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"~ INTRODUCTION

The Review of Aboriginal Health Services in South Aﬁ;tralia was cannissionéd
in November 1983 by the South Australian Minister for Health, The

Hon. Dr. Jdohn €. Cornwall MLC after a visit to the Aboriginal communities 4n
the Pitjantjatjara Homelands on which he was accompanied by the Director of
the South Australian Aboriginal Health Organisation (AHO), Mr. Eili0t McAdam
and the then.—éf the National Aboriginal and Istanders Health |
Organisation (NAINO), Mr. Gary Foley. As a result of his concern that the::
current health system did not seem to be operating effectively for Aboriginal
people, Dr. Cornwall commissioned the review and appointed Mr. Foley as
Chairperson. Other members of the Review Committee were Mr.E. McAdam,

Ms. Mary-Anne Binsalik of the Aboriginal Task Force in South Australia,

Mr. Tim Agius, Chairperson of the Aboriginal Health Organisation, Dr. Gavin
Hart of the South Australian Health Commission, Mr. Kerry Wisdom of the
Commonwealth Department of Aboriginal Affairs, and Mr. Ian Procter of the
South Australian Treasury Department.

The review began its work in early November 1983, and decided. that

consultation would be held in all major Aboriginal conmunifies in South

Australia with the ‘exception of the Pitjantjatjara Homelands. It was felt

- that because the new Nganampa Health Service would begin operating its own
7 ,*f<:§;EEEéndent, Community-controlled heatth seEEEEE}in the homelands on

1 December 1983, it would be appropriate that Nganampa Health Council be

invited to present a submission to ‘the Review stating their needs, ﬁesires and
_) aspirations in terms of health care programs in their area. The Review

Committee then established three sub-committees to visit all other regions of

South Australia and held consultations with Aboriginal communities and

relevant local, State and Federa]'authorities.

The terms of reference for the Review Committee were as follows:

To investigate and make recommendations_gn -

a) The effectiveness of existing organisational and structural arrangements
in respect of Aboriginal Health in South Australia

b) Commonwealth arid State funding arrangements
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c) needs

d) ‘Measures which would ensure greater Aboriginal control over health

resources, including variations to existimg arrangements.
During the field trips and consultations, the Review Committee visited and
held public meetings in the following cominities; Metropolitan Adelaide,
Augusta, Whyalla, Port Lincoin, Ceduna, Koonibba, Yalata, Coober Pedy,

Oodnadatta, Nepabunna, Point Pearce, Point McLeay, Murray Bridge,

Po

Gerard,
Kingston, Berri, Meningie, Penola, Naracoorte, Mt. Gambier, Bordertown, Taile

Bend and Maitland. Additionally, advertisements were placed in city and
" regional newspapers, inviting submissions from any interested partys.

When it came to evaluating the results of these consultations with the wide
variety of peopie and organisations, the Review Comittee was forced to
conclude that major changes are required if the state of health of South
Australia's Aboriginal people is to improve and that Aboriginal people in
South Australia have suffered a history of material, social and cultural
deprivation since the arrival of the British colonists almost 200 years ago.
There is no doubt in the eyes of the Review Committee that this continuing

deprivation can be directly attributed to the original dispossession of
Aboriginal people of their traditional lands.

In South Australia, a small part of this historical injustice has been

redressed with the Pitjantjatjara Homelands being returned to the traditionall
owners, but the majority of Aboriginal people in South Australia remain E
dispossessed and subject to a vicious cycle of poor health, poor educational
attainment, poverty, unempioyment, malnutrition, inadequate and over crowded

housing, poor and unsafe water supplies, and disproportionate representation
in the prison system.

Indeed, even in the Pitjantjatjara Homelands, where a start has been made to
establish Aboriginal-designed and controlled programs to alleviate specific
problems, there remain serious social/health problems (e.g. juvenile petrol i
sniffing) which are difficult to overcame because of the Pitjantjatjara ot

people's lack of control over European culturally-oriented and controlled

programs (e.g. the education system) that have a strong influence in the
community., S - o : :
‘) ‘l l'\ N\ o~ . '\.r S -
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Consequently, the Review Committee regards as vital the general concept of

Aboriginal Comunity-control over all social welfare, heaith, education and -~
economic development programs which exist in their communities and

which are
supposedly there for the benefit of Aboriginals themselves.

While“this report is concerned with the special needs of- Aboriginals and their
priority, the Review Cammittee strongly affirms the need to ensure that

Aboriginals benefit from the general services available to the whole South

Australian population. It is not intended that implementation of the T

recommendations of this report relieve general programs of the responsibility \
to provide appropriate services to Aboriginals as citizens of the State.
fact, a major theme in this report is the urgent need to co-ordinate such
service delivery better, so that it is more responsive to Aboriginal needs.

In E

The recommendations of this report are a reflection of this fundamenta) need

and desire on the part of Aboriginal people, and we hope that other relevant
agencies (both govermment and otherwise) are prepared to realise the
importance of this principle and at some stage in the near future adjust their
programs accordingly. If this were not to occur, the ability of Aboriginal
people to overcome their interrelated problems would be seriously impaired.

Any attempt to improve the delivery. of health care to the Aboriginal people of
;) South Australia must be made in conjunction with dramatic and fundamental
changes to all the services affecting Aboriginal people.

This must occur if
any real improvement is to be expected in the state of Aboriginal sp1r1tua1

mental and physical health.

'.
i

There is a serious lack of co-ordination and integration of service delivery

to Aboriginal people from a multitude of agencies. This is illustrated by the

fact that during the period of the Review, the facilities and personnel

involved in the Review were constant]y requested to resolve crisis issues in
the Aboriginal community of South Australia

There were repeated requests for assistance and support in such areas as child

welfare, fostering, housing, land r1ghts prisoner support, medical and dental
serv1ces, }ega] aid, welfare and counselling, financial and social services.
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¥ capacity) to assist
to attempt to resolve some of these crises for the better

health of the Aboriginal people themselves and the tomunity in general. -;;,

A team of Aboriginal beople was required (in a voluntar
the Review team

While these activities may not be perceived to be properly within the

parameters of the Review Team's appointed task, the requests could not be
ignored. In some communities, the situation borders on chaos.

The fact that
people sought the services of the Review,

when it could be argued that there
- are already in existence agencies to provide these-services, only further

- emphasises the seriously disorganised situation of general ser
Aboriginal peopie in the State.

vice delivery to

The existing service agencies are either not addressing themselves to the real’
problems in the comunity or are inadequately designed and funded to delijver

these services, or are not doing their work effectively, efficientiy or
canpetently.

Therefore it should be noted that while the Review has been delayed in the
presentation of its Report it has, during its brief existence,

been performing
an additiénal and obviously much needed service to the Aborigin

al commumity.

