001). In the context of this research, this 

problem is significant due to the high incidence of renal failure in Aboriginal 

communities, some four to thirty times higher than for all Australians (Cass, 

Cunningham et al. 2001; McDonald and Russ 2002; Burrow and Thomson 2003). Of 

particular concern is the dramatic increase in the number of Aboriginal people 

requiring renal dialysis that has occurred since the mid 1980s (Devitt and McMasters 

1998a; Atkinson, Bridge et al. 1999; Couzos and Murray 1999; Cass, Cunningham et 

al. 2001; Couzos and Thomas 2003). 
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It is important to recognise the human element behind such statistics (Dodson 1995). 

Whilst the number of people affected by end stage renal failure may be relatively 

low, in comparison with the many other health problems experienced, the disease 

has a severe impact on the quality of life of those affected, their carers, families and 

communities (Cass, Cunningham et al. 2001; Edwards and Madden 2001). The loss 

of significant numbers of relatively young people represents the loss not just of the 

lives of those people, dramatic as that is, but also their knowledge, skills and 

connections.  

As discussed in Chapter Three, one of the prominent people in the Aboriginal 

community controlled health movement who helped inform this research, was on 

haemodialysis and died during research for this thesis. His death is one of many that 

provide an example of how significant this disease is for Aboriginal communities 

both locally and nationally. The loss of his corporate knowledge and effectiveness as 

an advocate for Aboriginal community control in Aboriginal health continues to be 

felt, more than five years after his death. While it is revealing to focus on the loss of 

individuals who may be particularly prominent or well known, it is important to 

remember that there are many others not so well known but equally important to 

families and communities. The impacts of these collective losses cannot be 

underestimated. 

9.2 Backgrounding renal disease in Aboriginal communities 

There is a marked regional variation in the incidence of renal failure in Aboriginal 

communities across Australia (Cass, Cunningham et al. 2001; Cass, Cunningham et 

al. 2002). Analysis of the reasons behind the development of renal disease helps to 

contextualise and explain this variation. The causative factors are complex, with key 
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risk factors including diabetes, high blood pressure, infections, low birth weight and 

obesity (McLennan and Madden 1999; Edwards and Madden 2001).  

With this diversity of risk factors, renal failure can be considered a reflection of the 

overall health of a community or population. It is the particular mix of circumstances 

and patterns of ill health that exist within communities that influence the incidence of 

renal failure in different settings. Recently some writers have started to apply this 

thinking to renal disease, and are utilising relative social and economic disadvantage as 

a possible explanatory model for variations in the incidence of renal disease (Cass, 

Cunningham et al. 2002).  

Renal disease, along with a number of other diseases that commonly affect 

Indigenous peoples, such as diabetes and cardiovascular disease, have been labelled 

‘diseases of racism’ (Lowe, Kerridge et al. 1995: 356). Successful prevention of 

these health problems requires intersectoral approaches aimed at removing current 

inequities that have their origins in racism, oppression and continuing colonial 

influences, rather than any particular biomedical strategy (National Aboriginal 

Health Strategy Working Party 1989; Lowe, Kerridge et al. 1995; Mayers 2002b). 

To be effective, any approach must be integrated and multifaceted. The greatest 

effective change comes from addressing structural issues. Without structural change, 

treatment, education or prevention strategies will do no more than 'tinker with 

existing political and economic systems that marginalise and exclude Indigenous 

peoples, and perpetrate the inequalities they face' (Saggers and Gray 1998: 169).  

Achieving a sustained improvement in health is reliant on more than just a health 

system response; it requires an integrated approach by government and the 
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community to address the structural determinants of health (Dodson 1991; Saggers 

and Gray 1991a; Cass, Cunningham et al. 2002). Similarly, renal failure cannot be 

addressed by single, isolated strategies, but must be part of a broader, more 

integrated approach to health. In other words, fixing renal disease alone is not a 

realistic goal unless the circumstances that place people at risk of developing renal 

failure are also addressed. That said, the progression of renal disease can be 

significantly delayed through early detection, appropriate blood pressure control 

with the correct medications, good control of serum lipid levels and avoidance of 

tobacco smoking (Couzos and Murray 1999; Hoy, Baker et al. 2000; Edwards and 

Madden 2001; North West Health Services Planning Steering Committee n.d.). 

There is good evidence emerging that the relative risk of developing chronic renal 

failure can be reduced by a range of simple primary heath care measures (Hoy, 

Baker et al. 2000), and in some studies there have been dramatic reductions (Hoy, 

Vanbuynder et al. 2001). Unfortunately, those gains can be short lived if the program 

is not sustained due to infrastructure or financial constraints or other reasons (Hoy, 

Kondalsamy-Chennakesavan et al. 2005).  

While there are primary care strategies that can reduce the extent of renal failure, 

people who already have renal failure need culturally secure, high quality health care, 

to ensure that the impact of their disease is minimised, and their chances of a 

healthier and longer life are maximised. 

There is a marked disparity between Aboriginal and non-Aboriginal Australians’ 

experience of renal failure, the treatment options available and the outcomes of that 

treatment. The incidence of end stage renal failure doubled every three to four years 
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during the 1990s in Aboriginal communities in the Northern Territory (Devitt and 

McMasters 1998a: 1; Couzos and Murray 1999: 212-239) but remained relatively 

stable in the Australian population as a whole.  

In 1997, the age and sex adjusted incidence rate of new diagnoses of end stage renal 

failure among Aboriginal men and women was approximately nine times that among 

non-Indigenous Australians (Cass, Cunningham et al. 2001). Unfortunately, this is 

not just a problem for remote areas. Aboriginal people in urban settings also suffer 

from renal failure at a significantly higher rate than the Australian average (Cass, 

Cunningham et al. 2001).  In remote Aboriginal communities the incidence of end 

stage renal failure is up to thirty times that of the Australian population as a whole 

(Cass, Cunningham et al. 2001; Edwards and Madden 2001; Australian Indigenous 

HealthInfoNet 2002) with rates up to ninety nine times higher in some settings (Hoy 

1996; Devitt and McMasters 1998a).  

In 2001, the rate of new diagnoses of end stage renal failure for Aboriginal people 

was over four times the rate Australia wide (McDonald and Russ 2002).  In the same 

year the total prevalence of end stage renal failure in Australia was 633 per million 

compared to a prevalence of 1731 per million in Aboriginal communities. This 

implies a prevalence ratio of 2.7 (McDonald and Russ 2002). The fact that 

prevalence ratios are much lower than incidence rate ratios reflects the substantially 

poorer survival of Aboriginal people who develop end stage renal failure (Devitt and 

McMasters 1998a). One study from the 1990s found that the mean survival for 

Aboriginal people with end stage renal failure was 3.6 years, compared with 12.3 

years for non-Aboriginal Australians (Spencer, Silva et al. 1998). During the period 

1991-2000, the five year survival for Aboriginal people with end stage renal failure 
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was 60%, compared with 85% for non-Aboriginal Australians (Couzos and Thomas 

2003; McDonald and Russ 2003). 

Factors to consider in addition to the higher incidence of renal failure in Aboriginal 

communities include the age of onset of renal failure and access to, and the cultural 

security of, treatment services. Overall, Aboriginal people tend to develop end stage 

renal failure some twenty years earlier than the Australian average (Couzos and 

Murray 1999). Further, there has been a shift in the median age of commencement of 

renal dialysis for Aboriginal people to a younger age group (Burrow and Thomson 

2003; North West Health Services Planning Steering Committee n.d.). 

The 2002 report from the Australian and New Zealand Dialysis and Transplantation 

Registry records that Aboriginal people are entered on the waiting list for 

transplantation at a much lower rate than non-Aboriginal people (McDonald and 

Russ 2002). Further, Aboriginal people are much less likely to be accepted for, and 

to receive, a kidney transplant. The rate of transplantation for Aboriginal people is 

just less than one third that of the non-Aboriginal rate, and this cannot be explained 

by age, gender, comorbidities or the cause of renal failure (Cass, Cunningham et al. 

2002).  

Explanations for inequitable access to health care services locally and internationally 

include racial discrimination as a key explanatory factor (Lowe, Kerridge et al. 1995; 

Bhopal 1998; Bhopal 2001), and it is plausible that racism is a factor in access to 

transplantation in Australia. Defining the specific role of racism can be difficult, due 

to the complexity of factors that influence inequality in health care needs and 

services, however, its role in the rationing of health care services is of relevance here 

(Bhopal 2001), especially given that it is much more than the mere physical presence 
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of or proximity to a health care service that is important in influencing access (Paul 

1998a). As Wilkes concluded in relation to some of the obstacles that confront 

Aboriginal peoples regarding accessing health care services: 

There is a psychological distance, which is as great in its effect as the geographical 

distance. 

(Quoted in Paul 1998a: 69) 

As the earlier discussion on Primary Health Care in Chapter Four shows, issues of 

affordability, acceptability, availability, appropriateness, participation and continuity 

are also relevant for effectiveness (World Health Organisation 1978). Whilst location 

of health care services is only one factor that determines access to health care 

services, in the context of end stage renal failure and the need for permanent 

treatment, it becomes critical, and location of treatment services is an obvious barrier 

to equitable access for a significant proportion of Aboriginal people with renal 

failure (Cass, Cunningham et al. 2001), compounded by the significant regional 

variation in the incidence of renal failure referred to earlier.  

Historically, the location of services for haemodialysis has tended to be in major 

urban centres. For example, in Western Australia, people requiring haemodialysis 

had to relocate to Perth. In the Northern Territory it meant relocation to Darwin or 

Adelaide or, after 1987, to Alice Springs (Devitt and McMasters 1998a: 5). Given 

the significant numbers of Aboriginal people who require dialysis as their kidney 

function deteriorates, this has, until very recently, meant that many people have had 

to relocate considerable distances in order to access the needed health care services. 

The dislocation between centralised renal services and where people usually live 

occurs across Australia (Couzos and Murray 1999; Cass, Cunningham et al. 2001); 
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the forced relocation to distant urban areas for treatment impacts on the patient, their 

family and community (Cass, Cunningham et al. 2001); and the separation from 

family, community and land are all significant factors which influence people’s 

withdrawal from renal treatment programs (Spencer, Silva et al. 1998; Devitt and 

McMasters 1998a). 

The situation in central Australia demonstrates this very well. Prior to the 

establishment of renal services in Alice Springs in 1987, Aboriginal people in central 

Australia requiring dialysis had to relocate to Adelaide (Devitt and McMasters 

1998a). The establishment of more comprehensive renal services in Alice Springs 

may seem to be a significant step towards more localised care, but Devitt and 

McMasters (1998a) reveal a different story. They found that the majority of the 

Aboriginal people with end stage renal disease in the Alice Springs study came from 

remote locations, with over a third normally living more than four hundred 

kilometres away. Thus the establishment of a satellite unit may reduce the distance 

from the place of usual residence but this can still remain a considerable distance. 

Further, as Devitt and McMasters clearly document, proximity of access is only one 

of the issues that influence acceptability of renal services, and culturally 

inappropriate, unwelcoming services, as discussed earlier, reduce effective access to 

health care services (Heggenhougen 1991). 

Prior to the opening of the Kimberley Satellite Dialysis Centre in Broome in October 

2002, a diagnosis of end stage renal failure meant relocating to Perth, up to three 

thousand kilometres away from home. In the following section I discuss some of the 

background to the struggle for more accessible and culturally secure renal health 

services in the Kimberley region. This story reinforces the multilayered nature of the 
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struggles for control and resources, highlighting the tension between Aboriginal 

peoples’ assertion of self determination via Aboriginal Community Controlled Heath 

Organisations and the apparent reluctance of some within government or the 

government health sector to let ‘go of the controls’ (Johnston 1991, vol 4: 50). 

9.3 Seeking ‘homely dialysis’ services 

The nurses don’t realise why the renal patients die, because people worry for their 

family, for their Country, and to be there with the family close by. That’s why they get 

worry and stress, they get a lot and they get sick because of thinking, you know. 

(Smithy Zimran Tjampitjinpa in Rivalland 2006: 7) 

While, as outlined above, the key to long term change in the rates of illness is to 

address the structural determinants of health (Dodson 1991; Paul 1998b), until that 

occurs biomedical approaches still have an important role in addressing the 

extraordinary burden of illness within Aboriginal communities (Mayers 2002a). To 

put it another way, once people become unwell they need, and deserve, access to 

appropriate, culturally secure, and effective, sick care (Burrow and Thomson 2003). 

Once renal function deteriorates significantly, the options for treatment are limited to 

continuous ambulatory peritoneal dialysis (CAPD), continuous cycle overnight 

peritoneal dialysis, home haemodialysis, hospital or satellite unit haemodialysis and 

kidney transplantation.  

Provision of home haemodialysis for everyone who needs dialysis might seem 

straightforward in the context of a country such as Australia. Unfortunately, it is 

more complex than finding the funding for the machines required, though, as the 

previous chapter illustrates, securing adequate funding is hard enough. Basic 

requirements for haemodialysis machines include a stable and reliable power supply, 
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potable water, an appropriate physical location, adequate storage facilities for 

consumables and maintenance materials, and the knowledge and skill to maintain the 

unit (Devitt and McMasters 1998a; Couzos and Murray 1999). These requirements 

cannot always be met, and mean that despite home haemodialysis being a preferred 

treatment option, it is not always the best available, or most viable, option for some 

people, with overcrowding being the main contributing problem (Couzos and 

Murray 1999; North West Health Services Planning Steering Committee n.d.; 

Kimberley Aboriginal Medical Services Council n.d.a). In 1998, after ten years of 

experience in the Pilbara region of Western Australia, it was concluded that home 

haemodialysis 'is not the ideal treatment and the survival of this group on dialysis is 

much poorer than any other group' (North West Health Services Planning Steering 

Committee n.d.: 9). In the Kimberley, dialysis in people’s homes has been 

uncommon, but home type haemodialysis in community clinic buildings has been 

better than the reported Pilbara experience. Staff in Broome report that self care 

haemodialysis at a clinic in a remote community out of Broome has been effective.  

This includes one man being on dialysis for over nine years before he died in 2003 

(BRAMS GP, personal communication, Oct 2003).  However, this option has to date 

only been available to a very small number of people. 

An alternative to home or self care haemodialysis is peritoneal dialysis. Whilst this 

method of dialysis is less dependent on sophisticated technology, it is still 

problematic (North West Health Services Planning Steering Committee n.d.), 

because it requires adequate storage facilities for the bags of dialysis fluid, and an 

appropriate means to dispose of the fluid and bags once used. Further, people need to 

be in an environment that ensures that infection or contamination of the catheter site 

is avoided. Even in the best environments, peritoneal dialysis is rarely a long term 
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solution, due to the high rate of infections. In the absence of a regional satellite 

dialysis unit, the failure of peritoneal dialysis leaves people with the limited choice 

of relocating to Perth for haemodialysis, or death. Unfortunately, there have been 

more people in the North West region of Western Australia with renal failure than 

Perth hospitals can effectively cope with (North West Health Services Planning 

Steering Committee n.d.). Hence the conclusion of the Norhealth 2020 regional 

health planning process, amongst others, was that there was a need for satellite 

dialysis units closer to where people live (Devitt and McMasters 1998a; Cass, 

Cunningham et al. 2001; North West Health Services Planning Steering Committee 

n.d.).  

Prior to the mid 1980s, the entry of Aboriginal people from the Kimberley region 

into renal function replacement programs was at best 'an occasional and sporadic 

event' (Kimberley Aboriginal Medical Services Council and Health Department of 

Western Australia 1999: 2). For example, when David Atkinson 46 commenced work 

as a medical practitioner in Fitzroy Crossing in 1984, he was informed by one of the 

nursing staff that one to two people died each year from chronic renal disease (FN #9 

28/03/2003: 5). Acknowledging the anecdotal nature of this, it is a significant figure, 

especially as this relates to a population of approximately two thousand people. This 

rate is not significantly different from more contemporary rates in some Australian 

communities (Cass, Cunningham et al. 2001; McDonald and Russ 2002). Of 

particular relevance is that Aboriginal people from the Kimberley region were 

usually not offered dialysis even if they had been referred to a major hospital for 

                                                

46  David Atkinson was the consultant who helped produce the Kimberley Regional Aboriginal Health 
Plan in 1999 and a co-supervisor of this thesis. 
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management of their renal failure. As it was put to me, ‘they were sent home from 

Perth to die’ (Atkinson, personal communication, FN #9 28/03/2003: 5). 

David Atkinson, reflecting on his work as a general practitioner in Fitzroy Crossing 

in the mid-1980s, recalled that it was in 1985 that, to his knowledge, the first person 

from that area was accepted for haemodialysis (FN #6 30/05/2001: 55-56). By way 

of comparison, it is reported that it was 1980 when the first Aboriginal person was 

accepted into the renal unit in Darwin (Burrow and Thomson 2003). Atkinson 

recalled that he had referred an Aboriginal woman to hospital in Derby for 

assessment and treatment. She was subsequently transferred to Perth with end stage 

renal failure and was dialysed acutely. He was surprised when he was informed that 

the person had returned to Fitzroy Crossing a few weeks later.  

… she was an intelligent woman. There was not a difficulty in communication here … 

that was one of the things that staggered me … I was shocked by it … it was as if they 

thought she didn’t even need to know that she has been sent home to die. 

(FN #9 19/11/2003: 63) 

The patient informed him that the hospital team in Perth had asked whether she 

would like to return home to the Kimberley or to stay in Perth for dialysis. She chose 

to return to family and country. It was Atkinson’s view that neither the person 

concerned, nor her family, had been adequately informed of the consequences of the 

decision to return to Fitzroy Crossing. Namely, that returning to her home meant 

certain death within, at most, a few weeks.  

After discussions between her, her family and the GP, it was decided that she would 

like to return to the Perth hospital for continued haemodialysis. Some three to four 

years later, following substantial lobbying and effort by, amongst others, the renal 
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physician responsible for her care at the Royal Perth Hospital renal unit, a home 

dialysis machine was installed at the Fitzroy Crossing Hospital for her use, and she 

was eventually able to return to Fitzroy Crossing to family and country. It is 

Atkinson’s recollection that this was one of the first haemodialysis machines to be 

located in the Kimberley region. The machine was located at the hospital because the 

conditions where she and her family lived were not suitable, due to a lack of space 

and secure storage facilities as well as an unreliable power supply. 

On the face of it this would seem to be a successful and appropriate outcome. 

However, access to the technical machinery of health care does not necessarily mean 

people have access to culturally secure care. Sandy Toussaint 47, an anthropologist 

with close connections to the Fitzroy Valley region, recalled the circumstances of, 

and reactions to a woman’s return to her home country in the mid 1990s (FN #8 

10/12/2002: 171-172). Toussaint was shocked at the response of some of the hospital 

staff to the concept of providing dialysis treatment at the hospital. The dialysis 

machine was located in what seemed to be a storage area in the hospital, with limited 

space. Often she would not be offered food or a drink whilst she was on dialysis, 

despite the climate and length of time that she was on the machine (FN #8 

10/12/2002: 171-172). She and her family lived out of town and did not have access 

to reliable transport. Despite the hospital having community based health staff, it 

was uncommon for transport assistance to be offered to get to or from dialysis. 

Toussaint commented that, in her opinion, despite her chronic illness and needing to 

                                                

47 Sandy Toussaint co-supervised this thesis 
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attend three times a week for dialysis, it seemed that the woman was offered 

minimal, and at times reluctant, support from the hospital staff. 

Whilst these are only parts of particular people’s stories, they are significant in the 

history of renal health care for people from the Kimberley, as they exemplify some 

of the difficulties that Aboriginal people from that region have had to confront if 

they or a family member develops end stage renal failure.  

Over the past twenty years, similar to the experience in the Northern Territory, there 

have been increasing numbers of Aboriginal people diagnosed with end stage renal 

failure, and hence requiring access to renal health services (Spencer, Silva et al. 

1998; Councillor 2005). It is against this history of an increasing need for renal 

replacement services that are appropriate, acceptable and accessible that there has 

been an increasing advocacy for haemodialysis services to be established closer to 

where people normally live.  

This was a particular concern to Kimberley Aboriginal people because of the 

increasing number of people being stranded in Perth on dialysis (Murray 2001; 

Wearne and Murray 2003). In January 2001, Puggy Hunter told me that he, and 

others, had been actively lobbying for a renal dialysis unit in the Kimberley since 

1994. He noted that despite this long term advocacy it would be ‘another eighteen 

months before it is up and running’ (FN #5 23/01/2001: 3). His prediction was not 

far off. It was not until 21/10/2002, eight years after concerted lobbying for its 

establishment began, that the Kimberley Satellite Dialysis Centre commenced 

operations (Wearne and Murray 2003). 
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The impacts of remoteness from family and community due to the need to access 

health care services a long distance away can be significant (Atkinson, Bridge et al. 

1999; Couzos and Murray 1999). The lack of adequate support structures, in addition 

to the effects of a chronic disease can greatly influence the quality of life for people 

on dialysis (Devitt and McMasters 1998a). It is not only having to deal with an 

intensive engagement with the health care system, but also a shift in living 

arrangements, separation from family and friends, social, cultural and economic 

differences and language issues. Living in social and cultural isolation in some 

distant location may improve access to renal health care, but is at a considerable cost 

to overall wellbeing.  

The lack of family and community contact and the failure to meet obligations related 

to family, ceremonies or sorry business is central (Devitt and McMasters 1998a). 

Significantly, McMasters and Devitt concluded that the importance of family, and 

community connections and obligations, is frequently not fully appreciated by health 

care providers. Family relations emerged as the single most important factor 

influencing the ability of people with end stage renal disease to be able to cope and 

persist with treatment. ‘Family support – you can’t beat that!’ was a frequent 

comment made to the authors of the Central Australian study (Devitt and McMasters 

1998a: 75).  

One of the important lessons from the experience of dialysis units in Kalgoorlie, 

Darwin and Alice Springs in the Northern Territory was that getting the machines 

and nursing staff was the ‘easy bit; whether Aboriginal people survived on dialysis 

hinged on cultural safety, accommodation, support services, family and countrymen' 

(Wearne and Murray 2003: 10). The Kimberley Regional Aboriginal Health Plan 
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acknowledged that whilst home dialysis may be the preferred option for people 

requiring dialysis, there are circumstances which mean that for many this may not be 

an option. In such circumstances ‘homely dialysis needs to be available’, ideally in 

an appropriate community location such as an Aboriginal Community Controlled 

Health Organisation (Atkinson, Bridge et al. 1999: 96).  

The Regional Plan made some very specific recommendations about how this should 

be achieved. Namely, that a new collaborative regional dialysis service based in the 

community in Broome that was purpose built; developed in close collaboration with 

KAMSC; and, jointly funded by the State and Commonwealth (p. 96). The Regional 

Plan acknowledged that being community based, the new service would facilitate 

greater Aboriginal involvement in the service and improve the long term chances of 

effective intervention (p. 96). There were also very clear recommendations in 

relation to the roles and style of operation that the new service should encompass. In 

particular, it was agreed that there should be a major focus on the education of 

Aboriginal Health Workers, carers, clients and the community, with an emphasis on 

preventive programs aimed at reducing or delaying the need for dialysis (p. 96). 

The Kimberley Regional Aboriginal Health Plan, whilst facilitated by an external 

consultant, was overseen and signed off by a joint partnership between State and 

Commonwealth health departments, ATSIC regional council representatives, 

KAMSC, the State Aboriginal Affairs Department, and the state regional health 

service (Atkinson, Bridge et al. 1999; Councillor 2005). This joint engagement and 

signed agreement of the Regional Plan offers further insights into how achieving 

agreement can be just another step in the journey towards implementation. The 

following section reveals some of the struggles to achieve such highly technical care 
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in the context of a Primary Health Care setting, in this case an Aboriginal 

Community Controlled Health Organisation, in order to ensure greater access to 

more culturally secure care.  

9.4 The serpentine route to a better way? 48 

The evil empire refuses to let go  

(KAMSC worker, FN #9 02/04/2003: 11) 

The Kimberley Satellite Dialysis Centre commenced operations on the twenty first 

of October 2002. However, just days before the opening, there was some uncertainty 

about this. As it was put to me, ‘… that’s if Kevin signs the contract’ (BRAMS GP, 

personal communication, FN #8 17/10/2002: 155) 49. The reasons behind such 

caution so close to the planned opening have their origins in the protracted and 

somewhat circuitous journey to that point. It reflects a learnt reality which shares 

some resonance with Naomi Mayers’ comment in the previous chapter, that she 

would reserve her judgement about an apparently significant victory until the 

‘money was in the bank’ (FN #7 28/11/2001: 125).  

The Kimberley Satellite Dialysis Centre was the first Aboriginal community 

controlled dialysis unit in Australia. Walking into the Centre, as I did for the first 

time in March 2003, it was easy to be overawed by the practicality, functionality and 

                                                

48 The serpentine analogy has multiple layers of meaning. The Kimberley Satellite Dialysis Centre has 
a snake image on the floor which leads people from the entrance through to the dialysis area and back 
again. In the Kimberley, the rainbow serpent and water snake are integral parts of creation stories. As 
this story reveals, there is also some symbolism with the circuitous journey from recognition of an 
unmet, or at best poorly met need, to the realisation of a local, Aboriginal community controlled renal 
dialysis unit.  

49  Kevin Cox was the Administrator of BRAMS at that time 
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appropriateness of this facility. It was hard to imagine why so much time and energy 

was required in the political struggle to get it established. The airy open space 

delineated by rammed earth, corrugated iron, expanses of glass and a wide sheltered 

verandah was a great contrast to so many hospital based dialysis units. The Centre 

has two wings, extending at right angles away from a central nursing station. Each 

wing has five dialysis machines, all of which have a generous amount of room 

around them, and the bed at each machine faces out through a wall of glass onto the 

large verandah. No person having dialysis has to look directly at another person. The 

angled design with separate but connected wings means that people who for cultural 

reasons are not supposed to interact, or who are in dispute, can still undergo dialysis 

without being placed in a position of discomfort or confrontation. At the same time 

health staff are readily able to monitor all the people and machines from their central 

location. 

The contrast with the dialysis unit in a major teaching hospital in Perth, where most 

people from the Kimberley have had to go for dialysis prior to the Broome unit 

opening, could not be starker. The overcrowded, windowless space with dialysis 

machines situated directly opposite two or more other machines provided a very 

different quality of essential care for those with end stage renal failure. This is not an 

issue related to the skill or dedication of the health care service providers, but of the 

environment in which that care is provided. It is more than just the physical structure 

of the environment. It includes the way the unit operates, who ‘owns’ it, who 

provides the care, and the completeness of the package of care. In other words, 

moving beyond the ‘easy bits’ of machines and nursing staff to a more holistic, 

culturally secure health care service. 
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Being closer to family and country, rather than two or three thousand kilometres 

away, is a singularly obvious advantage. That said, just as found in Central Australia 

by Devitt and McMasters (1998a), having dialysis in Broome still means relocating 

many hundreds of kilometres for most clients of the service. 50 The differences in 

structure and layout reflect some of the reasons why the quality of the health care 

experience may also be different. Architecture alone, whilst important, cannot 

explain the remarkable early success of the KSDC. Anecdotally, this is supported by 

comments made by people utilising and working in the service. Of particular 

significance is the excellent attendance at the centre.  According to KAMSC staff, 

when asked after six and ten months of operation, there had been one hundred 

percent attendance, with not one person missing a single dialysis session (FN #9 

2003: 21, 37, 46). While these extraordinary levels of attendance have not continued, 

attendance remains excellent in 2007, certainly better than for Aboriginal people in 

most other settings in Western Australia. Such good attendance for treatment is in 

stark comparison with another satellite dialysis unit established in the Pilbara region 

some two years earlier, which reportedly had up to fifty percent of sessions missed at 

times (KAMSC Medical Director, personal communication, FN #9 11/08/2003: 37). 

An issue I return to later in this chapter. 

As a part of this research I developed, for KAMSC, a detailed time line of the key 

events that led up to the establishment of the Kimberley Satellite Dialysis Centre. 

The aim here is not to revisit all the steps along the way, but to highlight some of the 

key events in the journey to illustrate processes and issues that have confronted those 
                                                

50  For example, in March 2004, of the 38 people attending the dialysis centre, only four came from 
Broome town proper and an additional eight came from the Broome shire. Five people came from 
communities more than 1000 km from Broome. 
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actively seeking to establish a more accessible and culturally secure renal service in 

the region. The struggle for Aboriginal community control over health services for 

Aboriginal people can be viewed as a debate over preferred style. As the discussion 

in Chapter Four shows, there is more to the argument than preference. Whilst the 

style may well be different, more importantly is the quality or nature of the service, 

particularly with respect to the comprehensive primary health care approach.  

The mainstreaming debates or assumptions of duplication referred to in earlier 

chapters remain prominent points of contestation here. However, as I show in this 

chapter, the differences between the approach of ACCHOs and that of government 

services are ‘chalk and cheese’ (Kimberley Aboriginal Medical Services Council 

n.d.). This story also provides evidence of how persistence and community control 

have had a dramatic impact on both the quality and effectiveness of the health care 

experience for a group of people with a chronic illness. It highlights the magnitude, 

and multilayered nature, of the struggles that can confront those in Aboriginal 

Community Controlled Health Organisations as they attempt to improve access to 

culturally secure health care services. 

The recognition of the increasing need for culturally secure renal replacement 

services is a key initial step in this struggle. However, as this and the preceding 

chapter show, the realisation of the provision of services to better meet identified 

needs depends on much more than the recognition of an unmet or poorly met need. 

Perhaps pivotal in this particular story is the acknowledgment by some Royal Perth 

Hospital staff that there needed to be a better way to meet the renal health care needs 

of Aboriginal people from rural areas. This situation led to the establishment of an 

innovative change in the provision of health care services for Aboriginal people who 
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had to move from country areas to Perth for the management of their renal disease, 

(Couzos and Thomas 2003; Wearne and Murray 2003). The new model for service 

delivery was developed under the guidance of Mark Thomas, one of the renal 

physicians at RPH (Wearne and Murray 2003). 

Thus, since 1989 some Aboriginal people in Western Australia who have end stage 

renal failure and are being treated with CAPD or self care haemodialysis have been 

supported to return home, rather than being forced to remain in Perth for treatment 

(Thomas 1998). It should be noted that this was only available to some people, as for 

others it was considered that hospital haemodialysis was preferable to self care 

dialysis (Thomas 1998). Under this scheme, called the Remote Area Dialysis and 

Transplant Programme, people were still closely monitored by the renal unit in Perth 

by three monthly checks, which alternated between the renal specialist doing country 

trips to follow people up, and the patients returning to Perth for a check up (Thomas 

1992). At the time, it was estimated that whilst self care dialysis in remote locations 

was up to twenty five percent more expensive than metropolitan self care dialysis, it 

was only half the cost of ‘maintaining dependent, depressed, and non-compliant 

patients against their will in the city’ (Thomas 1998: 533). 

Thomas could see that there would be benefits in terms of quality of care and cost in 

establishing a means of returning people to their home country and supporting their 

dialysis there. The Remote Area Dialysis and Transplant Programme was established 

for people with end stage renal failure from the Pilbara and Kimberley regions of 

Western Australia. It was funded by Royal Perth Hospital and by 1992, just three 

years after its introduction, there were concerns that the ‘imbalance between funding 

and … expenditure will limit the capacity to deal with future needs’ (Thomas 1992: 
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5). At the same time as these concerns were being expressed, Kimberley Community 

Health (a branch of the State Health Department) had cancelled, from December 

1991, their education, screening and prevention programs for diabetes and 

hypertension due to staffing shortfalls (Thomas 1992). As noted earlier, such 

programs are a key means of early detection and reduction of the progression of 

renal disease. 

Here we have a mixed strategy of attempting to improve the quality of health care 

services available to a group of people with a chronic health problem and what were 

in effect, actions which would work against such a strategy being effective. This was 

seen as a ‘major retrograde step’ (Thomas 1992: 6), where different sections of the 

public health system were working at odds with one another. It is within this context 

of increasing levels of need and conflicting approaches from the health bureaucracy 

that some people in the ACCHO sector in the Kimberley region developed 

increasing concern about the impact of renal failure for individuals and the 

communities those men and women were connected to.  

The late Dr Puggy Hunter was a key player in advocating for a different and better 

means of meeting this emerging health problem. In his role as Chairperson of the 

Kimberley Aboriginal Medical Services Council he, amongst others, was aware of 

the increasing number of Aboriginal people from the Kimberley region who, due to 

their renal failure, were being stranded in Perth as this was the only place they were 

able to access dialysis. In response to this concern, KAMSC staff and local 

community members developed a model that would better meet health care needs in 

a more holistic sense.  
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In 1995 Puggy Hunter and KAMSC staff met with Mark Thomas (one of the Renal 

Physicians at Royal Perth Hospital) to discuss this model of care and its feasibility 

for implementation in the Kimberley region. It has been characterised as a ‘hub and 

spoke’ model of dialysis services (Wearne and Murray 2003). Under this model it 

was envisaged that there would be a regional satellite dialysis unit based in Broome, 

which would provide education and support for patients and their helpers about the 

use of the dialysis machines. The aim of this model was to enable people to return to 

their communities with a ‘home’ style haemodialysis machine. The proposed unit 

would also provide education for Aboriginal Health Workers about renal disease and 

renal health care. It was proposed that the unit should be co-located with the Broome 

Regional Aboriginal Medical Service and the Kimberley Aboriginal Medical 

Services Council. 

This proposal was timely because by 1996, according to the Operational Plan for 

Nephrology Services in WA 1996 - 1999, ‘current dialysis modalities’ were at 

capacity in Western Australia, with hospital haemodialysis in Perth being 

‘maximally stressed’ (Couzos and Murray 1999: 214-215). The Kimberley model of 

a satellite dialysis centre supporting people on self care home dialysis in the 

community was included in the Operational Plan. Despite concerns for the impacts 

of forced relocation on people with renal failure, and existing services being 

stretched to capacity, no funding flowed from the proposal (Wearne and Murray 

2003).  

The issue of improving renal health care services for people living in the northern 

Western Australia was revisited during the planning process which led to the 

development of the NorHealth 2020 regional health plan. As a part of this planning 
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process, a series of regional forums for health care practitioners and other 

stakeholders were held in the North West during 1998. In the report written 

following these regional forums it was concluded that there was a need for satellite 

dialysis services closer to where people live (North West Health Services Planning 

Steering Committee n.d.). As noted earlier, the Steering Committee recognised that 

there was some urgency about this, as there were more people in the North West 

with end stage renal failure than Perth hospitals could effectively cope with. The 

subsequent regional health plan described renal disease as 'a major health issue for 

many North West residents' and foreshadowed the establishment of satellite dialysis 

units in Port Hedland and Broome (Health Department of Western Australia 2000: 

12-13). 

Under the NorHealth 2020 plan, one million dollars was identified in the Western 

Australian Health Department 1999/2000 budget for dialysis services to be 

established in Port Hedland and Broome (Kimberley Aboriginal Medical Services 

Council and Health Department of Western Australia 1999: 5). Further, the 

NorHealth 2020 plan describes how the improvement in local services for people 

with renal failure might be realised. It was envisaged that BRAMS 'will deliver the 

dialysis treatment services ... under contract to the Health Department ... BRAMS 

and the Broome Hospital will work in partnership' (Health Department of Western 

Australia 2000: 14). Despite this apparent clarity, separate lines of action were 

pursued. 

In March 1999, the management of Kimberley Health Services initiated planning to 

convert a building on the Broome hospital grounds to be used for the dialysis unit as 

part of their implementation of Norhealth 2020. This was not appreciated by some 
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people involved in the advocacy for the unit to be co-located and managed by the 

local ACCHO. As Puggy Hunter put it at the time, ‘we do not want to be in a run 

down asbestos shack’ (FN #2 04/06/1999: 3-5). KAMSC officials raised their 

concerns with the Health Department of WA by writing to the Rural Health 

Development Unit and the Kimberley Regional Health management outlining the 

'hub-and-spoke' community based model that had been developed previously and 

endorsed in the Operational Plan for Nephrology Services in WA 1996 - 1999. 

KAMSC also suggested that the developments should proceed under the Kimberley 

Aboriginal Health Planning partnership rather than in a unilateral manner. Other 

issues of concern from the perspective of the KAMSC and their respective 

communities included the broader factors that impact on utilisation, acceptability, 

and a more complete package of care. Transport, accommodation, social and 

community support and primary health care were considered critical considerations 

in developing a remote satellite unit. In other words, the importance of adopting a 

more integrated and holistic approach was considered essential if more effective 

outcomes were to be realised, rather than focussing on just the ‘easy bits’, the 

technical aspects of care.  

The response from some in the Health Department seemed to be an increase in the 

determination to obstruct or undermine the community controlled aspect of the initial 

model. As one senior KAMSC worker described the process, it was as if ‘the evil 

empire refuses to let go’ (FN #9 02/04/2003: 11). Whilst not all in the so called 

oppositional empire were necessarily evil, such comments reflect the level of 

frustration experienced, when confronted by repeated diversions or obstructions to 

what appeared to be an agreed approach to an agreed health care need.  
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During most of the negotiations to establish the dialysis unit, the same person was 

the general manager of Kimberley Health Services. According to some Kimberley 

Aboriginal Medical Services Council staff he was vehemently opposed to the centre 

being located at Broome Regional Aboriginal Medical Service. In April 1999 he met 

with the BRAMS committee in an unsuccessful attempt to persuade BRAMS to 

oppose the establishment of the dialysis unit on the BRAMS/KAMSC site.  

A key breakthrough in this struggle came in May 1999 when Puggy Hunter (on 

behalf of KAMSC) successfully brokered a verbal offer from the Commonwealth 

Department of Health to provide matched Commonwealth funding for the capital 

costs of the establishment of a community based unit in the Kimberley. This became 

a key lever in the negotiations with the Health Department of Western Australia to 

ensure that a community based unit was considered as an option. The 

Commonwealth offer of up to $500,000 dollars for capital costs was able to be put 

on the table at a meeting held in Perth in June 1999 between key players in the 

planning, advocacy and service delivery arenas from the state, commonwealth and 

community sectors. When I met with the KAMSC / BRAMS representatives 

immediately after this meeting (as part of seeking and obtaining support for this 

research) there was a mix of elation, expectation and frustration. Elation at having 

been able to bring to the meeting a substantial cash offer that would greatly assist in 

the realisation of their collective dream of an Aboriginal community controlled renal 

dialysis service in the Kimberley. Expectation that the dream was much closer to 

realisation, and frustration at the continued reluctance and resistance that some in the 

Health Department showed towards their aspirations. 
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In an attempt to harness the partnership arrangements that had developed under the 

auspices of the Kimberley Regional Aboriginal Health Plan process, a regional 

summit was held in Broome in June 1999 to consider renal dialysis services in the 

Kimberley. This included broad regional attendance, with representatives from the 

Aboriginal Community Controlled Health Organisations from across the region, 

ATSIC, Kimberley Health, the Office of Aboriginal Health, the Purchasing Branch 

of the Health Department of WA, the consultant engaged to assist in the regional 

health planning process, and special guests from Alice Springs and Kalgoorlie with 

particular experience of dialysis units in those locations. 51 The meeting endorsed the 

integrated community-based model, including co-locating the planned Kimberley 

dialysis centre with BRAMS. No other models for service delivery were proposed, 

and a set of principles for regional dialysis care was developed. At the end of the 

summit, Puggy Hunter acknowledged the apparent achievement and cooperation that 

seemed to have developed. He singled out for particular comment the General 

Manager of the Office of Aboriginal Health, whose prior resistance to the concept of 

community control of the dialysis centre was well known, and thanked him for his 

cooperation and shift in position (KAMSC Medical Director, personal 

communication, FN #9 03/04/2003: 25). 

Despite this apparent agreement, just after the regional summit a senior officer in the 

Commonwealth Department of Health advised KAMSC workers that during the 

summit there were other actions occurring that were at odds with the discussions at 

the table (FN #9 03/04/2003: 25). During the regional summit, a senior official in the 

                                                

51 Tony McMasters from Alice Springs and Greg Stubbs from Kalgoorlie 
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Office of Aboriginal Health had been lobbying Canberra based officers to withdraw 

the offer of matched capital funding on the basis that the state ‘will never agree’ to a 

dialysis centre based at BRAMS. It was reported to me that people had noticed that 

the state official had been ‘in and out of the meeting all the time on his mobile 

phone’ (FN #9 03/04/2003: 25). KAMSC officials were upset to find out that several 

of those calls were to lobby against the thrust of the agreement that was emerging in 

the meeting.  

Despite such mixed messages, the collaboration between some sections of the Health 

Department of WA, in particular the Rural Health Directorate, and KAMSC / 

BRAMS persisted, and the proposal to improve renal health care services in the 

Kimberley continued to be pursued. This collaboration resulted in the submission of 

a detailed HDWA / KAMSC joint proposal to the Commonwealth, requesting formal 

approval of the previous funding offer (Kimberley Aboriginal Medical Services 

Council and Health Department of Western Australia 1999). The submission 

included a detailed review of the literature, the proposed model of operation and the 

funding requirements for a satellite dialysis centre in Broome. In response to the 

submission, the Commonwealth Department of Health confirmed its commitment of 

$500,000 in matching funds for the dialysis unit. The importance of this offer was 

raised during this research on several occasions by several KAMSC staff involved in 

the planning and advocacy for the dialysis centre. In short, the Kimberley Satellite 

Dialysis Centre was only able to be realised in its current form because the 

Commonwealth came up with a solid commitment to contribute real money. Or, as 

the then Medical Director of KAMSC put it, ‘if the OATSIH had not shown the 

goodwill to put $500,000 on the table it just would not have happened’ (FN #9 

03/04/2003: 26). 
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Despite this ‘lever’, the journey to realisation remained dotted with more obstacles. 

These were both internal and external to KAMSC / BRAMS. In June 1999, two 

doctors employed at BRAMS expressed their unease at the idea of running the 

dialysis unit, based on their concern about both the workload that was likely to be 

involved, and whether they had the required clinical specialist knowledge. This  

concern was dismissed by others who pointed out that the people on home 

haemodialysis were not clinical specialists. At a meeting held to discuss the issue 

Puggy Hunter, is reported to have told the doctors ‘this is our issue … this is what 

we are going to do … if you do not like it you do not have to work here’ (FN #9 

03/04/2003: 23). Both doctors subsequently resigned from BRAMS. There are 

obviously multiple reasons why people choose to change their employment. The 

main point here is the reluctance of some medical practitioners to be guided by the 

wishes of the community for whom they work, as represented by the local ACCHO 

and the level of resolve the local ACCHO, had about what was a priority need for 

their communities, and that meeting that need was achievable. 

Externally the struggle with sections of the State Health Department continued, with 

separate courses of action being pursued at the same time. For example, in 

September 1999 the Purchasing Branch of the HDWA appointed a consultant to 

examine and recommend on technical issues related to the Kimberley dialysis unit. 

Instead of assessing the technical issues and the BRAMS site, the consultant was 

asked to assess the planning work undertaken to date by ‘competing providers’. As a 

part of this process, the Purchasing Branch of the Health Department of Western 

Australia requested two 'competitive proposals' from Kimberley Health and 

KAMSC. In response to this, separate competing proposals were duly developed and 

submitted by KAMSC / BRAMS and the Broome District Hospital. As noted earlier, 
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it was around the same time, December 1999, that the recommendations on renal 

health in the Kimberley, including a regional dialysis centre to be located and 

managed by BRAMS, were negotiated and signed off on as a part of the Kimberley 

Regional Aboriginal Health Plan (Atkinson, Bridge et al. 1999). The organisations 

signing off on this document included the very partners attempting to negotiate a 

better way of providing renal health care services in the Kimberley region as 

outlined above. 

Against this background of seeming agreement coinciding with oppositional action, 

another breakthrough was required. This came in February 2000 when KAMSC 

officials met with the then Kimberley Health Service’s General Manager. At this 

meeting it was agreed that a cooperative partnership approach in planning and 

development would be preferred to the competitive tender process that had been 

requested, and to that point pursued (Hunter and Hulbert 2000 & FN #9 4/4/2003: 

34). This represented a major shift in position for the general manager who, as noted 

earlier, had previously been strongly opposed to the BRAMS / community controlled 

model. It is unclear why the General Manager shifted from being an opponent to a 

partner in relation to the dialysis centre proposal. Some KAMSC staff speculated 

that there were a number of factors that came together to assist with this change. 