By way of conclusion, it is important to point out that the Review could not

;;) have achieved its task in the short time it had, without the co-operation and
support of the South Australian Aboriginal community. This co-operation and

support is a reflection of the widespread desire for change and, both the
Commonwealth and the State Governments need to be

Aboriginal expectations have been heightened by t
in the Review Committee.

conscious of ﬁhe fact that
he communities® participation

It is also important to acknowledge the individuals who supported the Review
in the exhaustive "hack work" which was necessary for us to complete our

task. These people include Mr. John Tregenza, Ms. Ruby Hammond, Ms. Eva
Johnson, Mr. C1iff Coultard, Ms. Shelly Moenkiand and Ms. Faith Thomas who
comprised the basic- secretariat and resource people. Also of invaluzble
assiﬁtance were Mr. Henry Cfbft, Mr. Alec Wilson, Mr. Tom Walsh, Ms. Christine
Giles, Mrs. Betty Dohnt, Mrs. Muriel Olsen, Mr. John Hil]ians; ¥r. John Zadow,

Mr. Gokula Chandran and all Aboriginal comunity organisers who assisted in
each individual community. - L : .



Last, but not least, special mention must be made of the South Australian
Health Minister, Dr. Cornwall who displayed the courage of his convictions in

establishing the Review, and without whose continuing encouragement, support

and highly pr1nc1p1ed approach, ‘this Report could not have been achieved.

It is the Review Committee's sincere hope that it's recommendations will be
implemented by both State and Federal agencies as a matter of urgency. If

this is done, the Aboriginal people of South Australia should have a real

chance of immediately alleviating and ultimately overcoming, the tragic and

" unnecessary health problems which continue to afflict their community.
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1. That the South Australian Governme

nt adopt the health model as proposed

in this . report. The principal features of this model are on pgs. 8 and

Q.
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That the Aboriginal-Health Organisation should become a statutory body

to be called the Aboriginal Health Council of South Australia and that
- its major functions are to be:: Administration and Coordination of
~ services, Health Education and Training, Research and Policy Devetopment.,

3. That the present'network of Community-controlied heaith services be

extended to facilitate a more intensive and improved service d
community level.

elivery at

That all existing Aboriginal Health Organisation staff positid;;\EEh“‘\\\\
transferred to the proposed Aboriginal Health Council of South Australia

and, where appropriate, Aboriginal Health Worker and Community Health
Nurse positions be transferred to the control of the Jocal Aboriginail 27/
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“Health Services and/or Committees.

It is further recommended that, where appropriate, the South Australian

Health Commission employ those staff who wish not to be transferred,
without any cost to the local committees.

as a high priority, a policy ofﬂ?
|
{
)
f

That the Abonigina] Health Council have,

Aboriginalisation of staff and that a significantly expanded effort be
made by the South Australian Health Commissidn to employ Aboriginal
people in meaningful positions in the areas J&

aYos gue Y% &w‘\" -

e YN,
Y -

general services such as
Hospital Liaison, Alcohol and Drug Addiction,fMenta] Health and Dental
Services. C ' T

6. That the South Australian Government take action to ensure that the
health needs of Aboriginal people are more effectively met by the
services provided for the general community by the South Australian
Health Commission.

That the South Australian and Commonwealth Governments substantially
- -increase present financiail commitments to health services that meet the .
needs of Aboriginal people in this State. - (}23

”



8. That firm action be taken by the South Australian Government to provide

reffective coordination of comunity services (especiaﬂy Health, -
Welfare, Education and Housing) to Aboriginal people.
that the State Minister for Health, as a matter of priority, initiate
discussions with the Minister of Comunity Weifare on the issue of

coordination and integration of Health and Welfare Services to
-~ Aboriginal people.

In particular

S 9. That a significantly expended effort be made to provide Education an-d.
Gl b i ) ___,_for all personnel in health and health-related services
“ MMO affecting Aboriginal people. Particular attention shouid be given to

enab]ir'ig Aboriginal people to enter a full range of occupations in the
heaith area.

10. That as a matter of priority, the State Government takes imediaib

action to develop comprehensive m}at,eﬂ-}ection on the health status of

Aboriginal peop]ﬂuthﬁa::?#a]j - A minimun requirement for thisg
system would be fstatewide

M] Births and deaths through
/-,_/ the vital statis 1csﬁt,_ original births, deaths and morbidity

- Qsta through_the—tospital inpatient statistics Systenm.

') : 11.  That both State and Comonwealth Government Agencies take immediate

action to deal, in a2 coordinated way with the serious and widespread

problem of petrol sniffing. Any actidn in this area must be taken in
full consultation wi_th Aboriginal comunities. '
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DETAILED RECOMMENDATIONS
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That the structure, functions and responsibilities of the Statutory
- Aboriginal Health Council of South Australia be as follows:

the Health Council is to consist, initially of one nominee of each

of the existing or recommended Comunity Controlled Health

Services and/or Comittees and one from each of the following
specialist services: WOMA, A.S.6., NAIHO

the nominees to the Health Council are to be selected and advised
by their respective Community-controlled Health Comittees.

the Health Council is to meet regularly to coordinate the de1ivefy
of health care for Aboriginal people across the State; to conduct
research into Aboriginal health needs; to be involved in the
development of programs for the education and training of
Aboriginal and non Aboriginal health personnel and to provide
policy advice to Govermments on Aboriginal heaith matters.

the Health Council is to hssist Comunity-controlled Health

Services and/or Committees to recruit professional staff, if
requested and, more importantly, to design and run orientation i-
courses for profegsionals'on Aboriginal health matters ' E

concentrating on the politics of health.

the Health Council is to advise the Minister on matters of

Aboriginal Health in South Australia, and to give the Minister an
Annual Report of its operations.

the Health Council is to provide assistance and support to local
Community-controiled Services only upon request.




13.

14,

That the Aboriginal Health
have the following fgggt76;s:-

-~

ncil be served by a Secretarjat which will

e
S ﬁdn/ir)ji,sfration and co-ordination

/

e
-

/his unit is to fulfiil generat administrative matters for the

Health Council; co-ordinate the Counciltsg

individual comunity Health Services' dema
disseminate information to these Health S

developments in h

nds for assistance;

ervices; monitor
ealth matters-and report to the Health Council;

to perform other duties as directed by the Council

ii Research and Information

This unit is_as directed, to coordinate research
and collate appropriate statistical information;
specific health programs and to supply technicai

programs, gather
participate in
and medical

information to Community-controlled Services.

iii  Education and Training

This-:‘unit is to devise and deliver courses of Education and
Training for Aboriginal and non Aboriginal personnel in the

Aboriginal health

Educational Institutions to provide support for Abori

undergoing formal

area; liaise with resource Agencies and

ginal people
training; liaise with comunities on training

needs; develop Health Educati,or) resources for use by Cammunities;

negotiate with Ed
accreditation, wh

That the local Communit
Comittees be establish

ucational Institutions and Authorities for course
ere appropriate.

y-controlied Health Services and Health N
ed, initially in the following communities and

that the level and types of resources be provided as recommended in

Chapter T:_;even. . !



i) Adelaide . vii) South Fast ~_. =
- “-i1) - Port Augusta © ¥iii) Riverland .

111) . Yalata/Maralinga ix) -Lower Murray =

iv)  Ceduna/Koonibba x) Yorke Peninsula :‘z

v)  Coober Pedy/Oodnadatta xi) - Whyalla s

vi) Nebabunna/F]inders Ranges xi3¥ Port Lincoln

15.

That the primary functions of the To Community—contro]]ed.Aboriginal

ouncil to inform it of support
State Health system

- seryices required from the gefieral
- /'

-
. select comunity nominees to Health Authorities and Agencies

. .
. initiate gpoﬁfam proposals to meet Toca}'community health needs

-

stimﬁiate and assist Tocal coordination of all service resources
_~available to the local Aboriginal community

16.  That the South Australian Government take particular action to:-

- employ Aboriginal Hospital Liaison Officers in hospitals admitting
), a significant number of Aboriginal peopie
. appoint Abo%igina] beople, where appropriate, fo the Boards of

Management of Hospitals that have high Aboriginal admissions

provide an effective Health Surveying service to Aboriginal
Comunities.

. increase the number of Aboriginal people in al) health professions,

17.. That dental services should be more readily available to the Aboriginal
community. This should take ‘the form of dentists being employed on a -
sessional/sa]aried basis under local Community-control as wel] as

- regular and emergency 5erv1ces using, for example, the existing
- _“fee-for-service'Scheme.-‘.-



18,

19.

20.

21.

22.

e gt
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That Mentﬁ?lﬂea1th services be provided in a similar manner_to those

- recommended for Dental Health, with appropriate practitioners being

employed under local Community-control on a sessicnal or salaried
basis. In particular consideration should be given to placing a

psychiatrist in Port Augusta to service the Aboriginal communities in
the remote areas of South Austraiia.:

That greater‘finaﬁbia1 support and recognjtion be given to community
based, . Community-controlled Alcohol Rehébilitation Programs. 1In

particular, that the proposed Aborigihal Health Council and the South

Australian Alcohol and Drug Addic}é Treatment Board support programs for
Aborigines with alcohol dependepCy problems.

That specific educationalyprggrams\be implemented into 'pols both

Aboriginal personalities afd involving the South Australia Drug and
Alcohol Board, Department of Sbbrts and Recreation and the Department of
Community He1fare,and the program be administered by the
reg1ona]]y—baseﬂ Aboriginal Community Controlled Health Services.

That the Research function of the proposed Aboriginal Health Counci?
include the development of Statewide statistical systems. The very

/////ﬁhportant and useful Renal Survey should be continued.and expanded under
4

23.

the aegis of this Council.

That an urgent review be conducted on the role of the Public Buildings
Department in the design and oversight of projects on behalf of the
Department of Aboriginal Affairs under the Aboriginal Public Health
Improvement Program with a view to 'ensuring:

a greater degree of consultation with and control by the
Aboriginal communities and

. prov1d1ng opportunities for Aboriginal people to deve]op skills by

. part1c1pat1ng in the proaects. S . SR
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24.  That as a matter of priority the State Government immediately set up a
'~ task -force ‘incorporating those government departments involved in the
~ delivery of health and welfare, housing and education services to-

Aboriginal communities. The Task Force should deliberate with full
co-operation and participation of Aboriginal communities.

' : ~
= - - B. Education and @

25. That the South Australian Health C
Aboriginal Affairs continue to f

ission and the Department ofl
the existing Aboriginal Health

Worker Training Program and thét any future development of the Program
be carried out in full con

1tation with Aboriginal communities and this

whole area is to be revieped by the Aboriginal Health Council, once
estabiished. -

. 26.  That there be continuipg research into H
together continuing evaluation
by progra

th Worker education needs
whether those needs are being met

27. That in order to satisfy cOommunity needs as well as accreditation
criteria, flexibility6f content, teaching and assessment methods be
retained within the structure required for accreditation (see Chapter
six, page 60)

- 28. That,,ﬁﬁ/conSUItantion with local comunities, there be continual
! xﬁpT1bw-up by Aboriginal Health Council training staff of trainee and
”?’ t%ained'Hea]th Workers in the field. This follow-up would be to give
them support and ensure that, within their training and experience, they
are fulfiiling the needs of their Aboriginal community.

29. That the Aboriginal Health Council become an enclave for Aboriginal
students and trainees entering health professions, whether through
nursing or academic channels.

30. That Aboriginal Healih Workers be awarded appropriate scholarships to
further their education in Tertiary Institutions. =~ - )




31,

.32,

33.

34.

35.

36.

e

- Government be adopted to

Part-time tertiary lecturing

_ T a1 . y
That bridging courses be run within. the enclave in order that Aboriginal
people can gain entry into the Heatlth Professions.

’ N aes——

That other Aboriginal workers whose fields of work and.education overlap
with those of Health Workers be encouraged to join-the training course.
That an Orientation Unit be developed by the Aboriginal Health Council
for non-Aboriginal persons and proféssioha?s who will in some capacity
be working for or alongside Aboriginal people. The politics of -health
is to be an important component of this Unit. This Unit could Se
offered for incorporation into professional courses held at Tertiary
Institution e.g. Medical courses,
etc.

rsing courses, social work courses

That a policy of positive djftrimination by the South Australia
ab14 Aborigines to undertake enroiled and

registered nurse tra

That all HealthiWorkers| employed by Abori
hea]Eﬁ’EEh§res and oth
Edup_tion ogram.
That there/should be an evaluation of Health Worker training in other
look for copSistency in philosphy approach, awards and

inal communities, hospitais,
Institutions“must undertake a Health Worker

standards.

That the regdired numbers of fulltime and parttime education staff
positiggs/ﬁn the proposed Aboriginal Health Council secretariat to be

phased in over three years. The Committee considers that a model of
Stﬁ%fing structure could be, in order of priorities, as follows:-

Co-ordinator of the Educational and Research program
Co-ordinator of the enclave function
Co-ordinator of the academic function
A clinical educator

Student counsellor

Three field training officers

Two tutors, one in literacy

Two research officers

Part-time secondary teaching




.

38.

39.

40.

4]1.

42.

I i e e R e G B L T e T T T Iy
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In all cases Aboriginal applicants should be encouraged to apply for
‘these positions and where it is not possible to find suitabie.Aboriginq]
Professionals then non-Aboriginal Professionals could be employed on a
contract -basis with built-in provision for Aboriginal trajnees.

Finance

That all local Cuﬁnunity controlled Heal
funded directly by the Commonwealth 6
of Aboriginal Affairs, the Departm
agencies).

Services and Comittees be
ernment (through the Department
of Health and other relevant

the Stdte Government ave financial respbnsib1ity.for the provision
within the present health system to the local
Health Services. In particular that the State
Government fina e, firstly.the appointment of Aboriginal Liaison
Officers in spitals admitting significant numbers of Aboriginail
people, secondly, the provision of Heatth surveying services to
Aboriginal communities (See page 53 for dissenting view)

Community-control]

That funding for the proposed Aboriginal Health Council's Health worker

education programs be sought_from appropriate State and Commonwea1th
Education authorities.
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Chapter Two: CURRENT HEALTH SERVICES

Background B : .
Heaith services provided for the general comunity have long been recogniéed
as inadequate for Aboriginal people's needs. Apart from the socio-cultural

differences between Aboriginal communities and the general community,
concept of well-being and healing hold differing meanings in the two

communities. The magnitude of these differences has still not been fully
recognised.

the very

I. Aboriginal Health Services

Health services directed specifically for Aboriginal people's needs came
into operation in South Austraiia in the early 1970's. As a result of
the ten-year plan announced by the then Federal Minister of Health in
1973, the South Australian Department of Health initiated the Aborigina?l
Health Unit with the appointment of Aboriginal Health Workers and
Community Health Nurses in the metropolitan, country and tribal
communities of the State.