However, the exact reasons were not seen as relevant, as the opportunity to further 

advance the dialysis unit proposal was embraced (FN #9 4/4/2003: 34). 

To progress this new level of cooperation a joint venture committee was established 

between KAMSC, BRAMS, the regional management of HDWA, the Purchasing 

Branch of the HDWA and the Renal Unit of Royal Perth Hospital, to develop a final 

appropriate service and funding model (Health Technology Consultancy Services 
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2000). A letter was sent to the Executive General Manager of the Purchasing Branch 

of the Health Department outlining the shift in positions, and requesting that the new 

partnership approach be reflected in the planning and funding process being 

considered (Hunter and Hulbert 2000). The Purchasing Branch agreed to consider 

the modified collaborative proposal in place of its earlier request for a competitive 

tender proposal. 

The particular delays and diversions involved in the attempts to realise more 

acceptable and accessible renal dialysis services for Aboriginal people in the 

Kimberley could be interpreted as reluctance to implement such services. This was 

not the case elsewhere in the state, with two new satellite dialysis units opening in 

other parts of the state during the period that the Kimberley region options continued 

to be debated. These units commenced operation in the Perth suburb of Melville in 

March 2000 and in Port Hedland in June 2000 (Health Department of Western 

Australia 2000; Healthview 2000). The other satellite units were established under 

the umbrella of the Health Department. The new services were described as a part of 

commitment on the part of the State Government to 'provide health services closer to 

where people live' according to John Kirwin, the Executive General Manager of 

Public Health Purchasing in the HDWA (Healthview 2000). Given the recognition 

that existing renal services in Perth were overloaded, and the desire to provide renal 

dialysis services closer to where people usually live, the delay in implementing this 

in the Kimberley would seem to centre not so much on need or desire to improve the 

services for those affected, but rather on who would manage the Kimberley centre 

and the scope of the services provided. 
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One of the key questions to arise is: if there was such a commitment to expand 

services, and it was being partially implemented in some locations, what 

circumstances were different in the Kimberley? It would be simplistic to simply 

attribute all the obstacles to implementation to a reluctance of some in mainstream 

health services to support Aboriginal community control in Aboriginal health. 

Although, as indicated earlier, this is an important factor. Added to this reluctance 

was the issue of the model of health care adopted by the centre and hence who was 

responsible for the resourcing of the different aspects of that care. The matched 

funding offer from the Commonwealth of $500,000 should have helped to allay 

some of the economic obstacles. 

The long term Medical Director of KAMSC summed it up in an interview with me 

when he stated that the process of establishing the Dialysis Centre has been very 

revealing about the ‘whole State / Commonwealth relationship’ in regards to health 

funding (FN #9 03/04/2003: 23). In the literature there is evidence of a level of 

frustration over this very issue described at one point as twenty years of 'duck 

shoving between the Commonwealth and the States in terms of responsibility for 

Aboriginal health' (Ring 1995: 228). Funding, or rather who is required to pay, can 

be a source of tension because renal dialysis is one of the most expensive inpatient 

treatments. 52 If the dialysis centre is under the State umbrella, then it becomes a 

State funding issue. Placing a dialysis centre in an ACCHO which receives its core 

funding from the Commonwealth raises concerns about possible cost shifting and 

highlights the question of what the State and the Commonwealth should be funding. 

                                                

52  Relative costs of dialysis treatment are: $25-30,000 for Home HD and CAPD, $45,000 for satellite 
haemodialysis and $60,000 for hospital haemodialysis (Couzos and Thomas 2003: 445).  
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The comprehensive Primary Health Care functions, which ACCHOs recognise as a 

central component of effective care, are commonly missing in renal health care 

(Devitt and McMasters 1998a). Providing renal dialysis in the context of a 

comprehensive Primary Health Care setting is likely to be more expensive because 

the care provided includes broader aspects of care, rather than just the more 

technical, medical aspects. As discussed in Chapter Four, providing culturally secure 

care is also more expensive as it incorporates many aspects that are often not 

provided in mainstream health care settings (Wilkes, Houston et al. 2002). As 

Wilkes et al pointed out in their study at a large Aboriginal Community Controlled 

Health Organisation, 43% of staff time was spent on services that would not 

normally be offered in mainstream health care settings. Or, put another way, for 

every dollar spent on providing mainstream style services, a further seventy five 

cents is spent on 'culturally secure aspects of care' (p. 14). 

Under the model that was proposed for the Kimberley Satellite Dialysis Centre, the 

State would normally fund the costs related to nursing staff, the dialysis machines 

and consumables, the ‘easy bits’ described earlier. The Commonwealth, as the 

principal funder of ACCHOs, would fund the Primary Health Care components. 

These include patient and community support and education roles. Some of these 

could be characterised as the wellbeing roles, as opposed to the sick care roles, of 

health. For example, education, information, client support, transport, family and 

community support. Accommodation is another essential service for people who are 

forced to relocate for treatment that needs to be addressed. This was a very important 

finding in the study that Devitt and McMasters (1998a) undertook in Central 

Australia. The struggle to get suitable accommodation is an issue I return to shortly. 
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It is possible to see this story as a political struggle centred on issues of power and 

control. There is greater complexity if the economics of resourcing, and the style and 

holistic nature of the care to be provided are considered. As outlined above, there are 

multiple reasons behind why Aboriginal people have poorer health outcomes from 

tertiary level interventions (Couzos and Murray 1999), the most important being 

continuing social disadvantage (Couzos and Thomas 2003). In addition, the impacts 

of the social dislocation due to relocation for dialysis are often underestimated 

(Couzos and Murray 1999: 215). To reiterate, Aboriginal people’s survival on 

dialysis hinges on cultural security, support services, accommodation, family and 

community (Wearne and Murray 2003), with family support the primary determinant 

of peoples’ ability to manage their illness (Devitt and McMasters 1998a).  

Experiences elsewhere helped to reinforce and maintain the resolve of those in the 

Kimberley arguing for a more comprehensive approach. At a meeting I attended 

during this research a senior staff member of a local ACCHO noted that the opening 

of a satellite dialysis unit in their town, Port Hedland, some six months earlier had 

resulted in a considerable increase in the demands on the resources of the local 

ACCHO (FN #4, 22/11/2000: 130 - 131). Of particular concern was that the 

ACCHO had had to absorb an increase in workload with no additional funding 

provided. By way of example, it was reported that since the dialysis service had 

begun in their town, fifty percent of the use of the ACCHO’s bus now related to 

transporting people to and from the dialysis unit. Further, the bus driver had to spend 

a considerable amount of time ensuring that people were ready and was now 

working more ‘like a Health Worker’ (FN #4, 22/11/2000: 130). A similar situation 

in Alice Springs led Congress, the local ACCHO, to stop providing support and 
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transport for people attending the dialysis clinic because it was ‘too much work and 

there was not enough resources’ (FN #4 22/11/2000: 131). 

The establishment of the satellite unit in Port Hedland occurred with no consultation 

with the local Aboriginal communities, including the local ACCHO (FN #4, 

22/11/2000: 130; FN #9, 03/04/2003: 26). This happened relatively quickly after the 

Norhealth 2020 planning process recognised in 1998 that there was an urgent need 

for dialysis services in the Pilbara and the Kimberley. As noted earlier, the Pilbara 

centre was established as a part of the Port Hedland Hospital, with the allocation of 

$500,000 from the State Health Department. The focus of this centre was on 

establishing the technical service, with little consideration given to the issue of 

support and wellbeing (FN #9 03/04/2003: 26). The view from senior staff in the 

Kimberley Aboriginal Medical Services Council was that the Port Hedland dialysis 

unit, since its establishment, had been ‘dogged with problems’, which included low 

attendance rates; transport issues; issues related to the failure to provide the 

necessary social supports such as accommodation, personal and family support; an 

unfunded dependence on the local ACCHO which was already under funded, and its 

resources overstretched (FN #9 03/04/2003: 26). 

The combination of the firm resolve of KAMSC’s position and the shifting 

understanding of some in the Health Department meant that from the middle of 2000 

things started to progress relatively quickly and smoothly. In September of that year 

a consultant’s report on the cost and feasibility of the Kimberley satellite dialysis 

unit, titled the Kimberley Satellite Dialysis Centre technical and costing paper, was 

finalised (Health Technology Consultancy Services 2000). The technical and costing 

report proposed a community based Renal Health Centre based at the Broome 
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Regional Aboriginal Medical Service, providing satellite dialysis services with ten 

machines, as well as self-care training, respite and holiday dialysis, and provision of 

support to home haemodialysis clients. In other words the 'hub and spoke' model 

originally proposed by KAMSC in 1995. The report recognised that the community 

site had advantages including greater Aboriginal community acceptance and the 

availability of support services such as transport, Aboriginal Health Workers, and 

General Practitioners already employed at the Broome Regional Aboriginal Medical 

Service. In addition, the consultant’s report recommended that dialysis machines be 

placed in an acute care area of the Broome District Hospital so clients who were 

particularly unwell and may need hospital care would also have ready access to 

dialysis services. Cooperative arrangements in staff recruitment, rotation, and skills 

maintenance were also supported.  

Despite the positive support for the community based and operated renal dialysis 

service, there remained some issues of concern that meant that the more 

comprehensive approach argued for by KAMSC and endorsed in the Kimberley 

Regional Aboriginal Health Plan was still not fully supported by funders. The initial 

brief for the consultancy required a consideration of the costing and viability of the 

dialysis centre. Interestingly, the consultant’s report mainly focussed on the State’s 

financial responsibilities and appears to largely ignore the Commonwealth’s role in 

funding the Primary Health Care component of the dialysis service. For example, the 

staffing costs detailed in Appendix Q of the consultants report only includes two 

nurses, one Aboriginal Health Worker, a part time receptionist, a part time cleaner 

and accounting fees (Health Technology Consultancy Services 2000). KAMSC staff 

had raised the issues of Primary Health Care support and how important this was to 

ensure that the wellbeing part of essential heath care could be met (KAMSC Medical 



 316 

Director, personal communication, FN #9 03/04/2003: 24). The consultant’s report 

acknowledged that there would be issues regarding accommodation, transport, 

support, advocacy and liaison roles, but concluded that these could be met by 

utilising existing resources (p. 8). The Kimberley Renal Health Program responds to 

the need for culturally safe services by having the 'ability to provide extended social 

and practical supports' (p. 10). The report’s coverage of accommodation needs was 

minimal, simply saying that this was being looked into by KAMSC and that there 

had been discussions with Aboriginal Hostels (p. 28). The report contained no 

budget for accommodation or meals.  

It should be noted that prior to releasing funds, the Commonwealth Department of 

Health and Aged Care commissioned an actuarial risk assessment from the 

consulting firm Pricewaterhouse Coopers. The assessment was more inclusive of 

some of the issues above, and acknowledged the need for additional funding for 

BRAMS so that the additional needs of the renal services clientele could be better 

met. In particular, the report noted that BRAMS needed funding for a social worker, 

dietician, liaison officer, transport assistance (driver and vehicle), and more medical 

practitioners (Pricewaterhouse Coopers 2001: 16-18). Accommodation requirements 

were not considered in this review. 

The new level of agreement between the parties, including the endorsement in the 

consultant’s technical and costing report, did not translate to full support from the 

State. It took another six months, until March 2001, before the State Health 

Department made a formal commitment to building the Dialysis Centre on the 

BRAMS/KAMSC site. From this critical point of agreement, the establishment of 

the Kimberley Satellite Dialysis Centre under the auspices of BRAMS progressed 
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quickly. In June 2001 a Regional Renal Health Program 'coordinating group' was 

established, which included all the stakeholders. The role of the coordinating group 

was to jointly plan and oversee operations. The group continues to exist and provides 

technical advice only, with the KSDC remaining ‘one hundred percent under the 

governance of BRAMS’ (FN #9 03/04/2003: 21).  

Potential obstacles with building and planning approvals did not eventuate, with the 

relevant approvals from the Broome Shire issued in late 2001. Construction began in 

February 2002 and, as noted earlier, the Centre commenced operation on the 21st of 

October 2002. Unfortunately, as outlined above, this was ‘the easy bit’ and much 

more was required to ensure that people on dialysis had the best possible health 

outcomes. In particular, cultural security, support services, accommodation, and 

family and community connections and support (Wearne and Murray 2003). If not 

provided in an appropriate and acceptable way, these issues can become barriers to 

care (Devitt and McMasters 1998a). Ensuring that these other factors, considered 

essential if culturally secure care was to be provided, proved more difficult. 

The struggle to ensure that the people on dialysis in Broome had access to adequate 

and appropriate accommodation illustrates this well. It was recognised early on that 

accessible and appropriate accommodation for patients and their families would be 

an essential requirement. For example, the initial ‘hub and spoke’ model developed 

in 1995 incorporated accommodation as an essential requirement (Kimberley 

Aboriginal Medical Services Council and Health Department of Western Australia 

1999). Devitt and McMasters (1998a: 64-66) outline the complex problems that 

confronted people who did not have stable or suitable accommodation in Alice 

Springs in the mid to late 1990s. Their research found that up to fifty percent of the 
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Aboriginal people on dialysis in Alice Springs had inadequate access to basic 

services including, for some, a safe reliable water source (p. 65). One person camped 

in the Todd River bed for three months with no access to basic services (p. 66). No 

person owned a vehicle during the period of the research. They legitimately 

questioned how someone might effectively restrict their fluid intake to 750ml per 

day in Alice Springs in a setting that is not air conditioned, and private transport is 

not usually available (p. 66). The authors concluded that there was an urgent need in 

Alice Springs for a system to provide domestic support for those who find 

themselves relocated due to renal disease.  Further, ‘renal patients will not achieve 

maximum health until their living conditions are given the same attention as their 

medications’ (Devitt and McMasters 1998a: 76). 

A similar experience has been reported for people who had to move to Kalgoorlie for 

dialysis treatment, with many living in town camps and shelters (Kimberley 

Aboriginal Medical Services Council and Health Department of Western Australia 

1999). The apparent failure of some decision makers in the Health Department to 

understand the importance of access to accommodation as a key need for people 

forced to relocate for dialysis during the negotiations led to frustration. For example, 

Puggy Hunter is reported to have often said ‘they think people will just disappear 

into the community. What do they think we are, quicksilver?’ (KAMSC Medical 

Director, personal communication FN #9 03/04/2003: 27). 

Given the experiences in other settings and the knowledge that appropriate 

accommodation was an essential requirement, effort was directed into ensuring that 

suitable accommodation would be available for the people who had to relocate to 

Broome for dialysis. Public housing was not a realistic option, as the waiting lists are 
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up to six years (Kimberley Aboriginal Medical Services Council and Health 

Department of Western Australia 1999). Private rental was also unrealistic for many, 

due to limited availability and the relatively high cost of rent (up to four hundred 

dollars a week being common in April 2003). For women and men on Social 

Security entitlements, such high rent levels are unaffordable. In December 2000, 

Homeswest, the State public housing authority, had agreed to build suitable hostel 

accommodation and Aboriginal Hostels had approved ongoing management funding. 

As it was put to me at the time, ‘all that remains is to get the land’ (FN #4 

22/11/2000: 129). It took another eighteen months before this came closer to 

realisation. In June 2002, with support from the then Minister for Housing who was 

also one of the Upper House members of Parliament for the region, the State 

Government, via Homeswest, purchased the former Broometime Lodge to be used as 

a hostel for people using the Dialysis Centre. This had previously been a motel and 

backpackers accommodation.  

The Broometime Lodge required renovation and modification so that it would be a 

more suitable accommodation base for those on dialysis. The next hurdle came from 

the local Shire council from whom planning permission was required for these 

modifications. In January 2003, the Broome Shire Council refused planning 

permission to use a former backpackers hostel as a hostel for people using the new 

Satellite Dialysis Centre (Broome Shire Council 2003). This generated considerable 

disquiet. Henry Councillor, the long term Director of KAMSC, was reported in the 

media as saying that because of this decision sixteen people from the Kimberley 

were forced to stay in Perth so that they could access dialysis treatment (ABC Radio 

News 18/01/2003). Some had already been forced to live in Perth for eight years so 

they could access dialysis treatment. At the time of the Council’s decision, three 
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months after the opening of the Dialysis Centre, eight of the people who had been 

able to return to the Kimberley for dialysis treatment had nowhere to stay, and a 

further sixteen people were stranded in Perth, unable to return, due to the lack of 

suitable accommodation (ABC TV News 24/01/2003). The only reason that more 

people could not return to the Kimberley was the lack of suitable accommodation. 

Kevin Cox, a former director of BRAMS, and employed at the time to facilitate the 

development of the Dialysis Centre, implied that the reluctance of the Broome Shire 

Council to provide planning approval was racist (ABC TV News 24/01/2003). The 

then Shire President, Kevin Fong, an Aboriginal man from Broome, was forced to 

defend the Shire’s decision as being in keeping with the Shire’s town planning 

scheme (ABC News 27/01/2003).  

Interpretations of this decision will obviously vary but some months later, key 

players associated with the dialysis centre were still angry at the difficulties getting 

planning approval from the Shire for the hostel: 

… it is racism, blatant, out and out racism … it just goes to show how close to the 

surface it is … it is not as if there weren’t backpackers jumping the fence full of piss late 

at night.  

(KAMSC worker, FN #9 02/04/2003: 16) 

The disquiet had further ramifications. The Shire eventually provided conditional 

approval for the renovations and change of use from a hostel for backpackers to a 

hostel for people on dialysis in April 2003, following lobbying from, amongst others, 

the Minister for Housing and Works, one of the local members of parliament 

referred to above (Broome Shire Council 2003a). Despite the eventual approval, 

many remained unhappy that the delays due to the Shire reluctance to provide 

planning approval had prolonged the wait before some people were able to return to 
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the Kimberley. In April 2003, two people closely associated with BRAMS and 

KAMSC (the Chairperson of BRAMS and an administration worker with KAMSC) 

nominated for election in the next Shire elections. The main reason for nominating 

for election to council was their anger and frustration at the way the Shire decision 

making process had delayed and obstructed the establishment of the hostel for 

people on dialysis (FN #9 03/04/2003: 20, 22). Whilst they were unsuccessful in 

their attempts to be elected, the Aboriginal man who was Shire president (Kevin 

Fong) was not re-elected to Council. 

The renovations to the hostel were finally completed in August 2003, but delays in 

the appointment of staff by Aboriginal Hostels meant that it was not until October 

that the hostel was fully operational. The hostel can accommodate up to 16 people. 

In October 2003, a fulltime social worker was employed at the Dialysis Centre, 

funded by the Commonwealth through the Regional Health Strategy; a key step 

towards ensuring that some of the comprehensive PHC needs of the people attending 

the Centre could be met. In March 2004, 15 people on dialysis were staying in the 

hostel, and a number of others had found accommodation in the community once 

established in Broome (living with family or friends or, with the assistance of the 

social worker, accessed subsidised State housing through Homeswest). Twelve 

months after it opened, and eight years after it was conceived, there were thirty 

people attending the Kimberley Satellite Dialysis Centre, close to the maximum 

number of people the Centre could manage (BRAMS GP, personal communication, 
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FN #9 10/10/2003: 46). At that stage there was still one hundred percent attendance, 

a remarkable achievement. 53 

By way of contrast, during the few months that there was an interim dialysis service 

operating at the Broome hospital, prior to the opening of the new satellite unit, 

demonstrated, according to the then Medical Director of KAMSC, ‘all the reasons 

why it should not be in such a setting happened’ (FN #9 03/04/2003: 21), including: 

complaints from hospital staff about poor adherence to treatment; poor follow up by 

hospital staff on non-attendees (one person missed a full week of dialysis without 

follow up); and, frequent complaints from patients about value judgements from 

some staff about self care and adherence. KAMSC and BRAMS staff were relieved 

when the new Dialysis Centre finally opened and dialysis was no longer being 

provided at the hospital because ‘every other day we had to go over there to chase 

things up’ (FN #9 03/04/2003: 21). 

9. 5 Summary 

Indigenous people themselves must be enabled to determine their own goals and 

strategies for their achievement ... in this process non-Indigenous governments and 

peoples must work in partnership with Indigenous peoples ... to the end of achieving real 

equity for Indigenous people. 

(Saggers and Gray 1998: 207) 

Despite it being agreed that there needed to be a regional satellite dialysis centre 

established to better meet the increasing needs in the north of Western Australia, 
                                                

53 By way of comparison, in Central Australia Yanangu have developed their own approach to 
providing more culturally secure renal services via a 'going home' program as an alternative to being 
solely under the care of the Renal Dialysis Unit in Alice Springs and hence up to 500km from 
Country. In the first 9 months of operation in 2004/2005 there was a 99.3% attendance for dialysis 
compared with less than 85% attendance for those not in this program (Rivalland 2006a: 42). 
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achieving the best outcome for the people who require the services of the centre was 

far from straight forward. There are three main sites of contestation in this story. One 

concerns who should provide renal services, a community organisation or the state in 

the guise of a public hospital. An other relates to what is or could be encompassed by 

primary health care, and how might highly technical heath service like renal dialysis 

might be realised in the context of comprehensive and essential primary health care. 

The first is centred mainly on power and resources, the second on understanding 

what is needed to foster significant changes in health outcomes.  

The devastating impact of renal disease in Aboriginal communities means that there 

is not much leeway in determining strategies for action. For people with end stage 

renal failure the decrease in renal function is permanent, and survival depends on 

access to a permanent solution. Consequently, action must reflect what is most likely 

to enhance engagement of, and better outcomes for, those most affected. It is this 

need for better outcomes that makes the third site of contestation of particular 

relevance. The obstructive processes of bureaucracy at times seems to be 

deliberately aimed at stymieing any change that unsettles the status quo, irrespective 

of the consequences for peoples health and wellbeing. At other times the 

uncoordinated actions and processes of bureaucracy, without any deliberate aim, 

achieve the same end. 