1. The Aboriginal Health Organisation of South Australia

In 1981, the South Australia Health Commission took steps to
separately incorporate the Aboriginal Health Unit to form the
Aboriginal Health Organisation of South Australia with a ten
member Board of Management. The Department of Aboriginal Affairs,
through its State grants programs funds most of its
administrative, Health Programme and other costs. The South
Aﬁstra1ian Health Commission funds the remaining administrative
and other costs (see p 42). The Aboriginal Health Organisation
employs staff and administers programs throughout the State except
in the Pitjantjatjara communities who now have their
Community-controTled Nganampa Health Service.




Aboriginal Health Organisation {Staff establishment)

1 Director 1 Medical Speciatist
1 Administrative Officer 1 Senior Community Health Nurse
1 Senior Clerk 1 Adult Educator

1 Personnel Officer

4 Clerical Officers

3 Typist/Receptionists
1 Research Officer

.1 Clinical Educator
- 1 Project Officer (temporary)
1 Huntington's Disease Counselior
1 Principal Health Worker
1 Supervisory Health Worker
- 2 Renal Survey Sisters (1 temporary).

The Organisation employs field staff in fourt

een different comnunities
including Adelaide.
Camunities Ab. Popuiation . AHO Field Staff Establishment
- *(198T Census Tigures)
Adelaide 3283

6 Health Workers
2 Hospital Liaison Officers

Ceduna 312 3 Health Workers
Coober Pedy 70% 1 Community Health Nurse
' ' 2 Health Workers
Murray Bridge 178* 1 Health Worker
Nepabunna g2 1 Health Worker
Oodnadatta . 100 1 Community Health Nurse
7 1 Health Worker
Pt. McLeay 98 1 Health Worker
~ Pt. Pearce 214 1 Health Worker
Pt. Augusta 1120

1 Comunity Health Nurse
3 Health Workers

0.5 Hospital Liaison Officer

Pt. Lincoln ' 348 2 Health Workers
Riverland

and Davenport

1 Community Health Nurse

Gerard 125 1 Health Worker

Renmark 31 1 Health Worker

Khyalila 320 0.5 Health Worker

Yalata and 281 (Yalata 3 Camunity Health Kurses
Mala]inga : : only) . 3.5 Health Workers

* population Yigures collected by Health Workers are in excess of the 1981
- Census Figures (see pg. 29) o
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In the financial year 1982/83, the following occasions of service were

provided by the Aboriginal Health Organisation:

A. Services for the West and North-West Communities

1. In-patient clinical services
a. Total number of patients = 125
b. Total obcupied bed days = 162
Average iength of stay = 1.3 days

2.0 Out-patient clinical services

a. Total occasions of service = 433
b. Total occasions of Health
Promotion Service = 1439
B. Services for the metropolitan and country communities

1. Health Promotion Services _
a. Total occasions of service

(metropolitan) = 2553
b. Total occasions of service
(non metropolitan) = 11628

The services provided by the Organisation are largely q}ientated towards
disease prevention, health education and prombticnr—’Tﬁe main thrust of
services has been towards promoting the greafer utilization of all
health services by Aborigines through educating Aboriginal communities

and through sensitising service providers towards the needs, attitudes
and perception of Aboriginal people.

2. The Aboriginal Medical Services

'The Aboriginal Medical Service arose out of a community concern for a

lack of a doctor/clinic service that the Aboriginal people could use
confidently and have an input.

In South Australia, there are now two such clinics, one in Davenport
Community, Pt. Augusta and one in Adelajde - and both of them operate
independentiy of the Aboriginal Health Organisation. The Aboriginal
Medical Serv%ce Clinics provide a much needed clinical service and are
almost entire1y'fhnded by-the Department of Aboriginal Affairs. The’

' ._remaining funds are mainly from the Commonwealth Department of Hea?th;-?
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Due to lack of funding by both the Federal and State Govermments, the

Medical Services operate on a str1ct1y Yimited basis.

Preventative health programs, including Child Health and nutrition

clinics -have been conducted_:on a short term basis at the Davenport

Medical Service. However, programs of this type are targely dependent

upon the attitude of the Doctor and the amount of funds available. Both
~ these factors currently act as significant barriers to the development

- of much needed preventative health programs by the Medical Serv1ces
- within their communities.

Davenport Aboriginal Medical-Service (Staff Establishment)’

© 1.5 Doctors
1 Nurse
1 Administrative Officer
1 Field Worker
1 Homemaker

Adelaide Aboriginal Medical Services (Staff Establishment)

1.5 Doctors
:;) 1 Nurse
1 Receptionist/Typist'
{1 Dentist incorporating fee-for-service)

Aboriginal Medical Services, where they exist, would form'the ﬁost
viable basis for Community-controiled Health Services.

3. Specialist Services

a.  Alcohol Rehabilitation

_ Alcohol rehabilitation programs for Aborigines are provided by
WOMA and thé.AboriginaI Sobriety Group, both funded by'the

- Conmonwealth Department of Aboriginal Affairs. The Adelaide

.. Central Mzss1on wh1ch 0perates 2 drop-in centre and provides
Aborlg1na1 Alcohol counseliors, is also part1y funded by the

P i nmdt ol Ahawdatnnl AEf adtwr
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The Statewide program of WOMA has local committies in Pt Augusta

Pt Lincoln, Ceduna, Yalata, Coober Pedy, Murray Bridge and

Gerard. Some WOMA programs are funded directiy; others are funded

through their local Aboriginal Comunity Councils.

A State WOMA Committee, comprising representatives from régiona1

areas, develops policy and disseminates information through its

Secretariat in Adelaide. Major changes are currently being

considered to the WOMA Secretariat by the Department of Aboriginal
Affairs based on a Research Study carried out in 1983.

The Aboriginal Sobriety Group is also based in Adelaide and

« provides counselling and rehabilitation programs in the

metropolitan area. It is managed by an independent committee, and

has close Jiaison with the WOMA programs, both at the State and
Jocal WOMA Committee levels.

Established in 1973, the Aboriginal Sobriety Group is funded by

"the Department of Aboriginal Affairs and by the Aboriginal Hostels

Ltd, on a third party basis. The limited and restrictive funding

by the Department of Aboriginal affairs is reflected in the Group
servicing the metropolitan Adelaide and operating three hoste1§
(an overnight shelter, a women's shelter and a half-way house)} -
all funded by Aboriginal Hostels - with an Administrator, one

field officer and 2 temporary, part time receptionist/typist.
Church groups {(Catholic Relief Fund and the Anglican Church in

Adelaide) have been providing relief funds and eguipment.

Given the extent of the alcohol problem in Adelaide, this Group
has been providing a very effective service and yet its needs have
been grossiy neglected by the funding agencies.



Aboriginal Sobriety Group {Staff Establishment) A

1 Administrator
1 Field Officer and 1 NESA Trainee
0.5 Receptionist/Typist (temporary)

- 3 Hostel Managers

National Trachoma and Eye Health Programme

Prior to 1982, the only Trachoma program administered by the

Aboriginal Health Unit was that of a visiting Ophthalmologist who,
- on a voluntary basis, visited the Pitjantjatjara commmities about

2 to 3 times a year. The Aboriginal Health Organisation
re-imbursed the travel and associated costs.

Between 1976 and 1979 the Commonwealth Govermment provided
financial. support for the National Trachoma and Eyé Health program

of the Royal Australian College of Opthamologists to carry out a
comprehensive .survey and treatment program in the rural areas of

‘Australia where Aboriginal people camprised the major part of the

population.

The National Trachoma and Eye Health program found, among other

things, that more than half the Aboriginal people screened were
suffering from trachoma, there being a particulariy high
prevalence among children.

A

A close correlation was found between\
prevalence of trachoma and poor environmental conditions including

climate, nutrition, housing and water supplies.

The National Trachoma and Eye Health program Report indicated the
need for ongoing surveillance in areas where the prevalence of
trachoma was high. Thus, in 1982, a decision was made to

~ reactivate the program Australia-wide through the establishment by

the Royal Australian College of Ophthamoiogists of State and
Northern Terrifbry trachoma committees having majority Aboriginal
representation.
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As a resulg, a Statewide, Aboriginal Community-

Australian Aboriginal Trachoma and Eye Health C
with a full time Project Co-

controlled, South

ommittee was formed
ordinator appointed to co-ordinate
Ophthamologistqécreening and treatment programs throughout the
Aboriginal communities of South Australia.

Huntington's Disease Program

-transferred to the Aboriginal Health Organisation,

Until late 1982 the Huntjngton's Disease Counsellor position for
Aborigines was based in the Department of Community Welfare.

The
funds and the physical jocation of the position has since been

" as the most
suitable location.

It is vital that this position, with its close links to all

- Aboriginal field and health workers and to Specialist Hospital

establishments that -care for this specific disease,
exist.

continues to
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- the non-Aborigines (in one Ege category, i

" b) attitudes of Aboriginals who perceive existin
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General Health Services:

The majority of Aboriginal communities throu
access to-a wide range of Health Services in
health centres, general practitioners,

ghout South Australia have

cluding hospitails, community
dentists and visiting
specialists. The extent to which these Services are used-by Aboriginal
clients varies throughout the locations. The majority of these Health

Table 6)

The Review Committee was répeatedly advised th
effectively utilizing the existing services,
the most important are the following:

at Aborigines were not
The reasons are many but

a) lack of understanding by staff within hos

pitals in respect to
social, cultural,

traditional and spiritual beliefs of Aborigines

g Services with
suspicion, mainly due to point a above ‘

c) inaccessibility of Services (Oodnadatta, Cattle Stations)

d)  Services not designed to meet Aboriginal needs.

i

Whilst there has been a general improvement mainly due to the
effectiveness of Aboriginal Health Workers and a more enlightened
attitude, of late, by the South Australian Health Comnission
Tikely to reach acceptable levels until such time as the respective i
Services provide employment for Aborigines right throughout the Health
Service structures. The Review Camnittee strongly believes that

renedial action should occcur as a matter of urgency to alleviate this
present imbalance. . R

» it is not
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Dental Health Servicés

The current delivery of dental services to Aboriginal people is
totally unsatisfactory, and the general level of Dental health
appalling. Except in Adelaide where there is a part-time
fee-for-services Dentist available at the Aboriginal Community
Centre Aboriginal people have to utilize existing, where they do

exist, Dental Services throughout the State. This has many

_ problems for Aboriginal people and consequently dental care is

minimal and usually of an emergency nature.

. General Dental services’, such as the School Dental Scheme, do
- prbvide some services to some Aboriginals.

However, the oniy A
service specifically for Aboriginals, funded by the Camoenwealth,

is the fee-for-service Scheme which has strict eligibility

criteria. . Fee for service is clearly -cost jnefficient, and the

Review Committee has found a high level of dental i1l-health among
Aboriginals. (See Tables 7 & 8).

Alcohol and Drug Addicts Treaiment and Mental Health Services

The South Australian Alcohol and Drug Addicts Treatment Board, the
State Drug and Alcohol authority and the Mental Heaith Services
provide treatment and rehabilitation in cases of alcohol,
drug-dependency and mental health problenf,

The Review Comittee understands that the clinics and hospitals
operated by these Services are frequented by Aboriginal people -
although there are no figures available from records kept by these

" bodies to validate this. While these Services (espec1q11y the

detoxification clinic) are essential, and crucial to the
rehabilitation programs established by Aboriginal groups, they
have consistently overlooked requests by these Aboriginal groups
to employ Aboriginal liaison personnel within the clinics and

hospitals to ensure that the Aboriginal people requiring treatment
there compiete its full course. ‘ '




. Hospital Services

Throughout .the State one of the major problems facing Aboriginal
people has.been their reluctance or inability to interact and
utilize effectively the hospital services aQaiIab]e. This is due
to-the alien and intimidating cultural organisation of the —
hospitals themselves: and to the freguent racial intolerance and
abusive behaviour by the hospital staff. Hospital admissions by
Aborigines are thus avoided until the patient's situation becomes
unbearable, and even then the patients invariably discharge
themselves and go home before their treatment is compieted,

~resulting in future readmissions due to medical relapses.

The Review Committee regrets that the high qua-lity of eguipment
and staff available in the hospitals of this State are not being
fully utilised by the most needy of its consumers. It is
especially regrettable when the main barrier causing this

under-utilisation is in the prejudicial and stereotyping nature of
a few.

Public Health Services

Health Surveying

The South Australian Health Cammission provides Public Health
Survey services (funded by Depariment of Aboriginal Affairs) to
all Aboriginal communities throughobt South Australia on a requiar
basis. This involves visiting comuinities, approximately every
six weeks, dispensing advice and following up mainly on general
envirommental health issues.

The approach is gquite fragmented given the disastrous
enviromental heaith condition which prevails in many Aboriginal
comunities and fringe camps. It is generally accepted in
Aboriginal communities that Health Surveyors play an important
role at a local level particularly when support is sought by the
comunities to augment their submission to the Department of
Aboriginal Affairs for improved water, electrical, sanitation and
other enviromental health needs for funding. It is the Review

' canniftee’s view however that very little discussion and
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consultation occurs at the Organisational level between the Health
Surveyor Section of the South Australian Health Commission and the
- - Department of Aboriginal Affairs who administers the Aboriginal
- Public Health Improvement Program, which is designed, supposedly,
to-improve the environmental conditions of Aboriginal
comunities. The Review Committee is especialiy concerned that
the Public Health Surveyor based in Ceduna and servicing Ceduna
and Yalata has been withdrawn fram the area. Given that the
Health Surveyor makes frequent visits to Yalata and has
estabiished a good rapport with the comunity there, it is
imperative that a Hea]ti] Surveyor be immediately placed in Ceduna.
/‘M\ ==
| / The Committee considers that a more consistent and coordinated \
\\}\\\\U C Now (ﬂ service would result from the assumption by the South Australian

A d

J . '.qxr_\L - N>
/l\ﬁ.‘hv . df\.‘d \

[
Health Commission of the full responsibility for providing Health |

L}\ AT oU@\. constitute one of the areas of the present health system in which
% QQ’ \N@:Q' - the State Government could take action to ensure that Aboriginal
\@3&% health needs are met more effectively.