The evidence from this chapter helps to support the argument that comprehensive 

Primary Health Care is more effective than selective technical approaches that leave 

aside the ‘homely’ side of care. This research shows that Primary Health Care is 

more than a rhetorical device that advocates use in an attempt to separate themselves 

from more mainstream approaches. It can, when adequately resourced and more 
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fully implemented, remove significant barriers accessing to health care by enhancing 

the acceptability and completeness of that package of care. Further research is 

required to fully document the improvements in health outcomes that have 

eventuated from this success in Broome. That said, this success has been the result of 

the vision and persistence of those advocates for better and more holistic approaches 

to a significant and emerging health care issue. The establishment of the Kimberley 

Satellite Dialysis Clinic has demonstrated that it is possible to effectively provide 

what has in the past been considered technical tertiary care in a comprehensive 

Primary Health Care setting.  

The journey towards realising a community controlled renal dialysis unit provides 

some clear examples of some of the obstacles that need to be negotiated along the 

way. Not the least of these has been the so called 'duck shoving between the 

Commonwealth and the States' over responsibility for Aboriginal health (Ring 1995: 

228). Pivotal in this struggle for equity and better care has been Puggy Hunters’ 

'vision, strength and commitment to Aboriginal health', to whom the Kimberley 

Satellite Dialysis Centre 'will remain a fitting monument' (Wearne and Murray 2003: 

11) and will be, for those who need it, ‘a place of our own’. 

The stories relayed in this and the previous chapter reveal the tenuous nature of 

seemingly solid agreements. They illustrate how dependent Aboriginal Community 

Controlled Health Organisations can be on the whim of individuals who are outside 

of their realm, in their efforts to obtain certainty and adequate funding for health 

programs. Revealed here is how long the lead time can be between the identification 

of an area of need and the implementation of programs aimed at better meeting these 

needs, and the obstacles to be overcome along the way. Issues such as the quality of 
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the program, levels of need, or prior agreement, important as they are, may not be 

sufficient to ensure appropriate levels of support from funding agencies. Both the 

Redfern and Broome accounts reveal the degree to which persistence is an important 

factor in order to see some programs implemented, and how the obstacles to 

implementation may shift and change. 
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Walking our chosen path: self-determination 54 

Self-determination is both the journey walked by the individual and that walked by the 

nation through life and into eternity as it should be, with freedom, unfettered with the 

ability for self-governance. It is a sovereign right, not something to be given. It embodies 

a number of rights including the right to be guided and choose those guides, the right to 

make your own mistakes and take responsibility for them, the right to meander, explore 

and find your own way around the obstacles in life and the right to determine how the 

pathway laid down before us is trodden. 

It is the right to dance, to run, to play, to stumble, to walk, to rest and stay still for a 

while. It is the right to exist as an irreplaceable part of the landscape leaving behind our 

footprints so the future may know we have lived. 

For the nations to go forward, our existence needs to be acknowledged in the past, 

present and future. The community must also feel they have some degree of control over 

life and be respected. To be well, to flourish, we must have the freedom to live well, love 

life, choose wisely and follow destiny. There must also be the freedom to lay down the 

foundations for the future success of our children strong in culture, identity and purpose. 

For children to fulfil their potential as human beings and contribute to society, they must 

be able to develop the confidence in knowing they will be valued, respected and 

autonomous, safe and secure in their development, and see their parents and elders as 

important participants and in positions of power in society. 

Where does the basis for decision-making rest at all levels in society? If we are not 

included as key decision makers, then the great Australian silence will remain.  

Self-determination is not something to be feared, it is something to be embraced. The 

basic goals of most societies are the same, to live well and safeguard the future for our 

children. 

For the nation to survive, we have to understand how self-determination is constructed. 

The central path represents the internal skeleton and bone marrow. The bones forming 

the framework on which to build the nation, strong, on which the outer coverings of 
                                                

54 The preceding painting, and this accompanying story, are by Helen Milroy. The copyright to both 
remains with Helen Milroy; neither may be reproduced without permission. 
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society are attached. The marrow being the regenerative ability, the essence and core of 

society such that what is necessary is passed on to future generations. The sun 

represents the exoskeleton, strong and unchanging, warm and enlightening. This is law 

and governance, giving protection and guidance. The moon represents the cool of night, 

a time for dreaming and repair, a time to soar through the sky, waxing and waning with 

the tides. This is kinship, the ties that bind us together even when our outer shell is 

broken, allowing us to move yet staying connected. It is about how we build our 

relationships, the weaving together of society that catches us should we falter. 

The earth by day represents the muscles we grow and nurture, allowing us to develop 

strength and endurance throughout the trials and tribulations of life. The earth by night, 

represents the sinews that bind us and allow us the agility to run and play. To build a 

healthy nation, we have to establish a healthy base with the strength to endure balanced 

by the grace to be conciliatory. As the nation faces the whirlwind or crisis in existence, 

all these structures will converge to protect our path into the future. If we do not have 

these structures in place, the nation may fracture, leaving society fragmented. 

We stand with our feet on the earth and our head in the sky as we walk through life, 

strong, proud, dynamic and compassionate. 

© Helen Milroy - June 2005 
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Chapter ten: ‘…it seems like we are on a paddle 

wheel…’ 

10.1 Introduction 

This thesis began as a means of articulating the relationship between Australian 

Aboriginal Community Controlled Health Organisations, the state of Aboriginal 

health, and the impact of policy and practice in post-colonial settings. Drawing on 

some of the experiences of long term players in Aboriginal community control in 

Aboriginal health, I have been concerned to explore the relationship between 

government rhetoric, processes and action, and responses to what Aboriginal men 

and women have to say about the many urgent health issues in their lives. 

The principles of comprehensive Primary Health Care recognise the importance of 

self determination, basic human rights and community participation as key factors in 

general, and health improvements in particular (World Health Organisation 1978). A 

central interest in this thesis has been to consider Aboriginal Community Controlled 

Health Organisations as the practical expression of Aboriginal self determination in 

Aboriginal health (Mayers 1999b; Bell, Couzos et al. 2000). 55 And, in that context, 

to explore some of the practical constraints to the realisation of Aboriginal self 

determination in Aboriginal health, and the extent to which negotiated policy 

implementation (or policies open to negotiation) has affected Aboriginal health 

policy and practice.  

                                                

55 This idea was proposed in the late 1970s by Les Collins from Queensland (John Daniels, personal 
communication PhD#7 31/10/2001: 81). 
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Writing in 1975, four years after the establishment of the first Aboriginal 

Community Controlled Health Organisation in Australia, Gary Foley concluded that 

Aboriginal people had 'merely been a pawn in the game of power politics waged 

between the bureaucrats and politicians in Canberra' (Foley 1975: 40). Thirty years 

on, my task has been to consider whether there is there any resonance with this 

assessment of the apparent inability of those in decision making roles to step back 

from political positioning and embrace a more inclusive approach in decision 

making in relation to Aboriginal health.  

This penultimate chapter discusses the implications of the continuing effort required, 

at multiple levels, to achieve appropriate resources for the implementation of agreed 

positions and ways of working to enable community identified priorities to be 

addressed. I am also concerned with how these relate to political and bureaucratic 

imperatives. The rights of Aboriginal people in the negotiating process in primary 

health care policy and service delivery are explored further. The consequences of the 

work required to have relevant input and to successfully influence health policy and 

practice, when relative newcomers in governments and their bureaucratic 

representatives think ‘they know best’ (Mayers 2001c) is a central theme.  

The chapter concludes by providing some suggestions for ways that this situation 

may be changed to more closely reflect the principles of community participation, 

held up as one of the key prerequisites for effective Primary Health Care. If taken up, 

they will help to break some of the lingering bureaucratic processes that continue to 

cast shadows over the possibility of improved health for Aboriginal peoples. 
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10.2 Self determination: ‘health is all about human rights’ 

We’re talking about human rights and Aboriginal health is all about human rights.  

(Puggy Hunter, FN #5 14/02/2001: 36) 

Health services in Australia are largely government funded at all levels, and for 

disadvantaged people, funding comes overwhelmingly from government. Self 

determination is about the capacity to make and implement decisions which, as 

documented in Chapters Five and Six, require access to resources to implement self 

determined plans. The consequences of the bureaucratic processes that persistently 

obstruct funding to address locally identified needs, as detailed in Chapters Eight and 

Nine, are major barriers to self determination. Vision, strength and resilience have 

been key features that have led to innovations and successes, such as establishing 

community controlled substance use and dialysis services. The interconnectedness of 

self determination to the wellbeing and survival of individuals, communities and 

nations are perhaps the strongest messages that emerge from these examples.  

The experiences of Aboriginal Community Controlled Health Organisations, in the 

context of Aboriginal health policy and practice, provide a way to better understand 

the benefits and opportunities that self determination offers, and, most importantly, 

to demonstrate some of the obstacles to achieving this ‘human rights’ goal. Whilst 

ACCHOs arose out of a need for better access to basic health care services for 

Aboriginal people (Mayers 2001c), they also created an ‘Aboriginal space within the 

health system' (Anderson 1996a: 71). As discussed in Chapters Five and Six, self 

determination can be considered a foundation stone upon which all other rights build 

(Aboriginal and Torres Strait Islander Social Justice Commissioner 1996: 10-11), 

and as the cornerstone of health improvement (Atkinson, Bridge et al. 1999). In such 
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a context, meeting basic unmet needs for culturally appropriate health care services, 

ACCHOs are symbolic of a broader struggle by Aboriginal people and their 

organisations for greater equity and basic human rights. 

Given the connection between health and human rights, in the analysis here I draw 

on the human rights model for health as outlined earlier (Marzouki 2004). This 

model offers a way of understanding not only causation, but also potential ways to 

improve Aboriginal health outcomes. Using a human rights model is of value, as the 

majority of health problems can be seen to arise from violations of social, economic, 

political and cultural rights (Marzouki 2004) and it has relevance, as the linkages 

between health, equity and human rights have only recently begun to be examined 

more rigorously (Braveman and Gruskin 2003). My research seeks to contribute to 

such an examination, because health action and policies that respect, protect and 

fulfil human rights 'are more likely to succeed than those that neglect or violate 

rights' (Gruskin and Tarantola 2000: 31). 

Recently, ideas embedded in a human rights framework have started to be 

considered in an Australian context. It has been argued that if Australia was to 

honour its international treaty obligations, and ensure that Aboriginal children no 

longer endured malnutrition, the cost would be offset by decreases in the cost of 

acute, chronic and rehabilitative care (Couzos 2004). The Aboriginal and Torres 

Strait Islander Social Justice Commissioner has forcefully advocated for a human 

rights based approach to address Aboriginal health inequalities (Calma 2005). Calma 

has argued that substantive steps need to be taken to ensure that there is a realistic 

possibility of significant improvements within twenty to twenty five years. Further, 

he argued that this would involve ensuring, amongst other things, equitable standards 
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of health infrastructure and equitable distribution of primary health care within ‘no 

more than ten years’ (Calma 2005: 12). 

Despite the considerable strength in the arguments put by the Social Justice 

Commissioner, there are limitations in using a rights perspective to argue for 

substantive action to improve health. These limitations centre on implementation and 

enforceability. Whilst the various international treaties discussed in Chapters Five 

and Six generate the possibility for both legal and moral imperatives to oblige 

governments to act to improve the health of Aboriginal peoples, neither imperative is 

sufficient to overcome the various barriers to implementation successively created 

and sustained by Australian governments (Gray and Bailie 2006). The human right 

to health presents the opportunity to advocate for change, whilst also providing 

governments the excuse (if one is needed) to act differently from in the past, and to 

remove the barriers to health equality. 

A human rights perspective also allows a way of monitoring not only what is 

happening, as far as progress towards equity is concerned, but also to help focus on 

the key players and their roles. In his argument, Marzouki describes the origins of a 

significant proportion of ill health as a violation of human rights, thus, one can 

consider those whose rights have been violated, as well as those who violate other's 

rights, and those who allow the violation to occur or continue and who have the 

moral authority and / or judicial and political power to change this (Marzouki 2004). 

My interest has been more with the latter two areas, which have direct relevance to 

the creation and maintenance of the significant impediments that Aboriginal people, 

and their representative organisations, have to overcome in order to implement 

services or strategies to better meet the health priorities that they wish to address. In 
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both cases, those who violate rights and those who allow this to occur or continue 

are the same, namely, governments and their bureaucracies, since they are the ones 

who decide priorities and funding allocations. It needs to be acknowledged too that 

whilst decisions may be made by governments with ‘good intentions’, it is the 

impacts and outcomes of those decisions rather than the intent that is of interest. 

These outcomes are: continuing poor health, inadequate resources and relative 

exclusion from decision making and priority setting processes. 

In adopting such a position, I do not mean to imply that community capacity or 

individual or local resources are not relevant, as they are also of great importance, 

though they do tend to reflect the (in)action of others that limit the choices and 

options available for many Aboriginal people. 56 Thus, to a significant extent, the 

resource and capacity deficits that persist in Aboriginal communities are a direct 

result of the experiences of marginalisation and dispossession, which have their 

origins in the colonial history of Australia (National Aboriginal and Islander Health 

Organisation 1983; National Aboriginal Community Controlled Health Organisation 

1993). In other words they are, so to speak, the consequence of broader structural 

issues. To focus on one factor only, health funding for example, would highlight the 

need for greater resourcing but would overlook broader structural issues, such as 

how the deficit in resourcing is a consequence of who sets the priorities and 

perceptions of relative need. Despite the substantial evidence documented repeatedly 

in the reports discussed earlier in the thesis, little seems to have changed, with 
                                                

56  As noted earlier, Noel Pearson and others offer an alternative interpretation, and emphasise the 
centrality of individual responsibility. Such a position does not, in my opinion, pay due regard to 
cause and effect. In other words, it tends ignore the structural issues that influence the level of social 
cohesion and capacity within communities, which then influences the ability of individuals and 
communities to make choices.  
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increases incremental at best, and well short of the orders of magnitude required 

(Hunter 1999a; Anderson 2002). Aboriginal health policy, in the context of multiple 

reports with similar findings and recommendations, but with no substantive action 

flowing from them, has been characterised as 'innovation without change' (Murray, 

Bell et al. 2003:). 

Of particular relevance is the strength and resilience that continues in Aboriginal 

communities in spite of the traumas and marginalisation that many have experienced 

and continue to endure (Human Rights and Equal Opportunities Commission 1997). 

As Helen Milroy argues in the opening story of this chapter, self determination for 

Aboriginal people is something that all Australians should embrace rather than fear 

and work against. One way that self determination could be implemented is the full 

inclusion of Aboriginal peoples at all levels of decision making, so that ‘the great 

Australian silence’ will be relegated to history and self determined policy and 

practice will emerge as more of a reality. 57 

10.3 ‘It is still a constant battle for control’: conditional 

engagement in policy and practice  

Self-determination is not something to be feared, it is something to be embraced. 

(Milroy 2005) 

Kingsley Palmer produced a critical assessment of what he sees as an increasing 

dependence of Aboriginal communities on the state over the last thirty years 

                                                

57  See the 1968 Boyer Lecture by WH Stanner entitled The great Australian silence in which he 
refers to ‘a cult of forgetfulness … of disremembering’ in relation to the way Aboriginal people were 
relegated to minor footnotes, or absent altogether in historical considerations (Stanner 1969: 25). 
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because, in his view, community development processes have actually increased 

dependency on non-community members as an 'increased operational complexity ... 

means that even basic maintenance is beyond the skills base of most community 

members' (Palmer 2005: 104). It is Palmer’s contention, based mostly on a 

consideration of what has occurred in remote and isolated Aboriginal communities, 

that there are bureaucratic and technological dimensions that create new versions of 

dependency and, even in the context of a greater ability to set priorities and make 

resource expenditure decisions, are just as controlling as previous versions of 

dependency. He argues that they have the same origins, namely, relative 

powerlessness and inequalities in funding, resources and expertise (p. 104). It is his 

contention that it is the lack of expertise in Aboriginal communities that is the main 

reason there has been no substantive shift in levels of dependency and hence external 

control. 

Whilst Palmer’s conclusions have validity for many situations, they are not reflective 

of all. In relation to health needs and ways to more effectively address these in a 

culturally secure manner, the knowledge, skills and expertise are firmly in the hands 

of many Aboriginal people and their representative organisations.  

In a community context, Aboriginal Community Controlled Health Organisations 

offer substantially greater scope than mainstream health services, as the preceding 

discussion has identified. However, it is governments and bureaucrats who control 

the purse strings, both in absolute terms, as well as the areas that funds can be 

allocated, and it is this power that gives them great control over the activities of 

organisations such as ACCHOs. Thus, rather than levels of skill within communities, 

in the context of this research, it is the other factors in Palmer’s analysis, namely, 
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relative power and its influence on priorities, funding and resources that are of key 

importance.  

Building on Palmer’s argument, the issue becomes not so much how to skill up 

Aboriginal people, but rather how to ensure that they are able to utilise the skills and 

knowledge that exist, given the constraints within which they are forced to operate. It 

is also, how to shift the balance of relative power such that funding and resources 

more closely reflect levels of need and local priorities, so that Aboriginal people do 

not remain Foley’s figurative ‘pawns’ in the power plays between politicians and 

their bureaucracies. As outlined previously, the multiple reports and inquiries into 

Aboriginal health have had very similar recommendations: community participation 

in policy and service provision; greater resourcing; an emphasis on primary health 

care; and, greater support for Aboriginal Community Controlled Health 

Organisations. Instead of embracing these recommendations there has been a 

tendency to: 

… avoid any action on the premise that not enough research has been done, when the 

problem is not implementing what research has already revealed. Australian health 

policy has for some time favoured an incrementalist or gradualist approach to Aboriginal 

health, and even worse - the 'resource-free' policy approach. 

(Couzos 2003) 

What drives the reluctance on the part of those in government or their representatives 

in the health bureaucracy to more fully embrace the level of need and the strategies 

required to better address those needs? Is it because it does not directly affect those 

who currently do not seem to hear or fail to listen or act to the level required on the 

advice from ACCHOs? This conclusion is hard to overlook. What creates such a 

distance between the realities in Aboriginal communities and the outcomes of 
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decision making processes in Aboriginal health policy and practice such that it 

seems to be acceptable not to act on such urgent needs? Or to fervently resist clearly 

articulated strategies for change, even when there has been agreement on 

implementation?  

As I have shown, there are multiple factors that impact on community control in the 

field of health, including mistrust, paternalism, fear, and issues of control and power. 

Control and relative power underlie the bureaucratic processes that Aboriginal 

communities and their organisations have to negotiate for resourcing and supportive 

infrastructure. But those negotiations often have to confront the assumptions or 

misunderstandings of decision makers. As Naomi Mayers observed: 

It is always a problem when you rely on government funds - they want to control things. 

They think they know best. They spend so much on consultants telling us how it should 

be done. Meantime we get on with the job … The challenges haven't really changed over 

the years. It is still a constant battle for control … We are still under resourced and 

continue to be frustrated in our dealings with the bureaucracy. 

(Mayers 2001c: 4-5) 

There are some key points here that summarise the issues of contention that confront 

Aboriginal people and their representative organisations in the negotiations to 

influence Aboriginal health policy and practice. These include determining priorities 

and the resourcing required. In particular, as noted earlier, there is a need to 

overcome the assumptions of decision makers who ‘think they know best’ in the face 

of a shifting parade of decision makers, as politicians and governments change, or 

bureaucrats move on.  

On what foundations can assumptions of superior knowledge be based, in a situation 

where many decision makers have a very limited, or short term involvement in the 
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field of Aboriginal health? Even those who may have some claim to expertise are not 

necessarily well grounded in even basic information. As Puggy Hunter’s comment to 

the then Federal Minister for Health, referred to earlier implied, many non-

Aboriginal people have ‘no idea’ how most Aboriginal people live (FN #5 

14/02/2001: 40). The Federal Minister in question was a medical practitioner prior to 

entering parliament. In other words, being the Minister and having a medical 

background is not necessarily enough to ensure a reasonable level of knowledge of 

the health issues that affect Aboriginal people, their causation and ways to best 

address them. Having the technical knowledge about health and health care is one 

thing, understanding the complexity of how to best address them is quite another.  

Such a lack of knowledge within the medical profession is not uncommon. Until 

very recently, the level of education of medical students in relation to Aboriginal 

health was, even at best, very limited (Phillips 2004; Paul, Carr et al. 2006). It is 

hoped that new initiatives in health curricula will go some way towards meeting the 

call by Toussaint (1999a) that it is the ways of working of the health workforce that 

needs to change in order to achieve more culturally secure health care for Aboriginal 

people. Listening and responding to the priorities identified by Aboriginal people is a 

key step in achieving this.  

Such listening can have a direct benefit at the level of service delivery, as has been 

shown by the experiences in Broome and the satellite dialysis service discussed 

earlier, if the significant barriers to reaching agreement between health decision 

makers and ACCHO representatives can be overcome. Reaching a point of 

agreement is one step along the way, but as the Kimberley story shows, agreement 

about a particular need does not readily equate to agreement about how to best meet 
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that need. The reluctance to listen to the ‘very wise people’ (I/V Transcript 

11/04/2001) in the ACCHO sector about the most appropriate to address certain 

health care needs has been a recurrent feature presented here. 

Aboriginal Community Controlled Health Organisations, by their very nature, 

encompass community participation and comprehensive Primary Health Care. They 

meet basic needs in the most appropriate ways, and build capacity, and thus are not 

only service delivery organisations, but also agents of change, with a significant 

community development role. It is this development role that is frequently under 

estimated and, amongst other things, mobilises community experience and wisdom 

(Anderson 1996a). Consequently, on the one hand there are ACCHOs as innovative 

organisations attempting to improve the health of their connected communities, and 

developing considerable expertise about how best to do that. On the other, there are 

governments and their bureaucracies, who are reluctant to draw on that expertise, 

reassured by the continuing colonial fantasy that ‘they know what is best’ for 

Aboriginal people (Cornell 2004). Or, as it was put by one person involved in the 

complex negotiations for the Kimberley Satellite Dialysis Clinic, it is as if ‘the evil 

empire refuses to let go’ (KAMSC Worker, FN #9 02/04/2003: 11). 