Aboriginal Public Health Improvement Program
. This program is entirely funded by the Commonwealth Government.
L The Public Buildings Department however, in almost ail instances,

is required to design and oversight projects on behalf of the
Department of Aboriginal Affairs. This particular aspect of the
program regarding constructibn, servicing and maintenance in

Aboriginal communities requires immediate review because of the
inflexibility of the Public Buildings Department to design and
implement technology appropriate to the community.

The reguired complex repair and maintenance is rarely available
within the local Aboriginal community, and in most cases, experts
need to be flown in at M, The Review Committee considers

that more locally-based (t'raining*jprograns should be provided for
local Aboriginal peop‘;}‘mqﬁepair and maintain buildings and
equipment thereby incre.asi'hg the possibility of enployment and
ensuring regular ongoingfm'ai ntenance.
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It is also the Review Committee's view that it is far more
appropriate to design and install technology in consultation with

the Tocal communities using local resources, material and labour

thereby increasing the awareness and involvement of the community

“in matters pertaining to their enviromment and providing

opportunities for development of work skills. Some Aboriginal
comunities in South Australia (e.g. Davenport, Yalata, Nepabunna)
experience far worse environmental conditions than many third
world countries. This is an indictment of the present system.
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Chapter Three: CURRENT HEALTH STATUS

~"Background

The Review Camittee's work-has confirmed the lack of comprehensive data on
the health of Aboriginal pecpie in South Australia.

This was a source of
continual frustration to this'Cunpittee in its effort

S to assess the
effectiveness of existing health Services for Aboriginal people and is

undoubtediy a major constraint on planning programs for Aborigines.

T 1, Aboriginal Health Statistics

A minimum requirement for routine monitoring of Aboriginal health is a
detailed State-wide statistics system on Aboriginal births and deaths
through the vital statistics system, -and on Aboriginal births and deaths
through the hospital inpatient statistics systam. A welcame recent
development is the availability of statistics on Aboriginai conf inements
through the Health Comnission's obstetric data collection.

However, no
State-wide death statistics are available, and

there appear to be
‘probiems with the adequacy of identification of Aborigines in the

hospital collection.

A similar deficiency applies to Aboriginal cancer
“) . statistics.

Efforts must be made to ensure that Aborigines are adequately identified

in those statisticdl collections where provision is made to do $0, SO

that high quality statistics can be made available in published form.

It is critically important that Aboriginal births and deaths be
identified in the State's vital statistics system as a mat

priority. SR '

ter of

An important indicator of Aboriginal health statys that is stil1 not
available is that derived fram drug and alcohol related illnesses. The
State Drug and Alcoho] Authority operates detoxification and

rehabilitation centres and the Mental Health Services operates Alcohol-
rehabilitation wards within their hospitals.
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Hh11e verba] and stat1st1ca1 evidence from the Abor1g1na1 Sobriety
Group, Woma and others support the notion that the affliction of
alcoholism and drug addictions within the Aboriginal community is highly
prevalent, the Review Committee notes with dismay that the State
Government Drug and Alcohol Author1t1es, do not accommodate the
. collection of any statistics on their Aboriginal clients.

For detailed surveiilance of Aboriginal health, special statistics
coliections need to be established, and the Committee is pleased to note-
various developments along these Tines, such as the State-wide renal
survey, and the;data collection system recently developed for the
Aboriginal Health Organisation for use in its clinics. Two points need
to be emphasized, however. To be useful, such collections need
extensive analysis, and periodic, detailed technical reports are
essential. Where possible, information should be coliected about the
whole State, not only remote communities.

iTe

"The recent Renal Survey (seerpg 32) provides reasonable prevaience data
on chronic conditions such as diabetes, hypertension and obesity but fis
not useful in indicating the importance of episodic diseases such as
infections and trauma. The hospital morbidity system provides

- information on more serious episodes of disease but does not provide
information on the incidence and prevalence of these diseases.
Nevertheless the Renal Survey aims to survey the entire Aboriginal

population of the State and information frun such surveys are highly
valuable.

‘%) A recent poputation count in some Aboriginal Communities conducted by
the Aboriginal Health Workers in- preparation for their renal survey
confirmedian oft-repeated criticism of census figures - that they are
inaccurate for Aboriginal communities. The table below shows the
comparison obtained for some of the comunities.

Total Aboriginal population by

Comunity Census figures (1981)  Health Worker Count (1983)
Barmera 3l ' 43

Berri 45 73

Coober Pedy 70 248 -

Meningie 46 56

Murray Bridge ' 178 o303

Port Lincoln - _ ' 348 492

»

Tailem Bend - 46 50
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Inaccuracies and deficiencies therefore exist not only in Aboriginal

health statistics but alsp;in-obtaining basic population figures of \y
~ Aborigines. o

/4;:Aborigina1 Health Research Unit should be developed within the
/' structure of the proposed new Aboriginal Health Council (see chapter
| 6). The work of this unit should include the development of Statewide

statistical systems which enable the following indicators to be derived
for Aboriginal communities:

- 1)  Birth rate //
2) Infant mortality rate ang/ ge specific deathiﬁéjﬁ5//
3) Growth patterns of Aboriginal children -
4) Immunisation status of Aboriginal comminities
5) Longi;ydfnaj asseﬁgmg} of growth'batterns, hearing and vision
Toss!in Aboriginals B
6) Pattéhn of  diabetes onset in Aboriginal communities
\ 7) Incidence of treponemal and other sﬁgnificant diseases
l 8) Pattern of contraceptive use and natural fertility within
/ Aboriginal communities .
9) Pattern of anetnatal care delivered to Aboriginal communities

10) variation of the foregoing information between communities and
over time

11) The types of probliems and management encountered in primary care
which can be used as a guide to staff training.

2. Aboriginal Health Problems in South Australia

Despite data deficiencies which preclude precise quantification, the

majpr types of "health problems among Aboriginals can be emmerated.
These include:

Respiratory infection

Obesity (which predisposes to hypertension and diabetes)

Diabetes

Alcohol dbuse and its sequelae

Suppurative Otitis Media

Diseases related to infection: whooping cough, measles, scabies,
impetigo, abscesses, carbuncles and skin infection

Gastroenteritis -

Abdominal/pelvic symptons - probably related to pelvic inflammatory
disease | '



-31-

Tables 1 and 2 in the Appendix indicate the major health problems as
evidenced in the hospital morbidity data.

K

There is also evidence that morbidity is very unevenly distributed among
the total Aboriginal population, both between general geographic areas

and within individual communities.

Thus over 40% of preschool hospital

- users in Pt. Augusta and Meningie have multiple admissions in one year

~ whereas this proportion is only 25% in Pt. Lincoln.

1981 there were 12 preschool children who were admitted to hos
times and two were admitted over 10 times!

In Pt. Augusta in

(See Table 5) Consequently

considerable improvement in population morbidity may be achieved by
intensive intervention with a small proportion of the population.

a. Hospital Data

\‘..