In addition to refusing to let go, and to maintain control, a ‘web of bureaucracy’ has 

been established that Aboriginal organisations must negotiate in order to obtain or 

maintain funding (Palmer 2005: 109). This type of surveillance is achieved, in a 

large part, by placing excessive accountability requirements on those communities 

and organisations (Fingleton 1996; Palmer 2005). That accountability requirements 

can be exceedingly demanding was highlighted earlier, with regard to grant 

conditions, including quarterly reporting. Being dependent on multiple funding 
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sources, ACCHOs have to meet the multiple reporting requirements necessary to 

receive those funds. This situation is considered onerous by both Aboriginal 

organisations, and by reviewing bodies such as the Commonwealth Grants 

Commission (Commonwealth Grants Commission 2001) (Houston 2003). 

Such accountability conditions mean that the boards of management of ACCHOs are 

substantively limited in their ability to self determine their health services (Anderson 

1996a). Circumstances where external control is maintained under a policy that is 

supposed to enhance autonomy has been documented elsewhere. Welfare 

colonialism, as evidenced in post colonial settings in Canada might help to explain 

the increasing number of settings where 'the colonisers are illegitimately privileged' 

and 'the colonised are illegitimately de-valued', and how an administration which 

purports to be trying to increase Indigenous control is still colonial in its nature 

(Paine 1977: 3). Anderson (1996a) concluded that the ways that control is 

maintained over ACCHOs is an example of welfare colonialism.  

The tools of control utilised by funding agencies include various strategies to 

regulate the resources accessible to Aboriginal organisations, such as funding 

guidelines, grant acquittals, and other mechanisms of bureaucracy. The State can 

prioritise funding used within ACCHOs, and the presence of Aboriginal 

organisations can be used as an excuse for non-Aboriginal organisations to avoid 

their responsibilities towards Aboriginal communities (Anderson 1996a). These 

processes have the effect of maintaining the dependency / dominance relationship 

between Aboriginal community organisations and the funders of those organisations.  

There is a paradox here, that just as it prompted their development, the continuing 

colonial relationship helps to sustain the ACCHO model (Bartlett and Boffa 2001). 
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A model, that from the at times significant resistance and obstruction coming from 

the mainstream actors documented here, many in the mainstream would prefer did 

not continue or at best remained a marginal player. However, as noted throughout, 

marginality is much more than a site of deprivation, as it is also a 'site of radical 

possibility' and 'a space of resistance' (hooks 1990a: 341). Further, marginality 

enables a counter hegemonic discourse, a marginality that clings and nourishes 

expressions of resistance (p. 341). Being at the margin allows a 'space of refusal', 

where one can say no, and speak with a 'voice of resistance' (hooks 1990a: 341-342). 

Aboriginal Community Controlled Health Organisations, as described in this thesis, 

provide ready examples of spaces of radicalism, and refusal, and how being at the 

margins sustains resistance. As noted in the quote from Naomi Mayers (2001c) 

earlier, it is common for Aboriginal people to be the constants in the negotiations 

surrounding Aboriginal health policy and practice, as others come and go. Thus the 

issue here is first getting Aboriginal voices heard at the negotiating, table and 

secondly having their advice acted upon.  

As has been demonstrated here, this is not simple, as it can take considerable 

pressure to ‘force the other bastards to come to the negotiating table’ (M Dodson 

1995: 7). For example, during the negotiations for the dialysis unit in Broome, even 

when all the key players were in attendance and appeared to be in agreement, some 

bureaucratic personnel were secretly working against that agreement. Hence the 

importance of clear ground rules for engagement, such that the understandings and 

contributions of Aboriginal representatives are respected and valued. ACCHOs offer 

a means by which Aboriginal community concerns and priorities in health may be 

articulated, and begin to be met. Whilst ACCHOs are not able to claim to be the 

legitimate representatives of all community members in the communities that they 
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serve, they are an example of 'substantive' representation (Scrimgeour 1997: 89-90). 

Scrimgeour argues that the effectiveness of such representation is a crucial issue, and 

depends on an ability to ascertain the interests of the constituency being represented, 

and to be able to effectively pursue those interests. It is his contention that the voice 

of ACCHOs should be 'recognised as a legitimate Aboriginal voice' (p. 90). This 

point was well made by Puggy Hunter when discussing who should advise the 

Minister for Health: 

… he can talk to whoever he wants, but at the end of the day, if you want real advice 

about Aboriginal health issues, then speak to those who have been voted by Aboriginal 

communities to represent them on health matters. NACCHO has the mandate to do this. 

Don’t simply talk to individuals who will agree with what the government of the day 

wants. NACCHO’s role is to advocate for better outcomes for Aboriginal people. 

(Hunter 2001c) 

Hunter’s observation echoes the sentiments of Ferguson and Patten from 1938, 

mentioned earlier, and is consistent with findings internationally where it has been 

argued that the expertise of community representatives should be recognised as on a 

par with that of the expertise of professionals (Jewkes 1994). In the context of this 

thesis, given the particular involvement of ACCHOs in health care policy and 

service delivery, as well as their role as ‘substantive’ representatives, it can be 

argued that the expertise embodied in ACCHOs should be given even greater 

priority than the expertise of other professionals and decision makers. As was written 

in a recent Aboriginal health plan for the Pilbara region of Western Australia: ‘we 

want our knowledge and skills respected. We want to work as respected partners 

with health providers and other agencies’ (Pilbara Regional Aboriginal Health 

Planning Team 1999: 3). Or, as the Victorian Aboriginal Health Service put it in 

their submission to the National Aboriginal Health Strategy Working Party: 
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We welcome government cooperation and collaboration, but your history and our history 

demand that such takes place ON OUR TERMS. 

(National Aboriginal Health Strategy Working Party 1989: xiv) 

For such greater cooperation collaboration to occur requires the 'insidious 

relationships of power inequality' to be addressed (Palmer 2005: 113). There are 

some critics of Aboriginal community control in Aboriginal health who use 

continuing Aboriginal ill health as a way of attacking the idea of self determination, 

and arguing that community control has not worked (Anderson 2002b), implying 

that it is time for a new way. The current Minister for Indigenous Affairs, Mal 

Brough, has continued the attack on Aboriginal community organisations that was 

foreshadowed by Senator John Herron when he was the minister in 1996 (Herron 

1996). In a speech announcing a new approach to Aboriginal Affairs, the current 

minister claimed that the intent was to continue the shift away from communities and 

organisations and collective rights and to increasingly focus on individuals and 

families (Brough 2006). Further, he argued that: 

The much misunderstood concept of collective self determination and separateness 

meant to help Indigenous Australians lead independent lives has in fact for many 

achieved the opposite. Local people have been disempowered. 

(Brough 2006) 

Such statements ignore the other factors at play, namely, having sufficient resources 

to be self determining (Anderson 1994a), and the social determinants of health that 

are often out of the control of communities and individuals. The problems of 

Aboriginal health can be conceived as ‘problems of governance' and, further, that 

attempts to improve health have stimulated the development of 'new modes of 
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governance' by Aboriginal peoples (Rowse 1996: 219). ACCHOs represent one of 

these ‘new’ modes.  

There is a greater chance of achieving more constructive outcomes from health 

action and research when they are embedded in community processes, because ‘it is 

the process, not just the product, that is important' (Anderson 1996b: 159). Thus, 

health improvement is not just a consequence of access to technical expertise, as the 

discussion on the multiple determinants of health in Chapter Three highlighted. 

Despite the multiplicity of factors that influence health, it is common for 

considerations about health to focus on issues related to health care service delivery 

and financing, to the exclusion of other factors. In this thesis I have explored the 

implementation of two particular service delivery programs. This was not so much to 

ignore influencing factors in health, but rather to highlight the difficulties that 

continue to confront attempts by Aboriginal people to determine what they see as 

important priorities and better ways of addressing those priorities for the health of 

their particular community. 

Central to an improved understanding is the active adoption of a human rights 

perspective on health, within a framework of Indigenous peoples right’s, as this 

would help to shed the rhetorical practices that have been used to silence and control 

the effectiveness of Aboriginal peoples engagement in Aboriginal health policy and 

practice. Integrating such frameworks into policy and practice enhances the 

opportunities for health planners, decision makers and practitioners to sit or walk 

alongside Aboriginal people on the journey towards equity. And, such a joint 

journey, driven by the wisdom of Aboriginal people, is more likely to reflect the 

wishes, priorities and processes of Aboriginal peoples.  
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10.4 Moving the boundaries: innovation in health 

As discussed in Chapter Five, Aboriginal Community Controlled Health 

Organisations have been described as being both ‘dependent instruments of 

European administration' and 'significant organs of political expression' (Sullivan 

1996a: 73). Sullivan’s interpretation of Aboriginal community controlled 

organisations as ‘dependent instruments’ was not shared widely by those with whom 

I conducted this research. As the material presented earlier attests, the organisations I 

have worked with could more appropriately be described as organisations of 

resistance or, in Scrimgeour’s words, part of an 'insurgent social movement’ (1997: 

82). They are the product of Aboriginal political action, in direct response to 

continuing colonial practices (Anderson 1996a). So, rather than being ‘dependent 

instruments’, ACCHOs are constrained by, and have to fight against, Palmer’s 

(2005) ‘web of bureaucracy’. A web they have to negotiate in order to better meet 

the health care needs of their respective communities. The example from Redfern is 

a key example of how drawn out and bitter the negotiation can be.  

The innovations in health action, embodied in the way ACCHOs approach health 

issues, include the holistic approach to health and health care that has become known 

as comprehensive Primary Health Care. Consistent with this approach, ACCHOs 

provide a model of community participation in health that has not been replicated in 

any sustained way elsewhere in Australia. Whilst women’s and worker’s health 

centres were also established in the 1970s, they were modelled on the ACCHO 

approach (Bartlett and Boffa 2001). The level of community participation in 

Aboriginal Community Controlled Health Organisations is significant, as Puggy 

Hunter commented that the: 
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... thing is that we own the bloody thing and it is something that … I can't, explain - 

about the ownership and the pride that it actually brings. 

(Hunter 2001 in Murray, Bell et al. 2003: 7)  

It is not just ownership that is significant here, but also that Aboriginal people run 

the organisations from the community membership through the boards of 

management, who appoint the CEOs, and through the majority of the staff being 

Aboriginal. In other words, in terms of community participation, they meet the key 

requirements for Primary Health Care to be effective, namely, community 

participation in planning, management, delivery and evaluation of health care 

services. Further, ACCHOs, where they do exist, offer health care services that are 

both acceptable and accessible, often overcoming many of the barriers to health care 

that exist with many mainstream services (Paul 1998a).  

Some commentators (eg Brady 2004) argue that the approach of the ACCHO sector 

is not radically different, because they incorporate medical practitioners and Western 

health practices. Such interpretations miss the point of the fundamental differences 

in approach and process. At a most general level, there is apparent ignorance or 

otherwise significant discounting of the extent to which the operation of health 

systems is culturally determined. Like non-Aboriginal health care settings, 

Aboriginal Community Controlled Health Organisations have their own prevailing 

cultural milieu. In simple terms, that milieu is Aboriginal, not Western, Eastern or 

based in any other non-Aboriginal culture. Non-Aboriginal health practitioners in 

ACCHOs operate within the cultural environment that exists within those 

organisations.  Key here is the ownership and prioritisation, as well as the more 

holistic approach to health, in the context of meeting health and health care needs. 

Some of these needs will require medical assistance and advice. It is not the presence 
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or absence of medical practitioners that is important. As Wilkes et al (2002) have 

shown, there is a dramatic difference in the quality and style of services provided by 

ACCHOs compared with mainstream services. There is another aspect of great 

importance here: 

So community in control, and I think it provides a good, not a haven but a very safe 

place for Indigenous people … 

(I/V Transcript 18/01/2002) 

In other words, ACCHOs, via the way they are structured and operate, ensure that 

they are culturally secure, an ethos and practice that enhances their acceptability and 

hence utilisation. Being able to provide good sick care is only a part of the package! 

It is the holistic nature and context within which that sick care is provided that really 

makes a difference, as the findings in Broome, in relation to going beyond the 

technical aspects of renal dialysis, have plainly shown.  

In seeking to provide a more complete package of care that incorporated other 

essential aspects such as, but not exclusively, accommodation, support (individual, 

family and community), transport and education, the BRAMS / KAMSC vision has 

been able to push the boundaries of renal care in the community, to the significant 

benefit of patients, family and community. In doing so, they negotiated the shifting 

positions of those who held the purse strings in the state heath department, some of 

whom were particularly strong in their opposition to the proposal.  

Of note here is the combination of having a vision for a better way, the ability to 

hold on to it, and to be adaptable when confronted with the changing nature of what 

appeared to be an agreed position. Or, as seems to happen on numerous occasions, 

being able to confront new barriers to the implementation of these agreed positions 
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as they appear, causing negotiations to start afresh. Complicated at times by new 

representatives who appear on the side of governments, who need to be informed of 

the issues, and brought to a point of agreement. At times the process can seem rather 

circular, or as one interviewee put it to me 'it seems like we are on a paddle wheel' 

(I/V transcript 22/08/2000), as ideas and so called solutions are repeatedly proposed 

by government agencies, often with little change from ones that were proposed in the 

past. Sadly, she also thought that the ‘paddle wheel’ was not connected, just 'turning 

round in the water, just constantly going over and over again' and not able to move 

forward, as the solutions argued for by Aboriginal people were largely ignored. 

When confronted by such scenarios, there is a need for resilience and persistence, to 

overcome the barriers and resistances that impede the realisation of a better way 

forward. Aboriginal people remain the constants in this struggle for better health 

(Mayers 2001c), not just by their presence, but also by their solidarity in terms of the 

need to achieve better care, and the realisation of the vision of how that might be 

achieved. 

Central in the issues raised here is the way that Aboriginal communities, via 

Aboriginal Community Controlled Health Organisations, have engaged with, and 

mobilised, Primary Health Care. Primary Health Care is a complex notion, and the 

comprehensive nature of it is not always fully understood by many in planning, 

policy or service delivery areas. It is useful to recall that the success of Primary 

Health Care, according to Walt and Rifkin (1990: 19-20), is dependent on a number 

of factors. These include: the contextual nature of PHC, in other words, it is not a 

single replicable model for all settings, but dependent on local circumstances; that 

PHC is a process that is comprehensive and ongoing, not a selective isolated 

intervention; that PHC is based on high service quality and commitment; and, 
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finally, that PHC is built on dialogue and information exchange between 

communities and providers, occurring in a respectful and sharing manner (p. 19-20). 

Further, achieving health for all requires a ‘united grassroots struggle for equity, 

accountability, and participatory democracy' (International People’s Council in 

Werner 1994: 21). Such a struggle is not a one off event readily overcome, but an 

ongoing, and at times repetitive, hard road to follow. 

10.5 Persistence and resilience confronts resistance and 

reluctance: ‘Everything is so hard … it so hard to get 

anything done’ 

… unequal power relationships which features a lack of respect for Aboriginal peoples, 

and our history, culture, society, intelligence, human rights and sovereignty … all too 

often bureaucrats and their appointed advisers see themselves as experts in Aboriginal 

health, while diminishing, devaluing, contradicting or ignoring the expertise of 

Aboriginal peoples … government relations with Aboriginal Communities are too 

frequently infected with the most offensive attributes of colonial oppression. 

(Mayers 1999b:2) 

In a speech given to the Working Party on Indigenous Peoples in Geneva, Naomi 

Mayers presented a very critical assessment of the working relationship between 

governments and Aboriginal Community Controlled Health Organisations. Mayers 

concluded that it was rare, in these interactions, for ACCHOs to be treated in a 

respectful, let alone equal, manner. Little has changed over the decades, with 

government officials acting in a manner similar to  

the 'mission managers' of old and we are their blacks to be controlled ... it is their agenda 

and their priorities to which we must submit. 

(Mayers 1999b: 6) 
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On one view, such an analysis may seem excessively harsh. However, some 

understanding of Mayers’ position emerges in the documented experiences of many 

of those working in the ACCHO sector who endeavour to engage governments in a 

realistic view of what is needed to better meet the health needs of Aboriginal 

peoples. The repeated calls by Aboriginal people and organisations, endorsed in 

multiple formal reports by and to governments, has been for a much more 

coordinated approach by government at multiple levels. Mick Dodson, in his role as 

Social Justice Commissioner, commented that when he started looking at Aboriginal 

health issues, the serial nature of the ‘plethora’ of reports left him with the 

impression that this had ‘all happened before’ (Dodson 1995: 102). Yet, even when 

it is agreed that a particular strategy is needed, there are inadequate responses from 

governments or their representatives, both in resourcing, and the degree to which 

Aboriginal peoples are able to participate as genuine partners in either determining 

or giving effect to policy.  

There are multiple ways that this inequitable situation has, and continues to be, 

played out. Governments, or their bureaucratic operatives, are able to avoid these 

calls by ignoring or appearing not to hear; refusing or ignoring requests; denying the 

level of need; delaying implementation; calling for more data, research or evidence; 

changing the rules; and, changing the priorities (made easier when health policies are 

built around particular diseases or body parts and program funding). Such apparently 

determined reluctance to act has led to the analogy of industrial deafness to the 

health issues in Aboriginal communities being proposed by some commentators 

(Dodson 1995; Hunter 1999a). 
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The employment of just one of these strategies can be an effective means to deny or 

derail implementation of a much needed initiative. Often multiple strategies, and at 

times all of the strategies outlined above, may be utilised as means to avoid greater 

engagement or the increased resourcing of Aboriginal community initiatives in 

health, as evident in the stories related earlier.  The stories from Broome and Redfern 

were focused on the attempts to implement single program initiatives that had been 

agreed were priority areas. Yet it took many years to get the programs funded and 

structured in the way the local ACCHO thought would be the most appropriate for 

optimal effectiveness.  

Even when the messages are heard, often the level of action can be much less than 

required, leading some commentators, drawing on Martin Luther King, to refer to 

gradualism as the 'tranquillising drug for Aboriginal health policy' (Couzos 2004: 

188). The level of funding is at times so inadequate, and the difficulties accessing 

new funds so great, that a senior administrator of one ACCHO described the 

situation in the following terms: 

We get our little peanut … our little piddly bit on the side … we should be thankful … 

we should be grateful 

(ACCHO CEO, FN #6 03/05/2001: 27) 

In the context of being expected to be grateful for what is, in general, much less than 

what is required, the negotiations for a better deal can be quite forceful. However, 

the attitudes that are revealed during the negotiations with government 

representatives about improved resourcing, and the implementation of the 

recommendations of the multiple reports on Aboriginal health, can be quite 

revealing: 
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… we are patronised, talked down to and devalued, even shouted at. It is as though we 

should bow down before our superiors. We are treated with contempt and not respect. 

(Mayers 1999b: 6) 

Here Naomi Mayers offers a telling assessment of the nature of the interactions that 

have occurred between funders and representative organisations in Aboriginal 

health, indicating the unequal standing between the negotiating parties, and revealing 

the quality of the relationship. It is not difficult to see how the process towards better 

health outcomes for Aboriginal people could be improved.  

 It should be acknowledged that whether the obstructions and slow process by 

governments, or their representatives, is their intention is not the issue. No matter 

what the intent of decision makers, it is the outcome of the bureaucratic processes, 

which even without being actively obstructive, which, as demonstrated in this thesis 

it clearly can be, has the effect of being obstructive. This is especially the case, given 

the apparent preference by governments for incremental change, and slow processes 

can be one of the most effective tools of obstruction. It is as if there is an assumption 

that too much is being requested to meet the level of need that exists. Against such a 

background, and despite the occasional good intent from funders, there has 

developed a ritual in which ACCHO’s requests, or at times demands, for greater 

resourcing and differing ways of working are met in a range of ways that effectively 

mean they are denied. This situation has become normalised to such an extent that 

some organisations, such as the AMS in Redfern, have developed the staged strategy 

described in Chapter Eight to address bureaucratic or political reluctance or 

obstruction. It is possible for such strategies to be effective because government 

action in Aboriginal health tends to be responsive to intermittent pressure, rather 

than having a longer term agenda (National Aboriginal Health Strategy Working 
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Party 1989). As a consequence, Aboriginal people and their representative 

organisations are required to spend considerable time and effort fighting for 

incremental changes in resourcing. As the evidence presented here shows, this is 

often a prolonged fight that requires not only getting to a point of agreement, but 

also to ensure that implementation of the agreement follows. This may occur at an 

individual program, or system wide, level.  

The repeated and sustained nature of the calls for change, and the lack of adequate 

responses, suggest that these calls are being treated as ‘background noise’ by 

politicians or bureaucrats who ‘think they know best’. Thus the challenge for 

Aboriginal organisations is to be heard, rather than 'talking into thin air ... to ears that 

do not hear ... talk that is simply not listened to ... could be tuned out ... could 

become a kind of background music, audible but not acknowledged as significant 

speech' (hooks 1990). Being heard is a key step towards overcoming the inequitable 

position of relative power that can relegate Aboriginal people to the role of ‘pawns’ 

in the power plays of others. Or as it was put in one interview by a senior ACCHO 

executive: 

I can talk about hearing … Government health people keep going on about Aboriginal 

people with hearing problems. I’ve been telling the Government time and time again 

about Aboriginal health issues. It is {them} who have the hearing problem … listening is 

the issue. 

(FN #5 14/02/2001: 44-45) 

Hearing the message, and then formulating and implementing policy and practice in 

a collaborative manner based on what is heard, is made more difficult by the relative 

instability of those in government, or their representatives in bureaucracy. Mick 

Dodson, writing as Social Justice Commissioner, described the carousel scenario of 



 357 

politicians with 'well intentioned words' who visit outback settings time and time 

again but little changes in terms of policy, resourcing or health outcomes (Dodson 

1995: 101). This point is similar to that of Naomi Mayers, referred to earlier, of 

government officials as a rotating stage show with Aboriginal people ‘still sitting 

there’, watching and waiting (Mayers 2001c: 5). In contrast, Ministers rarely hold 

the same portfolio for a prolonged period; those in the bureaucracy move to new 

positions and different roles, or are caught up in organisational change within the 

bureaucracy. Even those non-Aboriginal people who have a particular commitment 

or interest in health may not remain engaged for the long term with the issues and 

struggles alongside Aboriginal people.  

Being able to opt out is generally not a choice for most Aboriginal people, who live 

with the issues all their lives. To remain active in the struggles for greater control 

and better outcomes requires persistence, strength and resilience. It also requires 

considerable resistance to the seemingly constant attempts by many governments 

and their representatives to actively attempt to thwart Aboriginal community control 

in Aboriginal health (Mayers 1999b: 5). Despite such opposition, the persistence and 

strength of conviction within ACCHOs is such that whilst the struggles may be 

difficult, and very resource intensive for both individuals and organisations, they are 

often successful on core issues.  

Winning the argument eventually makes the individual struggle worthwhile. It may 

be on a point of principle, such as the redrafting of a National Strategy for 

Aboriginal and Torres Strait Islander health, or a single program such as the location 

and control of a satellite dialysis clinic, or actually receiving the funds approved by a 

minister. Achieving such a victory consumes time, energy and resources that could 
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otherwise be used serving the community. The overall impact is considerably less 

benefit for Aboriginal communities than would otherwise be achieved because, as 

noted in Chapter Eight, ‘everything is so hard’.  

The recent changes in administrative arrangements in Aboriginal Affairs, which 

included the abolition of the Aboriginal and Torres Strait Islander Commission, have 

made it more of a challenge for Aboriginal people to have a voice, let alone have that 

voice heard (Calma 2005). The rhetoric used to justify the changes include the 

assertion that ‘parallel services’ have ‘not produced the results that organisations  … 

sought to deliver’ (Brough 2006), the implication being that Aboriginal organisations 

have failed to meet the needs of Aboriginal communities. These changes sees the 

implementation of what the Howard Liberal Government indicated it sought to 

achieve not long after winning office, when the then new minister for Indigenous 

Affairs announced significant funding cuts and that the 'only way forward was to 

break with past practices’ (Herron 1996: 1). Unfortunately Senator Herron was not 

referring to the past colonial practices that continue to linger and to constrain 

Aboriginal community initiatives aimed at improving health outcomes. 

Some of the arguments put to justify the shifts in approach have included the need to 

ensure that mainstream services are more responsive to the needs of Aboriginal 

people (Brough 2006). Whilst mainstream services have an obligation to better meet 

the needs of Aboriginal people, this should be in addition to, rather than at the 

expense of, community initiated and community driven services. Major concern has 

been expressed that the changes implemented since 2004 have altered the 

relationship between the federal government and Aboriginal communities, with a 

shift from dealing with organisations to dealing with individuals (Calma 2005: 1-3). 
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To reiterate, a key difficulty that Aboriginal Community Controlled Health 

Organisations have had in trying to implement more effective programs has been 

getting governments to listen and act in a manner that more closely reflects levels of 

need, community priorities and preferred ways of working. Shifting to a focus on the 

individual, in preference to dealing with organisations means, that not being heard is 

even more likely. In the following section I consider some ways that these 

deficiencies may be addressed.  

10.6 Walking alongside: better ways of doing 

Isn't it reasonable to say that if we can build a prosperous and remarkably harmonious 

multicultural society in Australia, surely we can find just solutions to the problems 

which beset the first Australians - the people to whom the most injustice has been done. 

 And, as I say, the starting point might be to recognise that the problem starts with us 

non-Aboriginal Australians. 

 It begins, I think, with that act of recognition 

 Recognition that it was we who did the dispossessing. 

 We took the traditional lands and smashed the traditional way of life. 

 We brought the diseases. The alcohol. 

 We committed the murders. 

 We took the children from their mothers. 

 We practised discrimination and exclusion. 

 It was our ignorance and our prejudice. 

 And our failure to imagine these things being done to us. 

(Keating 1992) 

This quote from Paul Keating’s Redfern speech, speaking as Australian Prime 

Minister at the launch of Australia's celebration of the 1993 International Year of the 

World's Indigenous People, offers some guidance towards the achievement of more 
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equitable outcomes for Aboriginal peoples in Australia. Acknowledging the origins 

of these inequities is an important first step, as it helps to move towards a fuller 

understanding of the complexities at play. Keating’s acknowledgment that ‘the 

problem starts’ with non-Aboriginal Australians offers a useful beginning point for 

how Aboriginal health policy and practice may better reflect the needs and priorities 

of Aboriginal people. In other words, he was urging a consideration of causation 

rather than the effects. Of significance to this discussion are the barriers to 

addressing the causations, in particular those that impede greater participation, and 

hence self determination, in Aboriginal health policy and practice.  

Strategies that foster greater participation of Aboriginal people in Aboriginal health, 

at all levels, will help the realisation of self determination, and counter the 

paternalism that is a continuing expression of Australia’s colonial past in the present, 

and which frustrates Aboriginal people’s aspirations and the achievement of 

meaningful self determination (Paul 1998b: 72). Including Aboriginal people in the 

processes of decision making that determine Aboriginal health policy and practice is 

important, because including Aboriginal people as ‘key decision makers’ helps to 

overcome the ‘great Australian silence’ (Helen Milroy 2005). 

Achieving the goal of effective Primary Health Care, through full community 

participation in its planning, delivery, management and evaluation (World Health 

Organisation 1978: 9, 15), for Aboriginal peoples, requires a ‘dramatic rethinking on 

the part of politicians and the wider community about Aboriginal health’ (Hunter 

1999a: 1). The outcomes from this ‘dramatic rethinking’, which also includes an 

increase in resources to better reflect levels of need and community identified 

priorities, is not something that should be open to negotiation, as ‘there is no half 
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way mark, nor can there be compromise’ in the struggles between justice and 

oppression (Riley 1990: 325). 

Having clarity about the preferred outcome/s is one thing, achieving it is another. 

Whilst it is increasingly acknowledged that there needs to be a radical re-thinking of 

health and its social determinants some commentators consider that ‘the Federal 

Government is turning a blind eye to these complexities … or they’ve developed a 

convenient form of tunnel vision' (O'Donoghue 2004: 12). Some of the difficulty in 

the translation from concept to practice stems from what is meant by community 

participation and how it is mobilised. Participation, as conceived by some, is merely 

tokenism (Arnstein 1969; Petersen and Lupton 1996). Full community participation, 

as outlined in the Declaration of Alma Ata, not only challenges the roles of medical 

practitioners as authorities in health matters, but is also a process of empowerment 

utilising ‘health as an entry point for gaining social justice' (Walt and Rifkin 1990: 

17).  

As the social and political struggles discussed in this thesis have revealed, achieving 

greater community participation is not necessarily a smooth process, particularly as 

it involves challenges to existing ways of working, as well as the distribution of 

power. Participation 'of the disenfranchised' involves conflict and confrontation as 

well as cooperation and collaboration, and to be most effective requires a 

‘fundamental shift in the distribution of power' (Farrant 1991: 431). On the surface, a 

collaborative process would seem to be the more appropriate, however, an 

uncontested process does not necessarily guarantee the most equitable outcome, as 

the adoption of a strategy that promotes cooperation and collaboration, rather than 

conflict and confrontation, can serve to ‘obscure entrenched political barriers to 
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change’ and can be exploited by those with a ‘vested interest in maintaining the 

status quo' (Farrant 1991: 429).  

While collaboration and cooperation may be the preferred method of negotiating and 

implementing change, as it should be less consuming of scarce resources, it does 

require ACCHOs to be vigilant and to ensure that what is agreed comes to fruition. 

As shown earlier, agreement even in writing does not always translate into action.  

As noted earlier, being located at the margins can be a conflicting position as 

marginality may be both a site of resistance and strength, as well as a site of 

oppression (hooks 1990a). In the examples discussed earlier, ACCHOs provide 

substantial evidence of all three, with the former required to survive the latter. hooks 

also argues that it is possible for the space of marginality to be a site of resistance, 

opportunity or of refusal (p. 341) where one can say no or speak with a 'voice of 

resistance' (p. 342). However, she cautions that in part this involves the voices of 

resistance being heard, rather than silenced. In other words, it is the way we listen 

and what we listen for, as well as who speaks or is allowed to speak, that can help to 

create shifts in understanding, and action. Shifts that not only respond to the wisdom 

that exists in Aboriginal Controlled Controlled Health Organisations but also enables 

an openness to the radical possibilities referred to earlier in this chapter, particularly 

the possibility of doing things differently.  

In this story, it is not an issue of whether or not expertise exists. In earlier chapters I 

demonstrated the breadth and innovation that has come from Aboriginal 

communities and their organisations in relation to health matters. Central issues here 

are assumptions that expertise is lacking, and a failure to acknowledge existing 

skills. The combination of one or both of these contributes to a denial of the value of 
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the knowledge base that exists, and helps to ensure that the pool of expertise that is 

heard and acted upon remains with those with the greatest power.  

The construction of those perceived to be at the margins as lesser, or at least as 

knowing less, acts as a significant impediment to the likelihood of walking together 

in the journey towards greater equity and improvements in health outcomes. Such 

constructions have their origins in the racial hierarchies used to justify colonial 

practices and that continue to influence Aboriginal affairs policy development 

(Tonkinson 1990). The following story told by Pat Anderson, then Chair of 

NACCHO, to the National Press Club, helps to demonstrate the difficulty of being 

heard and having one’s needs met. 

I want to start by telling a story. It’s about an old man from the Top End of Australia. 

He’s passed away now, but this is what happened to him.  

He was living quietly on his outstation out near Kakadu. One day some government 

workers drove up in their four wheel drive while the old man was sitting out the front of 

his tin shed. He got up and introduced himself and showed them round a bit. As they 

were leaving, they asked him if there was anything he needed. 

“Oh yeah,” he said, “if you’re coming back out this way, you could bring me a couple of 

packets of tomato seeds. I’d like to try and grow a few tomatoes here for myself.” 

Well, the government workers went back to town and told their boss about the old man 

who wanted to grow tomatoes on his outstation. And their boss told her boss and so on. 

After a while, the old man is sitting out the front at his outstation as before and all these 

people start arriving. Geologists come and start taking soil and rock samples. 

Meteorologists arrive with all sorts of gadgets to measure wind speed and rainfall. 

Ecologists set up camp to study the ecosystem and do environmental impact studies. 

Agronomists arrive to do feasibility studies of market gardens in the tropics. 
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All the while, the old man sits at the front of his house, watching all this very 

entertaining activity. Eventually, after several months one of the scientists comes up to 

him and asks him how he is. 

“I’m fine,” says the old man, “but I’m still waiting for those packets of tomato seeds.” 

(Anderson 2002b) 

As this story shows, sometimes the obvious gets lost in the maze of activity 

generated by the good intent of others. In seeking alternative ways that enhance 

improvements in health outcomes, it useful to briefly revisit some of the barriers that 

diminish the likelihood of success. Of prime interest here is: who knows what is 

best? A ready response from some in decision making positions has been the 

imposition of external solutions which reify the knowledge of 'authorities' and 

minimise local knowledge (Gandhi 1998; Chandler and Lalonde 2004). There is a 

cost in ignoring Indigenous knowledges; it is not only hostile, but also makes ‘poor 

economic and strategic sense' (Chandler and Lalonde 2004: 115). Further, programs 

that are the product of assumptions of ‘what is best for’ are likely to be less 

successful than those that are inclusive by nature, and utilise more comprehensive 

(or holistic) approaches, as the success of the Kimberley Satellite Dialysis Clinic 

clearly demonstrates. 

A significant problem with imposed structures and processes is that these diminish 

the sense of community ownership of such programs, and this enhances the 

likelihood of a repetition of past patterns of resistance, failure and rejection (Dodson 

1991). This is compounded by the ‘revolving stage show’ of politicians and 

bureaucrats, and the need for better informed decision makers (Mayers 2001c). Each 

new group of decision makers need to be briefed and educated about the realities of 

Aboriginal people’s health. Whilst they often convey words that are well intended, 



 365 

there is very little change in policy, resourcing or health outcomes (Dodson 1995). 

This leads to a sense of frustration and at times anger, as Aboriginal people are ‘still 

sitting there’ (Mayers 2001c) waiting for more meaningful responses. Even when 

people appear to be listening: 

We feel that our words fall on deaf ears because … 'What we said' comes back to us with 

little of our intended meaning. And yet the researchers and politicians keep coming back 

to ask us again, so they can 'not hear' some more. It is not hard to understand why many 

of us are tempted to close the door. 

(Dodson 1995: 7) 

There are obvious consequences for quality of life and survival here, such that there 

is an urgent need for greater and more sustained support for the strategies of change 

that will improve the health outcomes for Aboriginal people. As the former 

chairperson of NACCHO put it: 'we cannot afford to reinvent the wheel … what we 

need now is for our politicians to start acting' (Hunter 2001a: 16), because the 

suffering of people 'must never be a silent residue of policy' (Foucault 1994: 475). 

However, as has been shown in this thesis, Aboriginal Community Controlled Health 

Organisations find it hard to move forward because 'at every turn bureaucracy sits on 

us' (I/V Transcript 12/06/2000). As noted earlier, whilst such sitting may not be the 

intent of ‘policy’ it can be the outcome of the actions, or inactions, of those who 

determine or implement policy. This is one way that institutional racism may be 

expressed, through practice and outcomes, rather than by intent (McKenzie 1999).  

Confronting the issues outlined above provides the opportunity to adopt different 

approaches, so that community initiatives aimed at enhancing better outcomes for 

Aboriginal people, and addressing community identified priorities in the manner 

preferred by the community, can move forward. Programs that are targeted at the 
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health priorities identified by communities, or their representative organisations, that 

incorporate a holistic approach, are culturally secure and ongoing, are more likely to 

be utilised and hence to make a difference. However, as noted in Chapter Eight, 

government goodwill alone is not sufficient to engender significant changes without 

an associated realistic level of funding (Durie 2003: 408). In this context it must be 

remembered that whilst health programs, are important to addressing existing health 

problems these must occur in the context of a more holistic approach that addresses 

the structural determinants of health (Smallwood 1990; Dodson 1991, vol 2; Gray, 

Jackson Pulver et al. 2006). 

The importance of an integrated approach supported by adequate and ongoing 

funding has been documented in the Northern Territory, where a very successful 

program aimed at reducing the incidence and impact of chronic renal disease was not 

maintained at the same intensity, due to competing priorities and a reduction in 

available funds (Hoy, Kondalsamy-Chennakesavan et al. 2005). As a consequence, 

previously significant improvements were reversed, with the relative risk of death 

due to renal and non-renal disease increasing by three and nine and a half times 

respectively (Hoy, Kondalsamy-Chennakesavan et al. 2005). What is of particular 

concern is the rapid nature of this reversal, occurring within three years. To reiterate, 

the consequences of short term or intermittent approaches can be dramatic, and as 

stark as life and death. This highlights the need for programs and processes to be 

ongoing, and focused on the long term, to ensure more equitable outcomes. Further, 

Aboriginal people should be driving such strategies, as a key means of countering 

one of the great continuing legacies of colonialism, namely the fantasy that ‘we 

know what is best for you’ (Cornell 2004: 12). 
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Shifting from paternalistic processes to ones that are both more inclusive, and foster 

more equitable outcomes is the aim. Effecting such change requires a fundamental 

shift in institutions, practices and attitudes, and is 'an issue of political practice' 

(Castles and Vasta 1999: 310). It largely depends on the political will of the state to 

effect such change, and is intimately connected to the recognition of Indigenous 

peoples and respect for fundamental human rights (World Health Organisation 2000: 

11). Thus the role of governments is crucial, as it is they who have to hear and act on 

what Aboriginal people or their representative organisations are saying. Because, as 

has been shown here, it is governments who determine resourcing levels, establish 

priorities for action, and the ways that action is implemented. Further, governments 

are able to hold their bureaucratic organisations to account to act in ways that 

facilitate more equitable outcomes.  

The apparent reluctance to act to facilitate change, or to challenge the status quo, is 

of concern. There is a need to move beyond sympathetic words or apparently 

supportive policy, as 'good intentions aren't always enough' (Modjeska 2002: 185). 

The most important factor in achieving more equitable health outcomes is having the 

political will to match the rhetoric (British Medical Association 2001), otherwise the 

likelihood of achieving progress towards greater equity in health is extremely limited 

(Mooney 2002). Moving beyond ‘good intentions’ can be difficult as ‘it is very often 

those who govern who talk, are capable only of talking, and want only to talk' 

(Foucault 1994: 475). ‘Talking’ also offers a way to avoid action or, as the multiple 

and repeated reports and inquiries indicate, give the appearance of doing something 

whilst failing to address the fundamentals, a point well made by Puggy Hunter: 

These things have to be implemented and until they do it's no good talking to us 

Aboriginals about another plan because they haven't actually implemented all these 
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things along the way, and we're talking about ‘it's time for our conscience to get another 

prick again – we better go and do another report’ - and that's the sad part about it. 

(Hunter in National Aboriginal Community Controlled Health Organisation 1999a) 

Whilst the main challenge is to get ‘those who govern’ to listen and act, 

unfortunately reliance on political will to achieve this is somewhat fraught with 

personality issues, and hence is dependent on the good will of those who control the 

purse strings. Unless there is bipartisan agreement and structural reform to remove 

political game playing, the will for change can be overcome by existing structures or 

systems, or personalities, which may reinforce inaction, or even retreat from existing 

positions. There are no quick fixes or magic bullets to remedy this (O'Donoghue 

2000a) as 

What we need from our parliamentarians is longer term certainty, accountability and the 

political will to bring our health status in line with the rest of Australia. 

(Hunter 2001a) 

To date, the political will and resources required to address the ongoing legacy of 

neglect, discrimination and destructive social policy remains elusive (Murray, Bell et 

al. 2003). Thus the importance of a human rights framework, as it offers a useful tool 

to address ongoing health inequalities and flaws in existing systems (Mann 1996; 

Calma 2005). In particular, a human rights framework creates obligations on 

government, and outlines a pathway for health and human rights based on 

government obligations to respect, protect, and fulfill human rights in terms of health 

outcomes, health systems and determinants of health (Gruskin and Tarantola 2000). 

Further, it places the burden on governments to justify that every effort has been 

made to utilise all available resources to satisfy, ‘as a matter of priority, the right to 

health’ (Calma 2005: 57).  
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Whilst there is a strong argument that international treaties related to human rights, 

which Australia has signed, place a moral obligation on Australian governments to 

comply, the absence of legal mechanisms of enforcement and accountability mean 

that they are able to avoid those obligations if they choose (Gray and Bailie 2006). 

Rather than honour the intent of international human rights treaties, Australian 

governments selectively overlook much of the evidence (Couzos 2003). Despite this, 

a human rights discourse can be an effective tool of health advocacy, as it can help to 

maintain health and human rights on the political agenda (Gray and Bailie 2006).  

It should be acknowledged, however, that any sense of moral obligation and repeated 

restating of the level of inequity in health outcomes for Aboriginal people have, to 

date, been largely ineffective in prompting a more concerted effort on the part of 

governments and their representatives to address the basic right to health and 

wellbeing. Indeed, at times it would appear to have hardened the resolve of some, 

and made it more difficult to achieve access to increased resources and ways of 

working that may enhance accessibility, acceptability and, in the longer term, 

improved outcomes.  

Basic rights are an entitlement, not charity, and as such it is time that governments 

shifted their approaches so that Aboriginal people are no longer the passive 

recipients of the largesse of 'white governments' (O'Donoghue 2000b: 819). In the 

future analysis of whether substantive gains have been made or not, Marzouki’s 

(2004) human rights framework is of particular benefit, as it helps to focus attention 

on those who perpetrate or allow the violation of the right to health to continue. 

There is much more work required to achieve better health outcomes for all 
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Aboriginal people in Australia because, as Puggy Hunter put it in an interview for 

this research: 

They talk about we are all equal … we are not  

(FN #5 14/02/2001: 40) 

To conclude, for self determination to be more fully realised depends not so much on 

centrally negotiated strategies and structures, but on local agreements that reflect the 

particularities of local needs and priorities (Yu 2002). This is more likely to occur 

through the agency of Aboriginal community organisations (Johnston 1991). If this 

is to be achievable, then governments need to be aware that they cannot impose new 

Aboriginal governance arrangements, because these must come from Aboriginal 

communities themselves (Yu 2002). That said it must be remembered that: 

Apart from failing to address the critical issue of funding inadequacy in Aboriginal 

health, many Australian governments have actively attempted to thwart Aboriginal 

Community Controlled Health Organisations in their right to pursue the practical 

implementation of Aboriginal self determination in Aboriginal health. 

(Mayers 1999b: 5)  
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 Conclusion: ‘… there is no simple solution …’ 58 

We cannot afford to reinvent the wheel every time a new party wins government. 

(Hunter 2001a: 16) 

In this thesis I have attempted to contribute to Puggy Hunter’s call for ‘a sketch plan' 

to help achieve improvements in the health experienced by Aboriginal people in 

Australia. I have aimed to do so by outlining some general principles, and practical 

examples of contemporary practices. I have sought to highlight the barriers to 

achieving substantive improvements in the health experience of Aboriginal peoples, 

and some of the origins of, and ways to overcome, those barriers. Central to realising 

such improvements in understandings, policies and practices in relation to 

Aboriginal health is the need to encourage government to undergo a process of 

rethinking and transformation. The necessity for a transformation has been 

demonstrated by the description of some of the social, bureaucratic and political 

struggles that have confronted Aboriginal Community Controlled Health 

Organisations in their attempts to implement new services for the communities they 

represent.  

The struggles and obstacles that confront ACCHOs are crucial to understanding the 

broader struggle for self determination, particularly as they represent the practical 

expression of Aboriginal self determination in Aboriginal health (Mayers 1999b; 

Bell, Couzos et al. 2000). There is clearly a need to rethink, or engage in a 

                                                

58 Johnston 1991, vol 4: 213 



 372 

transformed understanding of policy and practice, to alleviate some of the difficulties 

that confront the greater realisation of Aboriginal self determination in Australia.  

The experiences of Aboriginal Community Controlled Health Organisations, in 

negotiating to influence Aboriginal health policy and practice, with the aim of 

improving health and health care for Aboriginal Australians, provides an insight into 

the extent to which governments are reluctant to hear and act in the ways required. 

Within this context, ACCHOs provide key examples of how marginality can be 

much more than a site of deprivation, as they are also a 'site of radical possibility' 

and 'a space of resistance' (hooks 1990a: 341). 