Table 3 indicates the total number of Aboriginals admitted to
recognized hospitais Table 4 indicates_the numbers of children
(0-14 years old) admitted in some of these haspitals.

Pt. Augusta dominates children's admissions. This hospital _
accounted for 27.7% of Aborigimal children admissions in South
Australia in 1981, a marked increase in both absolute terms (from
241 to 466) and proportion (19.1% to 27.7X) fram. 1979, Other
areas with significant number of these admissions include:

Adelaide (Adelaide Childrens

Hospital)
Ceduna
Maitland
Barmera
Whyalla
Pt. Lincoln

(19.0%)
(10.2%)
(10.0%)
(5.5%)
(3.9%)
(3.2%)

 The large contribution by children in hospital admissions
indicates the need for extensive co-ordination of services to
cater for i11-health among Aboriginal children.

LY

pital 5-10
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Table 5 shows the impact of multiple admissions in

various South
Australian hospitals in 1981.

Muitiple admissions play a dominant
role in many hospitais, the most marked effect

» Augusta. Thus for 0-4 year olds 43% of patient
more than once and these admissions accounted f
occupied bed days in this age group.
more admissions are clearly targets fo

~ social service support. .

occurring at pt.

S were admitted

or 74% of a1l

The 14 patients-who had 5 or
r intensive health and

Table 6 shows the rate of hospitalization of Aborigines hy age and

the relative rate when compared to admissions of non-Aboriginals.

—Petrol Sniffing B

The Committee is-concerned here to specifically mention this méjor
health problem that is not reflected in available data.

The problem of petrol sniffing amongst young Aboriginal people has

reached extemely serious proportions especially in the north and

west of South Australia. Petro] sniffing is, in an immediate

sense, a health problem but the comunity considers that it -is
symptomatic of broader social problems and raises very clearly the
issue of coordination of action by the various agencies inyolved
in providing commumity services for Aboriginal people.

Accordingly, while the Committee wishes to draw attention here to°

petrol sniffing as a (1E£gg}y‘yndoggmgnted) health problem 1t is-
discussed in greater detail in Page 50 when dealing with the need
for coordination of community Services.,

Renal Survey Data

The.Rena] Survey initiated by the Aboriginal Health Organisation

and currently in progress, has produced information not only on

the prevalence of Renal disease and Diabetes but also on more
basic factors like height, weight and b]god pressure. This study
is significant in that, firstly it aims to cover the whole
Aboriginal population of the State and secondly it is useful as a
health audit of the total Aboriginal population of the State.
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It s of the greatest importance that this Study has been an Aboriginal
_initiative and was carried out in a non-coercive fashion. It matters very
much, therefore, that it's findings are reported back, both collectively and

individually, to those whose co-operation has made it possible - a step which
has disgracefully, been neglected in many previous similar studies.

It is
thus the responsibility of those in authority to ensure that the means both to

treat and prevent the ilinesses that have been here defined are to hand. This
has major implications, both for the health administrators and practitioners,

~and also the Aboriginal people themseives.

- Summary of the findings, so far:-
Study population 1,078

Areas Suburban, rural, tribal

Males 45.5% :_Fema]es 54.4%
§-80 years -

Sex

Age Distribution of the Survey

50X of the surveyed population were aged 20 or under.

Renal Disease:-

Haematuria/Proteinura - 13%
" Proteinuria alone - 10%

Significantly more renal disease was observed in the tribal areas.

Renal Failure - 12 cases

Estimated excess prevalence of renal disease (compared with white
Australians) x 10-13

Estimated excess prevalence of -renal fai]ure-(compared with white
Austratians) x 10-30
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It is of the greatest importance that this Study has been én Aboriginail

initiative and was carried out in a non-coercive fashion. It matters very

_ much, therefore, that it's findings are reported back, both collectively and
individually, to those whose co-operation has made it possible - a step which
has disgracefully;: been neglected in many previous similar studies. It is
thus the responsibility of those in authority to ensure that the means both to
treat and prevent the il]nésses that have been here defined are to hand. This

has major implications, both for the health administrators and practitioners,
and also the Aboriginal people themselves.

Summary of the findings, so far:-

Study population 1,078

Areas Suburban, rural, tribal

Sex Males 45.5¢ : Females 54.4%
Age Distribution of the Survey 5-80 years ’

50% of the surveyed population were aged 20 or under.

Renal Disease:-

‘ Haematuria/Proteinura .- 13%
;) Proteinuria alone -~ 10%

Significantly more renET disease was observed in the tribal areas.

Renal Fajlure - 12 cases

Estimated excess prevalence of renal disease {compared with white
Australians) x 10-13

Estimated excess preva]ence of renal failure (compared with white
Australians) x 10-30

B T O -
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Blood Pressure and Hypertension:-

Bliood pressure is correlated with age in Aborigines irrespective
of location. '

Blood pressure is correlated with body mass index in Aborigines.
Aboriginal salt consumption is of “european" proportions.

Hypertension (Diasto]ip BP 95 mmHg) has a greater prevalence in
Aboriginal women than white Australian women in al} ages. For

‘males there is an.excess prevalence in Aboriginals under the age

of 40.

“Diastolic hypertension" is typical of the Aborigine population.

- Height, Héight, Body Mass Index:-

52% of Aboriginal men between the ages 25-64 years are overweight.

69% of Aboriginal women between the ages 25-64 years are
overweight, '

Aborigines with the greatest obesity tend to reside in suburban
areas.

Renal disease, diabetes, and hypertension are correlated with
obesity.

Diabetes Mellitus:-

Juvenile (Type 1) diabetes was not observed: The prevalence of
diabetes correlates with both age and body weight.

Rge specific prevalence data show a 15-18 fold excess of diabetes
in Aborigines between the ages of 20-60, compared with the results

R SRR S cm el
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50% of Aborigines with diabetes are undiagnosed; 50% of Aboriginal
diabetic subjects have renal disease.

The data currentiy available fram the Renal Survey are convincing, but _
is incompiete firstly because it would be strengthened by the inclusion
of the greater number of elder subjects and secondly because the
metropolitan population, whose characteristics may be quite different

- has not yet been assessed.

The Committee strongliy supports the continuation of this study.

Good health is not bought ch'eaply - both in terms of money and
endeavour. This survey suggests, although it cannot prove, tha;t

excessive premature mortality is occurring amongst Aboriginals, and not

only in the permata] period. This is clearly accompamed by an
overwhemmg anuunt of morbidity.

The generai thrust of the Study is that it has served to focus on one of
the more glaring problems of our time - the poor state of Aboriginal
health. The Aboriginal population, struggiing to overcome the burden of
chronic i11 health imposed by alienation ie. poverty, epidemic
infection, malnutrition, etc., has now been further assailed by the

equally unpleasant diseases of civilisation - diabetes, renal faﬂure,
cardiovascular degeneration etc.
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Chapter Four: EDUCATION MTRAININ %?of’\ﬁ\o

Background _ -

A-central objective of the Review Committee's report is to increase the extent
of Aboriginal control of, and involvement in, the design and delivery of ?

Health Services to the Aboriginal community. Effective education mm
19

. programs for Aboriginal (and non Aboriginal) people invelved in dealing with

Aboriginal health needs must be in the Review Committee's view, a vital part
of any efforts to do so.