Despite at times adopting language which appears to be more inclusive of Aboriginal 

people, the description of the underlying processes for decision making reveals the 

largely rhetorical nature of the approaches by governments and their bureaucratic 

representatives. Unfortunately the combination of ‘knowing what is best’, and 

(in)action for more prosaic reasons, denies or marginalises the accumulated 

knowledge and wisdom of those who have led the conceptualisation and 

implementation of comprehensive primary health care in Aboriginal health. The 

experiences of many key players in several Aboriginal Community Controlled 

Health Organisations illustrate the extreme levels of obstruction, and the enormity of 

the challenge for more consistent and rapid improvements to occur.  

Whilst there is no ‘simple solution’ to the ongoing inequalities in Aboriginal health, 

steps to ensure health equity is achieved more quickly are possible, and urgently 

required. Building on the evidence and themes discussed in this thesis, there are a 

number of preconditions to be met before the required transformation in policy 

development and practice in Aboriginal health may be achieved. These include, 
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better ways of working to ensure inclusion of Aboriginal people at all levels of 

decision making and service delivery. Affording Aboriginal people equal treatment 

for an equal level of need would mean ensuring resourcing levels that reflect those 

levels of need, plus additional resources to build capacity to ensure that provision of 

services can be sustained. Central to these changes are implementing mechanisms to 

ensure that the advocacy that comes from Aboriginal communities and their 

representative organisations is heard and acted on throughout the process, not just as 

an afterthought. 

I argue that the major onus is on governments to achieve these requirements. This 

necessitates the political will to ensure that they will happen, and breaking from past 

practices which are underpinned by the assumption of knowing ‘what is best’. Key 

here is the recognition of, and respect for, the human rights of Aboriginal 

Australians, as enshrined in the numerous international declarations and treaties 

discussed earlier in the thesis, and having the moral imperative to act to address the 

inequalities experienced by Aboriginal people which, to date, appear to have only 

received ‘lip service’ (Hunter 1999a). 

The human rights model and analysis by Moncef Marzoouki (2004) offers a 

particularly useful framework to monitor both progress and responsibility here, as it 

reminds those who seek to engage in Aboriginal health policy and practice of the 

main players, namely, those whose right to health has been violated; those who 

violate those rights; and, those who allow that violation to continue and who have 

the ability to intervene. This approach and framework are of value, as non-

Aboriginal politicians, bureaucrats and health practitioners, no matter how well 

intentioned or motivated to make a difference, tend to be temporary players whose 
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engagement is rarely long term. By contrast, Aboriginal people, as a collective as 

well as individuals, remain the constants in the advocacy and struggles for better 

health (Mayers 2001c). 

This research further demonstrates that the potential benefit and value of Aboriginal 

community participation in Aboriginal health policy and practice is yet to be fully 

realised. Greater participation is constrained in no small part by the structural 

impediments that need to be negotiated in order to achieve the implementation of 

Aboriginal community identified priorities in health. Underpinning these 

impediments is the substantial power imbalance between government funding 

agencies and Aboriginal community organisations. One way to address this 

imbalance is for governments and their bureaucracies to be made to be more 

accountable for their roles, actions and obligations towards Aboriginal people. Such 

accountability could begin by greater inclusion of Aboriginal people in decision 

making processes that determine the direction of policy and practice, as well as 

resourcing that more closely reflects levels of need, particularly at the level of 

primary health care. 

Unfortunately, it remains possible for governments and their bureaucracies to 

‘punish’ Aboriginal organisations if they are perceived to be ‘causing trouble’, or not 

being compliant with what others think they ‘know is best’. The establishment of an 

independent monitoring process to ensure that governments and their agencies meet 

their obligations towards the basic rights of Aboriginal people to equitable health 

outcomes ideally should not be necessary. However, given the persistent reluctance 

of successive state and federal governments to meet those obligations, and the 

continued obstruction of community identified ways of better meeting basic needs, 
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such a mechanism is a necessity. Ideally this should be established within Australia, 

although government reluctance, as evidenced here, may require Aboriginal people 

to seek an international monitoring process to bring Australian governments to 

account.  

The nature of the frustrating social and political struggles that Aboriginal people are 

engaged in, in order to improve health outcomes and to access culturally appropriate 

health services have, in effect, not changed since the circumstances in1971 that led 

to the establishment of the first ACCHO in Australia. There remains a systematic 

problem within governments and health bureaucracies that, despite over thirty years 

of local and international evidence to the contrary, limits Aboriginal community 

participation at all levels of the health system. The impact for Aboriginal peoples is a 

continuing lack of basic health infrastructure and a paucity of resources to enable the 

social determinants of health to engender greater health equity in Australia. The 

resources that are available are often only achieved as a consequence of persistence 

and great struggle, and are achieved at great personal and organisational cost. 

The work of this thesis represents a contribution towards the understanding of the 

historical and contemporary struggles that Aboriginal people and their representative 

organisations in health engage with in their attempts to address the continuing 

impacts of colonisation in Australia. Aboriginal people offer much towards a better 

understanding of the interconnectedness of society and a shared world. The guidance 

offered in relation to ways of working and understanding, including the importance 

of a holistic approach, is immeasurable. Central to this ethos is self determination; 

the consequences of acting to constrain this, either by omission or commission, is to 

fail to respect the rights of the original occupiers of this land. Making social justice a 
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reality for Aboriginal people in Australia is of benefit for the whole of Australian 

society. 

The earth by day represents the muscles we grow and nurture, allowing us to develop 

strength and endurance throughout the trials and tribulations of life. The earth by night, 

represents the sinews that bind us and allow us the agility to run and play. To build a 

healthy nation, we have to establish a healthy base with the strength to endure balanced 

by the grace to be conciliatory. As the nation faces the whirlwind or crisis in existence, 

all these structures will converge to protect our path into the future. If we do not have 

these structures in place, the nation may fracture, leaving society fragmented. 

We stand with our feet on the earth and our head in the sky as we walk through life, 

strong, proud, dynamic and compassionate. 

Helen Milroy - June 2005 



 377 

Appendix A - Major developments in Indigenous 

health policy since 1967 59 

1967 A constitutional amendment referendum held during Liberal Prime Minister 
Harold Holt's term in office, gave the Commonwealth Government power to 
legislate for Indigenous Australians, and allowed for their inclusion in the 
census.  

1968 The Commonwealth Office of Aboriginal Affairs was established. 
1969 The Office identified health as one of four major areas for Indigenous 

development and initiated specific purpose grants to the States for the 
development of special Aboriginal health programs. State government health 
authorities decided to establish Aboriginal health units to address the health 
needs of the Indigenous population and to administer the Commonwealth funds. 

1971 The first Aboriginal Medical Service (AMS) was initiated on a voluntary basis 
in Redfern, Sydney. 

1972 The Whitlam Labor Government was elected and replaced the Office of 
Aboriginal Affairs with the Department of Aboriginal Affairs (DAA). The DAA 
continued with the States grants programs initiated by the Office but also began 
to make direct grants to the newly-emerging AMSs. 
The Federal Court decision in Australia's first native title case, the Gove Land 
Rights Case, found that traditional laws, customs and land rights were not 
recognised by Australian courts. 

1973 The Commonwealth Government made a formal offer to the State Ministers to 
assume from them full responsibility for Indigenous affairs policy and planning. 
With the exception of Queensland, all the States accepted the offer and 
negotiations commenced for the transfer of responsibility for Indigenous policy, 
planning and coordination from the States to the Commonwealth. The 
Department of Aboriginal Affairs was given central authority for policy 
administration. 
An Aboriginal Health Branch was established in the Commonwealth 
Department of Health to provide professional advice to the Government. One of 
its first actions was to propose a Ten Year Plan for Aboriginal Health. 

1974 The national AMS umbrella organisation, the National Aboriginal and Islander 
Health Organisation (NAIHO), was formed. 

1975 The Racial Discrimination Act was introduced, preventing governments from 
discriminating on the basis of race and ensuring compensation for any removal 
of Indigenous rights. 

                                                

59 Extracted from (Australian Indigenous HealthInfoNet 2004). References and endnotes in the 
original are not reproduced here. 
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The universal health insurance system, Medibank, was introduced making 
mainstream health services more affordable. 
The Liberal-National Country Coalition Government, led by Liberal Prime 
Minister Malcolm Fraser, was elected. 

1976 The Report on the Delivery of Services by the Department of Aboriginal Affairs 
was published. It assessed the capability of the DAA to fulfil its responsibilities 
for Indigenous policy development and administration. 
The Commonwealth-funded National Trachoma and Eye Health Program was 
launched. 
The Commonwealth asked the House of Representatives Standing Committee 
on Aboriginal Affairs (HRSCAA) to conduct a review of Aboriginal health (7). 

1977 The HRSCAA inquiry was initiated. 
The Australian Parliamentary report Alcohol problems of Aboriginals was 
published. 

1978 The Commonwealth Coalition Government terminated Medibank, the universal 
health insurance scheme. 

1979 The HRSCAA's report Aboriginal Health was released. 
1980 The Royal Australian College of Ophthamologists produced The National 

Trachoma and Eye Health Program report. 
The Aboriginal Development Commission was established. One of its primary 
functions was to provide advice to the Minister for Aboriginal Affairs on 
matters pertaining to Indigenous social and economic development. 
An internal Commonwealth Government report, the Program Effectiveness 
Review, was never officially released to the public but considered, among other 
things, the issue of Indigenous involvement in Indigenous health policy 
development, the introduction of specific Indigenous health initiatives and the 
existing arrangements for funding and administration of Indigenous health.  

1981 The Commonwealth Government initiated a $50 million five-year Aboriginal 
Public Health Improvement Program in response to recommendations outlined 
in the HRSCAA report. The program, administered by the DAA, focused on 
unsatisfactory environmental conditions associated with inadequate water, 
sewerage and power systems. 

1983 Labor Prime Minister Bob Hawke was elected. 
1984 Responsibility for all Commonwealth Aboriginal health programs, including 

the Department of Health's role in the funding of some AMSs, was consolidated 
within the Department of Aboriginal Affairs.  
Universal health insurance was reintroduced as Medicare. 
A Commonwealth Task Force on Aboriginal Health Statistics was established. 

1985 The Canberra-based Australian Institute of Health (AIH) was established 
within the Commonwealth Department of Health. It was given Commonwealth 
responsibility for the development of Indigenous health statistics. 
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1987 The Commonwealth Departments of Health and Community Services merged 
to form the Department of Community Services and Health. 
The Australian Institute of Health (AIH) became an independent statistics and 
research agency. It continued to play an important role in the development of 
Indigenous health statistics. 
A meeting of Commonwealth, State and Territory Health and Aboriginal Affairs 
Ministers led to the formation of a Joint Ministerial Forum on Indigenous health 
and the appointment of a National Aboriginal Health Strategy Working Party 
(NAHSWP). The NAHSWP was to develop a strategy on Indigenous health that 
would encompass issues pertaining to funding, Indigenous participation, 
intersectoral coordination and monitoring and meet with the approval of all 
stakeholders. 

1988 The Royal Commission into Aboriginal Deaths in Custody was initiated. 
1989 The National Aboriginal Health Strategy Working Party (NAHSWP) final 

report, A National Aboriginal Health Strategy (NAHS), was presented to the 
Joint Ministerial Forum. 
The Ministerial Forum established the Aboriginal Health Development Group 
(AHDG), comprised primarily of Commonwealth, State and Territory 
government representatives, to assess the report and advise on its 
implementation. 
AMSs protested against the limited representation of Indigenous community 
interests on the AHDG and a community advisory group, the Aboriginal Health 
Advisory Group (AHAG), was subsequently established in parallel to the 
AHDG. 
The third national health survey (conducted by the ABS) provided, for the first 
time, for the identification of Indigenous people. 

1990 The Aboriginal and Torres Strait Islander Commission (ATSIC) was 
established, replacing the DAA and the Aboriginal Development Commission, 
and assumed national responsibility for Indigenous health. 
The AHDG's Report to Commonwealth, State and Territory Ministers for 
Aboriginal Affairs and Health was released. 
AHDG recommendations, including the need for: a Council for Aboriginal 
Health; State/Territory Tripartite Forums; a specialised health branch, the Office 
of Aboriginal Health, within ATSIC; and a national Aboriginal community-
controlled health organisation, were accepted by the Joint Ministerial Forum. 
Commonwealth Ministers within the Joint Ministerial Forum submitted the 
NAHS to Cabinet for a formal Commonwealth response. 
In addition to a number of pre-existing Commonwealth-funded programs 
perceived to fall under the NAHS umbrella, the Commonwealth Government 
allocated $232.2 million (over five years) for implementation of aspects of the 
Strategy. Of the $232.2 million, $171 was allocated for housing and 
infrastructure, $47 for health services, $6.3 for ATSIC running costs, $7.3 for 
the National Campaign Against Drug Abuse (NCADA) projects targeting 
Indigenous people and $0.6 for the Australian Institute of Health. The total 
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allocation was far less than the $3 billion estimated as necessary for full 
implementation of the NAHS.  

1991 The Commonwealth Department of Community Services and Health was 
restructured and renamed the Department of Health, Housing and Community 
Services. 
The extension of the Australian Institute of Health's focus to include the areas of 
disabilities and children's services was accompanied by a change in name to the 
Australian Institute of Health and Welfare (AIHW). 
ATSIC produced an interim report Aboriginal and Torres Strait Islander Health 
Goals and Targets, which was proposed as a means of evaluating the 
effectiveness of the NAHS. 
The final report of the Royal Commission into Aboriginal Deaths in Custody 
(RCADC) was published. The report comprehensively reviewed Indigenous 
health needs, government strategies addressing those needs, and the efficacy of 
existing programs. Its recommendations asserted explicit support for the 
implementation of the NAHS. 
The NHMRC's Guidelines on Ethical Matters in Aboriginal and Torres Strait 
Islander Health Research were endorsed. 
Labor was returned to power under the leadership of Prime Minister Paul 
Keating. 

1992 The High Court judgement in the Mabo Case, Australia's second native title 
case, overturned the colonial concept of terra nullius (that Australia was not 
recognised as belonging to anyone prior to its occupation by the British). The 
Federal Court's Gove decision was overruled and the High Court held that courts 
do recognise traditional Indigenous land and water rights. 
A number of outstanding issues in the implementation of the NAHS reached a 
degree of resolution. Negotiations with State and Territory governments 
regarding matching financial commitments ceased and Commonwealth funds 
were distributed through ATSIC regional councils to community controlled 
organisations. The Council for Aboriginal Health (CAH), intended to advise 
governments on Indigenous health policy and monitor the performance of the 
NAHS, met for the first time. 
The Commonwealth Government announced a $150 million five-year funding 
package, principally for the establishment of Aboriginal-controlled drug and 
alcohol services. 
ATSIC and the Australian Construction Services commenced a two-stage survey 
of Indigenous housing and community infrastructure needs. 
The National Commitment to Improved Outcomes for Aboriginal and Torres 
Strait Islander People was endorsed, providing a framework for bilateral 
agreements between the Commonwealth and State/Territory governments to 
improve programs and services for Indigenous people. 

1993 Commonwealth department restructuring resulted in the formation of the 
Department of Health, Housing, Local Government and Community Services. 
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The National Aboriginal Community Controlled Health Organisation 
(NACCHO) was established as the new national AMS umbrella organisation, 
replacing NAIHO which had ceased operation some 5 years earlier. 
The Commonwealth Ministers for Health and Aboriginal Affairs initiated a 
review of the Council for Aboriginal Health. 
Public calls were made for responsibility for Indigenous health to be moved 
from ATSIC to the Commonwealth health department. 
The Wik peoples made a native title claim in the Federal Court. 
The Native Title Act became law (39). The Act was intended to recognise and 
protect native title, and give Indigenous land rights, as stated in the Mabo Case, 
statutory authority. 

1994 The Commonwealth Government announced a $500 million five-year health 
package, the majority of which involved a continuation of existing NAHS 
activities. 
ATSIC established the Health Infrastructure Priority Projects (HIPP) scheme. 
The Scheme addressed environmental health issues through large-scale 
construction of housing and infrastructure. 
A high-level Evaluation Committee appointed by the Commonwealth Ministers 
for Health and Aboriginal Affairs noted that the National Aboriginal Health 
Strategy had never been effectively implemented and that all governments had 
grossly under-funded initiatives in remote and rural areas. 
The Australian Bureau of Statistics conducted the National Aboriginal and 
Torres Strait Islander Survey. 
The NHMRC established a Research Strategy and Development Committee, 
which in turn set up a Working Party on Indigenous health research. 
A Joint Health Planning Committee, comprising Commonwealth health 
department, ATSIC and NACCHO representatives, was established to approve 
funding allocations for Indigenous health projects. 
In 1994-95, Commonwealth funding of the Aboriginal and Torres Strait Islander 
primary health and substance abuse services amounted to $85.4 million. 

1995 Responsibility for Indigenous health was transferred from ATSIC to the 
Commonwealth health department - renamed the Department of Human 
Services and Health (DHSH) the year before - and the Office for Aboriginal and 
Torres Strait Islander Health Services (OATSIHS) was established. 
Following the 1992 National Commitment to Improved Outcomes for Aboriginal 
and Torres Strait Islander People, Health Ministers agreed to a process for the 
development of multilateral framework agreements with States and Territories. 
The Framework Agreements provided for the establishment of consultative 
national and State/Territory forums to provide policy and planning advice on 
Indigenous health issues. 
The DHSH and ATSIC instituted a Memorandum of Understanding defining 
their roles and responsibilities. 
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The Australian Bureau of Statistics conducted a National Health Survey 
including an enhanced sample of Aboriginal and Torres Strait Islander 
Australians providing national estimates on Indigenous health status. 
In the 1995-96 financial year, the Commonwealth funded Aboriginal and Torres 
Strait Islander primary health and substance abuse services (including transfers 
from other programs) to the sum of $120.7 million. 

1996 The Federal Court decided against the Wik peoples 1993 land claim on the 
basis that their native title rights had been extinguished by existing pastoral 
leases. 
Following thirteen years of Labor rule, a Liberal-National Coalition 
Government, led by Liberal Prime Minister John Howard, was elected (14). The 
Department of Human Services and Health was renamed the Department of 
Health and Family Services (DHFS). 
The Commonwealth Minister for Health announced the establishment of the 
national health advisory forum proposed in the Framework Agreements, the 
Aboriginal and Torres Strait Islander Health Council. 
The Aboriginal and Torres Strait Islander Health and Welfare Information Unit 
(ATSIHWIU) - a joint program of the AIHW and the ABS - undertook a review 
to develop a National Plan for Aboriginal and Torres Strait Islander Health 
Information. 
Commonwealth approval was extended for all existing AMSs to bulk-bill 
Medicare. 
The Commonwealth Minister for Health launched the $20 million National 
Aboriginal and Torres Strait Islander Emotional and Social Wellbeing (Mental 
Health) Action Plan. 
The Commonwealth Minister for Health approved implementation of the 
National Aboriginal and Torres Strait Islander Hearing Strategy. 
By the end of the year, six of the eight States and Territories had signed the 
Framework Agreements, agreed to by all Health Ministers in 1995. 
The High Court overturned the Federal Court's Wik decision. It was held that 
native title was not necessarily extinguished by pastoral leases, and that both 
native title and pastoral rights could exist over the same land. 
In the 1996-97 financial year, Commonwealth allocations to Aboriginal and 
Torres Strait Islander primary health and substance abuse services (including 
transfers from other programs) totalled $121.8 million. 

1997 In response to the Wik decision, the Commonwealth Government presented to 
parliament the Native Title Amendment Bill 1997. The Bill proposed changes to 
the Native Title Act based on amendments made in 1996 and those derived from 
the Coalition's Ten Point Plan. 
The House of Representatives Standing Committee on Family and Community 
Affairs initiated an Inquiry into Indigenous Health in response to a joint request 
from the Commonwealth Ministers responsible for health and Aboriginal and 
Torres Strait Islander affairs. 
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The NHMRC published the report Promoting the Health of Indigenous 
Australians: A review of infrastructure support for Aboriginal and Torres Strait 
Islander health advancement. 
Development of the National Indigenous Australians' Sexual Health Strategy 
(1996/97 to 1998/99) was finalised and launched. 
The national review Eye Health in Aboriginal and Torres Strait Islander 
Communities was presented to the Minister. 
A set of National Aboriginal and Torres Strait Islander Health Performance 
Indicators and Targets were endorsed by all Health Ministers. 
The ABS and the AIHW launched the report The health and welfare of 
Australia's Aboriginal and Torres Strait Islander peoples which provided up-to-
date statistics about Indigenous health and welfare. 
Health Ministers agreed to The Aboriginal and Torres Strait Islander Health 
Information Plan for improving the quality of Indigenous health data. 
The Human Rights and Equal Opportunity Commission released Bringing them 
home: report of the National Inquiry into the Separation of Aboriginal and 
Torres Strait Islander Children from their Families. 
A Joint NACCHO/Departmental Working Group was established to review 
current arrangements for Indigenous access to Commonwealth health program 
funding. 
Two new NHMRC sub-committees, the Research Agenda Working Group and 
the Strategic Health Research Working Group, were established to guide and 
oversee Aboriginal and Torres Strait Islander health research. 
The National Training and Employment Strategy for Aboriginal and Torres 
Strait Islander Health Workers and Professionals Working in Aboriginal and 
Torres Strait Islander Health was released. 
Discussions occurred between State/Territory health departments and NACCHO 
affiliates regarding plans for the development of a National Indigenous 
Australians' Health Strategy. 
The House of Representatives Standing Committee on Family and Community 
Affairs released the first of a series of volumes containing submissions received 
in response to their Inquiry into Indigenous Health. 
The Health Insurance Commission review Market research into Aboriginal and 
Torres Strait Islander access to Medicare and the Pharmaceutical Benefits 
Scheme was published. 
In the 1997-98 financial year, the Commonwealth allocated $135.8 million 
(including transfers from other programs) to Aboriginal and Torres Strait 
Islander primary health and substance abuse services. 

1998 The Australian Institute of Health and Welfare released the review 
Expenditures on health services for Aboriginal and Torres Strait Islander 
people. 
The Health Infrastructure and Capital Replacement Program was developed to 
provide a strategic approach to the maintenance and upgrading of health 
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infrastructure and the provision of accommodation for health personnel in 
Indigenous communities. 
The first annual Service Activity Reporting (SAR) questionnaire was sent to all 
Commonwealth-funded Aboriginal primary health care services. The SAR is a 
joint initiative of NACCHO and OATSIH and collects data on the key activities 
of the services. 
The Department of Health and Family Services was restructured, following John 
Howard's re-election as Prime Minister, and renamed the Department of Health 
and Aged Care to reflect its changed responsibilities and functions. 
The Australian National Audit Office concluded its performance audit of the 
Department of Health and Aged Care and released its report Aboriginal and 
Torres Strait Islander Health Program. 
The final two jurisdictions, Tasmania and the Northern Territory, signed 
Framework Agreements. 
An estimate of Commonwealth funding for Aboriginal and Torres Strait Islander 
primary health and substance abuse services over the 1998-99 financial year 
amounted to $158.4 million (including transfers from other programs). 

1999 The Office for Aboriginal and Torres Strait Islander Health Services 
(OATSIHS) was renamed the Office for Aboriginal and Torres Strait Islander 
Health (OATSIH) to reflect more accurately its long term strategy and work. 
OATSIH continues to operate within the Commonwealth department 
responsible for health. 
The Australian National Audit Office concluded its performance audit of the 
Aboriginal and Torres Strait Islander Commission and released its report 
National Aboriginal Health Strategy - delivery of housing and infrastructure to 
Aboriginal and Torres Strait Islander communities. 
The Primary Health Care Access Program (PHCAP) was announced in the 
1999-2000 Commonwealth Budget. The Program is aimed at improving access 
to primary health care by facilitating increased community-control, reforming 
existing health system structures, and increasing the available resources within 
selected sites. 
The Commonwealth Minister for Health and Aged Care restructured the 
National Aboriginal and Torres Strait Islander Health Council. 

2000 The House of Representatives Standing Committee on Family and Community 
Affairs tabled its final report Health is life (56). The report documents the 
Committee's recommendations following the inquiry into the health status of 
Indigenous Australians. 
Data on the activities of Commonwealth-funded, stand-alone Indigenous 
substance misuse services was collected for the 1999-2000 period. The data 
provides the first national statistics pertaining to the work of these services. 

2001 In February, the Australian Health Minister's Advisory Council (AHMAC) 
agreed to the development of an Aboriginal and Torres Strait Islander Health 
Workforce National Strategic Framework. The Framework objectives were 
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endorsed by AHMAC in October. AHMAC also agreed to a consultation 
process for key stakeholders and the development of an implementation plan. 
The Northern Territory and South Australia re-signed Framework Agreements. 
Redfern Aboriginal Medical Service celebrated 30 years of health care provision 
to Aboriginal and Torres Strait Islander people. 
The National Aboriginal and Torres Strait Islander Health Council released for 
discussion the draft National Aboriginal and Torres Strait Islander Health 
Strategy. 
The Commonwealth Government tabled its response to the House of 
Representatives Standing Committee on Family and Community Affairs report 
Health is Life. 
The Commonwealth Department of Health and Aged Care released The 
Aboriginal and Torres Strait Islander coordinated care trials national 
evaluation report: volume 1 - main report. It outlines the background, 
descriptions, experiences and outcomes of the four coordinated care trials 
conducted in Aboriginal communities between 1997 and 1999. The trials took 
place in Katherine (NT), the Tiwi Islands (NT), Wilcannia (NSW) and 
Perth/Bunbury (WA). 
The report Better health care: studies in the successful delivery of primary 
health care services for Aboriginal and Torres Strait Islander Australians (60) 
was published by the Commonwealth Department of Health and Aged Care. The 
publication examines the concept of comprehensive primary health care, 
provides national and international evidence of the effectiveness of this 
approach in improving health outcomes of Indigenous people, and illustrates the 
success of this approach through a series of case studies on successful health 
service interventions. 
The Australian Institute of Health and Welfare released the report Expenditures 
on health services for Aboriginal and Torres Strait Islander people 1998-1999. 
The report provides information on the health expenditure for Indigenous 
Australians across the nation. 
AHMAC agreed to establish the Standing Committee on Aboriginal and Torres 
Strait Islander Health (SCATSIH). SCATSIH supersedes the Heads of 
Aboriginal Health Units (HAHU) forum. 
The Department of Health and Aged Care was renamed the Department of 
Health and Ageing. 

2002 In April, the Council of Australian Governments (COAG) agreed to 
commission the Steering Committee for the Review of Commonwealth/State 
Service Provision (SCRCSSP) to produce a regular report to COAG against key 
indicators of Indigenous disadvantage. The purpose of the reports is to measure 
the impact of policy changes on the Indigenous community. 
The Aboriginal and Torres Strait Islander Health Workforce National Strategic 
Framework was released for endorsement by AHMAC. 
Victoria and Western Australia re-signed their respective Framework 
Agreements. 
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Following a consultative process, the NHMRC Road Map: a strategic 
framework for improving Aboriginal and Torres Strait Islander health through 
research (63). The purpose of the consultation was to identify areas of research 
that would underpin better policy and practice to improve Indigenous health. 
The Australian National Audit Office concluded its follow-up to the 1998 
performance audit of the Department of Health and Ageing. The ANAO 
reviewed the extent that the Department had implemented recommendations. 
The AIHW released the report Australia's Health 2002. The report included 
detail on the state of Indigenous health. 
In October, OATSIH and the Office of Hearing Services published their report 
on Commonwealth funded hearing services to Aboriginal and Torres Strait 
Islander peoples: strategies for future action. The report outlined a set of policy 
principles and strategies to guide future action in addressing the continued 
prevalence of Otitis Media and hearing loss in Indigenous people (66). 

2003 The ABS and the AIHW published the 4th edition of the biennial report The 
health and welfare of Australia's Indigenous Peoples 2003 (67). 
The Australian and State/Territory governments endorsed the National Strategic 
Framework for Aboriginal and Torres Strait Islander health: framework for 
action by governments. All Health Ministers signed the framework in July. The 
National Strategic Framework is a complementary document that builds on the 
1989 National Aboriginal Health Strategy and addresses approaches to primary 
health care within contemporary policy environments. 
The Office for Aboriginal and Torres Strait Islander Health began development 
of a national Indigenous Maternal and Child Health policy framework. 
ATSIC released the Family Violence Action Plan. The Action Plan outlines 
policy addressing family violence in communities and has a direct focus on 
improving the health and social environment of individuals and communities. 
The SCRCSSP released the report Overcoming Indigenous disadvantage: key 
indicators 2003. The report is a formally endorsed framework by COAG. 
The Commonwealth Department of Health and Ageing published a consultation 
paper for The development of a national strategic framework for Aboriginal and 
Torres Strait Islander Mental health and Social and Emotional Wellbeing 2004-
2009. The consultation was presented to a diverse audience for consideration, 
with the hope that the recommended actions in the paper would provide the 
basis for Mental Health and Social and Emotional Wellbeing over the next 5 
years. 

2004 The HealthInfoNet is currently expanding this timeline to cover major 
changes that occurred in the administration of Indigenous affairs in 2004. 
The following paragraphs provide a very general and brief summary. 
In early 2004, the Australian Government announced that it was introducing 
significant changes to the way policies, programs and services are developed 
and delivered to Aboriginal and Torres Strait Islander people and communities. 
The Aboriginal and Torres Strait Islander Commission (ATSIC) and its service 
delivery arm, the Aboriginal and Torres Strait Islander Services (ATSIS), were 
subsequently abolished, and the implementation of new arrangements for the 
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administration of Indigenous affairs at the Federal level commenced 1 July 
2004. 
Responsibility for the delivery of all Indigenous-specific programs was 
transferred to mainstream agencies and a ‘whole-of-government’ approach 
adopted. The new approach is based on a process of negotiating agreements with 
Indigenous families and communities at the local level in accordance with the 
concepts of mutual obligation and reciprocity for service delivery. 
The new arrangements have yet to be fully operationalised. At present they 
relate primarily to the delivery of services at the Federal level, but it is 
anticipated that they will form the basis for efforts by all Australian 
governments. To coordinate the approach at the national level, an Office of 
Indigenous Policy Coordination has been established within the Department of 
Immigration, Multicultural and Indigenous Affairs. 
For an overview of key developments that lead to the introduction of new 
arrangements for the administration of Indigenous affairs see the summary 
provided in the Social Justice Report 2004. 
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Appendix B - NACCHO Manifesto on Aboriginal 
wellbeing 

The NACCHO Manifesto on Aboriginal Wellbeing (1993) underpins the basis for 
the Aims and Objectives of the National Aboriginal Community Controlled Health 
Organisation. Its salient points are: 

1. That prior to colonisation Aboriginal people were sovereign, independent and 
healthy. Colonisation resulted in the loss of independence and subjection to a 
subservient and marginalised life, inflicted with poverty and ill-health. 

2. Aborigines have a right to a state of wellbeing at least equal to that which 
existed prior to colonisation and as referred to in the NACCHO definition of 
health. 

3. To achieve that state of wellbeing enjoyed by Aborigines prior to invasion 
and colonisation, Aboriginal people are entitled to the following: 
• The NACCHO definition of health must underpin all deliberations on 

Aboriginal well-being, requiring non-Aboriginal health care providers to 
develop a comprehension of the political, cultural, spiritual, emotional, 
environmental, structural, economic and biological factors which impinge 
upon Aboriginal well-being;  

• Laws, policies, programs and services which impact on the wellbeing of 
Aborigines must be directed at achieving the state of wellbeing as defined 
by NACCHO;  

• Health services for Aborigines must be culturally valid. This requires the 
self-determination of Aboriginal communities and that their health 
services be controlled by local Aboriginal communities services 
appropriate to the local Community;  

• Health services to Aboriginal communities should be properly funded, 
requiring recognition by funding bodies of historical impairment, existing 
inequalities, cultural and geographical isolation and cultural imperatives 
such as men’s and women’s business;  

• The necessity to acknowledge the reality that Aboriginal people have 
never ceded sovereignty of their land nor their rights to self 
determination. Coming to terms with this reality can be achieved by 
understanding recompense by the Australian governments, the successors 
of Colonial rule, and its immigrant settler population, as paying the debt 
for destroying the economic basis of Aboriginal society in the 
confiscation of its territory, land and resources;  

• The acknowledgement that this destructive process is directly responsible 
for the current state of Aboriginal ill-health and that recognition of this 
fact requires Australian governments to ensure that Aboriginal 
community controlled health services are funded at a level necessary to 
achieve the state of Aboriginal health defined by NACCHO. 

(National Aboriginal Community Controlled Health Organisation 1993) 
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Appendix C - The Geneva declaration on the health 
and survival of Indigenous peoples 

PREAMBLE 

We, the representatives of indigenous communities, nations, peoples and 
organizations attending the International Consultation on the Health of Indigenous 
Peoples, held in Geneva from the 23-26 November 1999, and organized by the 
World Health Organization, reaffirm our right of self-determination and remind 
States of their responsibilities and obligations under international law concerning 
health, including the health of Indigenous Peoples; 
Concerned that the health of Indigenous Peoples in every region of the world is 
acknowledged to be in a poor state due to the negation of our way of life and world 
vision, the destruction of our habitat, the decrease of bio-diversity, the imposition of 
sub-standard living and working conditions, the dispossession of traditional lands 
and the relocation and transfer of populations; 
Welcoming the initiative of the World Health Organization for convening this 
International Consultation with Indigenous Peoples; 
Recalling United Nations General Assembly resolution 48/163 proclaiming the 
International Decade of the world's Indigenous People (1995-2004), resolution 
50/157 establishing the Programme of Activities for the Decade, as well as the 
World Health Assembly resolutions WHA47.27, WHA48.24, WHA49.26, 
WHA50.31 and WHA51.24, with a view "to strengthening international co-operation 
for the solution of problems faced by Indigenous Peoples in areas such as human 
rights, the environment, development, education and health"; 
Calling on the various institutions of the United Nations to act in partnership with 
Indigenous Peoples' communities, nations and organizations, to recommend to 
governments that they address the particular needs of Indigenous Peoples who 
experience disproportionate poverty, illness, social exclusion, habitat destruction and 
oppression and to develop policies which will enhance the health and survival of 
Indigenous Peoples world-wide to reverse this disparity;  
Believing that a partnership between Indigenous People and the World Health 
Organization in co-ordination with other specialized agencies and bodies within the 
United Nations system plays an essential role with respect to the promotion of the 
health of Indigenous Peoples and our health systems; 
Considering the non-recognition of the health knowledge and practices of 
Indigenous Peoples, and the limited access to health services, both of which we 
condemn as expressions of discrimination and intolerance; 
Believing that the leadership of Indigenous Peoples in all aspects of development 
and implementation of health programmes is essential for the health needs of 
Indigenous Peoples; 
Acknowledging that Indigenous Peoples have developed effective and viable 
scientific knowledge and systems of health that have contributed, and continue to 
contribute, to the health and survival of all humanity; 
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 Reaffirming our commitment to our civil, political, economic, social and cultural 
rights, including the right to benefit from our own resources and our right to develop 
them; 
Reminding the international agencies and other bodies of the UN system of their 
responsibility, and the obligation of States, towards the promotion and protection of 
Indigenous Peoples' status and rights, and that a human rights approach to 
indigenous health and survival is based on the said international responsibility and 
obligation to promote and protect the universality, indivisibility, interdependence 
and interrelation of the rights of all peoples; and finally;  
Reaffirming the indivisibility of human rights with regard to the health and survival 
of Indigenous Peoples as essential to an effective and meaningful response to the 
health needs of Indigenous Peoples. 

PART I 
RIGHTS AND INTERESTS OF THE WORLD'S INDIGENOUS PEOPLES 

Considering that the rights, philosophy and principles contained in the United 
Nations Draft Declaration on the Rights of Indigenous Peoples and all existing 
international instruments dealing with human rights and fundamental freedoms are 
essential for the attainment of the health and survival of Indigenous Peoples; 
We hereby solemnly declare, affirm and assert that Indigenous Peoples are equal in 
dignity and in rights to all other peoples and, as such, have the right of self-
determination; 
In accordance with the status and rights of Indigenous Peoples, we: 
- Affirm the right to control preventive and curative health systems and programmes 
in our own communities and the means to train and involve indigenous personnel in 
all facets of health; 
- Affirm the right to the highest attainable physical, mental, social, cultural and 
spiritual health and survival, commensurate with Indigenous Peoples' definition of 
health and wellbeing; 
- Call on Governments to recognize the sciences, systems of knowledge, sacred and 
ceremonial sites, doctors, medicine people and practices of Indigenous Peoples in 
health and medicine; 
- Insist on free access to quality and culturally appropriate health care according to 
our needs, funded by the State without discrimination, that extends to support 
services, and to ensure accessibility of services for all Indigenous Peoples, including 
those in isolated, marginalized and remote regions and communities; 
- Call for urgent and decisive actions to protect and preserve the integrity of 
indigenous territories, to stop environmental degradation and to ensure access to 
healthy and safe traditional food sources;  
- Call for the promotion of adequate nutritional programmes and to support the 
campaign against substance abuse; 
- Call on governments where Treaties, agreements and other constructive 
arrangements exist, that the original spirit and intent of these international 
agreements be honoured, respected and implemented; 
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 - Call on the World Health Organization to make a substantial contribution within 
the context of the International Decade, in the form of a special study on the health 
of Indigenous Peoples, with the co-ordination, collaboration and participation of the 
Indigenous Peoples; and finally, 
- Invite all Indigenous Peoples to support and promote this Declaration and to 
consider it as part of a global campaign, to obtain the largest possible participation of 
Indigenous Peoples in the elaboration of future documents and strategies on the 
health and survival of the Indigenous Peoples.   

PART II 
INDIGENOUS PEOPLES CONCEPTS OF HEALTH AND SURVIVAL, 

EXPRESSIONS OF CULTURE AND KNOWLEDGE ESSENTIAL TO THE 
HEALTH AND WELL-BEING OF INDIGENOUS PEOPLES 

Indigenous Peoples' concept of health and survival is both a collective and individual 
inter-generational continuum encompassing a holistic perspective incorporating four 
distinct shared dimensions of life. These dimensions are the spiritual, the intellectual, 
physical and emotional. Linking these four fundamental dimensions, health and 
survival manifests itself on multiple levels where the past, present and future co-exist 
simultaneously. 
For Indigenous Peoples, health and survival is a dynamic equilibrium, encompassing 
interaction with life processes and the natural laws that govern the planet, all life 
forms, and spiritual understanding. 
Expressions of culture relevant to the health and survival of Indigenous Peoples 
includes, but is not limited to, individual and collective relationships, family and 
kinship systems, social institutions, traditional justice, music, dances, ceremonies, 
ritual performances and practices, games, sports, language, narratives, mythology, 
stories, names, land, sea and air and their resources, designs, writings, visual 
compositions, permanently documented aspects and forms of Indigenous culture 
including scientific and ethnographic research reports, papers and books, 
photographs, digital images, film and sound recordings, burial and sacred sites, 
human genetic material, ancestral remains, and artefacts. 

PART III 
POLICIES, STRATEGIES AND MECHANISMS OF ACTION 

While there are some policies and legal frameworks in the national and regional 
contexts, which address the health needs of Indigenous Peoples, there is still an 
enormous gap between policy and action. This gap is mainly caused by a lack of 
political will on the part of governments to implement existing policies. It also stems 
from the failure to recognize Indigenous Peoples' rights to self-determination, and to 
adhere to the principles of holism, meaningful participation, mutual respect and 
reciprocity, and to recognize the validity and revitalization of indigenous cultures 
and institutions.  
Existing appropriate policies on health are also threatened by some programmes and 
activities of the World Bank, International Monetary Fund, and the World Trade 
Organization which often have negative impacts on the health of Indigenous 
Peoples. The WHO must take responsibility for engaging these institutions to rectify 
their policies and programmes and the imbalances and inequities in the World Trade 
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Organization Treaties which have adverse health impacts. This would include 
overview of regional trade agreements such as the North American Free Trade 
Agreement and MERCOSUR. 
Policies and programmes should be formulated in the following areas: 
1.  Capacity building through human resource development and empowerment 
strategies. 
2.  Research programmes designed for indigenous health with the leadership of 
Indigenous Peoples. 
3.  Education programmes for health professionals and others involved in health 
services to make their practice more culturally appropriate. 
4.  Proposals to rectify the inequities and imbalances in globalisation. 
5.  Increased funding and resources for Indigenous Peoples' health. 
6.  Effective co-ordination between various United Nations bodies. 
7.  Ensuring participation of Indigenous Peoples at all stages of policy development 
and implementation. 
As an example of a successful policy, Indigenous Peoples welcome the recent 
establishment of the Circumpolar Co-operative Programme, "Health and 
Environment of Indigenous Peoples", conducted in partnership between Indigenous 
Peoples, the Arctic Monitoring and Assessment Process, the United Nations 
Environmental Programme (UNEP) and the WHO. 
Indigenous Peoples urge the implementation of the following mechanisms of action:  
- Constitutional and legislative mechanisms that oblige national governments to 
recognize Indigenous Peoples and to fulfil their health needs based on their own 
specific priorities and aspirations. 
- Constitutional and legislative mechanisms that oblige national governments to 
abolish harmful practices and stop all programmes and research activities that are 
conducted without the free prior and informed consent and the meaningful 
participation of Indigenous Peoples. 
- Mechanisms to monitor and evaluate the implementation of policies, in order to 
identify the gaps between policy and effective action.  
- Mechanisms for complaints, arbitration, redress and remedial measures. 

PART IV 
BROAD DETERMINANTS ON THE HEALTH AND WELLBEING OF 

INDIGENOUS PEOPLES 
The health of Indigenous Peoples is overwhelmingly affected by determinants 
outside the realm of the health sector, namely social, economic, environmental and 
cultural determinants. These are the consequences of colonization, and are amenable 
to intervention to protect and improve the health of Indigenous Peoples. As a means 
of achieving this, we call on the World Health Organization and other United 
Nations institutions, along with their member states, to act in partnership with 
Indigenous Peoples to address, among others, the following; 
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*  The loss of identity due to removal from family and community, displacement and 
dispossession of lands, resources and waters, and the destruction of Indigenous 
Peoples' languages and cultures, all of which have impacted the ability of Indigenous 
Peoples to be productive, contributing members of society; 
*  The impact of environmental degradation caused by mega-projects, extractive 
industries, and toxic waste disposal including trans-boundary contaminants.  
*  The need to promote sustainable forms of development rather than promote this 
type of industry; 
*  The need for community development as a participatory process; 
*  The limited choice and accessibility to professional care, including the lack of 
culturally appropriate healthcare provision, that reflects our values, beliefs and 
traditions; 
*  The effects of war, declared or undeclared, conflicts and vigilantism. 
In order to be intellectually rigorous, scientifically sound, socially just and morally 
defensible, indigenous health strategies require concerted action on the part of 
governments and responsible agencies in relation to the social, economic and 
cultural determinants of the health of Indigenous Peoples.  They should adopt a 
precautionary principle when working on development with Indigenous Peoples and 
act in good faith by being transparent in their dealings with Indigenous Peoples. 

PART V 
Nothing in this Declaration shall be construed as diminishing or extinguishing 
existing or future rights Indigenous Peoples may have or acquire. 
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Appendix D - Glossary 
ACCHO - Aboriginal Community Controlled Health Organisation 

AHS – Aboriginal Health Service 

AIATSIS – Australian Institute of Aboriginal and Torres Strait Islander Studies 

ALAC – Aboriginal Legal Aid Centre 

ALS – Aboriginal Legal Service 

AMS – Aboriginal Medical Service 

ATSIC – Aboriginal and Torres Strait Islander Commission 

BRAMS – Broome Regional Aboriginal Medical Service 

DAA – Department of Aboriginal Affairs 

DYHS – Derbarl Yerrigan Health Service 

FCAATSI –  

HDWA – Health Department of Western Australia 

KAMSC – Kimberley Aboriginal Medical Services Council 

MJA – Medical Journal of Australia 

NACCHO – National Aboriginal Community Controlled Health Organisation 

OAH – Office of Aboriginal Health, Health Department of Western Australia 

OATSIH – Office of Aboriginal and Torres Strait Islander Health 
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PAMS – Perth Aboriginal Medical Service 

PHC – Primary Health Care 

RCIADIC – Royal Commission into Aboriginal Deaths in Custody 

WAACCHO – Western Australian Aboriginal Community Controlled Health 

Organisation 
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