»

. Because there are very few Aboriginal health professionals, Aboriginals not

only have to rely on service delivery by non-Aboriginal professionals but they
are also frequently forced to rely on “expert” decisions by these

professionals. This often has the. result of taking away from Aboriginal

people, individuals and communities, their personal autonomy
7

Aboriginal students are now welcame into most health

professions. However, entry into relevant courses is dependent on certain

educational pre-requisites for which only a minority of Aboriginal students
have been adequately prepared in the present secondary school system.

Most educational authorities now agree that it is time for affirmmative action

to compensate for past neglect and disaffection in the general education
system.

There are many examples throughout Australia and four in South Australia, of

such affirmative action. They are the Aboriginal Task Force, Aboriginal

Studies and Teaching Education Centre, Aboriginal Camumity Coilege and the
Department of

Technical and Further Education's Aboriginal Unit. In these

examples an enclave environment and spechahsed teaching, has resulted in

successful education and qualifications for most students.

However, this kind of affirmative action has not been attempted in the Health

field in South Australia. The Aboriginal Health Organisation has a training

course for Abomg\na'l Hea1th Workers tut it has mo award value outside of the
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The Aboriginal Health Organisation's main functions have been, health

promotion and disease prevention with activities directed at developing skills

i that can assist the Aboriginal communities to adopt practices which promote

- health. This vital role played by the Aboriginal Health Worker has always
been stressed but the policies of recent State Govermments have affirmed that

—the p_a;sing of additional responsibilities to Aboriginal people for the
planning and delivery of their own health services was to be actively prcmioted

The proposed Aboriginal Health Counci
placed not only tognpr\ove the

{see Chapter Six) would be idea]]yﬁ VJ{@”
ning\provided for Aboriginal Health W

’ : girkers P
.-but also to expand Wot er/ prod ct_l1 vi_areas of education and &E@'so as
to prepare them for the assumption—of these additional responsibilities.
. A/'-_ i
1. THE ABORIGINAL HEALTH ‘rDRKER‘TRAININ‘GI PROGRAMME
—
7
The formal Health Worker (traim‘n% program of the Aboriginal Health
Organisation which commenced in February 1981 was designed to upgrade
the skills of Health Workers and develop their confidence so that the_y"
can successfully meet the health requirements of the Aboriginal
population of South Australia. d’“‘
AN
) . . 1 \{\\,«)‘
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Because of the cross-cultural nature of the teaching situation, the
) knowledge of the health woFker was used and built upon and attempts were
-made to integrate the=topics for teaching purposes. ‘Attempfsj;;;e also
made to relate teaching methods to the educational and life eiﬁeriénce

of the students.- This involved practical as well as theoretical
‘teaching. _ T

7 _
Currently the secondfggiigigg)course has commenced. Meanwhile, a
" Project Officer has been employed to -

7
¢

. — 'n'. r\_..—'--__,_ - .
@&1research)the educational and(tra%ﬁqﬁalneeds of both{grgifgﬁ)and Erainee\

Health Workers

- jﬁﬁi@&iﬁﬁiﬁbthe nggds of Aboriginal communities in the area of Health
Horker[iféfﬁiﬁﬁ)i.e. what skills they would 1ike their health workers to

Jearn and what knowledge they would expect them to possess

research) the possibilities of accreditation of the course so that the

certificate would be of value outside of-the Aboriginal Health

Organisation e.g. in communities, hospitals, interstate Organisations

etc. . '
\(research}access for Aboriginal people into the health professions and

other forms of health education; .

co-ordinate the rewriting of the curriculum so that it fulfils the
criteria of accreditation as well as fulfilling the needs of the

Aboriginal communities and the Aboriginal Health Workers.

J

-7

The present curriculum does not meet accreditation criteria.
_ Information from the communities suggest that the(izgiiiﬁgfprogram is
' ) neither adequate not highly respected. However, Health Workers
themselves feel that they have learned a lot and gained a great deal
from their training although several of them consider that there were
come omissions in the course that could be remedied. 1

Thus the information gatheréd suggests that upgrading of the existing
course is definitely reguired both in suitability and in status.

As an interim action, based on the research of the Project Officer, é

more detailed statement of the philosophy, strategy and policy of the
Aboriginal Health HorkerﬂTraiﬁ?Eﬁ]%rogram is being written. Several of

the units within the curricuTum is being rewritten in the structural

form required for'accreditaiion and incorporates in the content requests
_  and suggestions of communities and Health Workers. . S
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" Although the structure of the courseg is unlikely to change, the actual

content is flexible and will change according to continuing éesearch‘,ahd
evaluation. Community needs will differ according to local conditions

and may well change over time. Accreditation of the course according to

< the Tertiary Education Authority Act, 1979, is being pursued through
several possible channels and practical access to health professions
such as Nursing and Health Education is being investigated.

Plans for a bridging course as a substitute for present entry
requirements into Enrolled Nursing are underway together with plans for

an enclave support system for Aboriginal people accepted into an
Enrolled Nursing course. - 7

e 9

) T

/ With all these developments in the L\:’rm@section of the Aboriginal \\
/' Health Organis the Comittee considers that it is an ideal time to

Re CORSICEDs
strengthen and widen the educatdion and training powers of the proposed

| g9

Healt

ouncil T0 begin to ¥ill what \is becoming widely recognised as a
sorely felt gap in i i
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Chapter Five:

FINANCING ABORIGINAL HEALTH SERVICES IN SOUTH AUSTRALIA

Background

The socio-economic disadvantages (and related poor health status) of
Aboriginal people in South Australia, as in other parts of Austraiia, mean
that the public sector is the source of Health Services for Aborigines to a
far greater degree than is the case for non-Aboriginal people. . The financial
support of Governments for heaith services is, as a result, a much more

significant determinant of the availability of health care for Aboriginal

people than is the case for the non-Aboriginal community. The Review

Committee wishes to emphasise its view that the effectiveness of health
services for Aborigines is a function of both the ievel of financial support

_available from the Government and the suitability of the health services

provided by Governments.

1. Current Funding Sources

The funding for Aboriginal health services in South Australia is
provided by both the Conmonweaith and State Govermments. It is
jmportant to recognise that -both levels of Govermment are invoived and
that Govermment f‘unding is provided both directly and indirectiy. The
Commonwealth Government (primarily through the Department of Aboriginal
Affairs and the Department of Health} directly finances Services
through both the States Grants (Aboriginal Assistancei program and the

programs of assistance from both Departments to Aboriginal Medical

Services and other community bodies. The State Govermment directly

finances Aboriginal Health Services through its support for the programs
provided through the Aboriginal Health Organisation and more recently,
through its financial support for “the Kganampa Health Service.

Both levels of Government finance a range of medical, hospital and

allied services which indirectly meet some of the health needs of
Aboriginal people as members of the South Austraiian community.
Cmmonwea'lth and State have, from 1975 until the introduction of

Hechcare in 1984, shared equally the costs of p"owdmg hospital
services to Abongma} people.

The

Under Medicare arrangarents both
Governments ¥ill continue to finance the provision of hospital services, '

* .
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The Commonwealth under arrangements prior to Medicare has financed the
bulkbilling arrénganents under which so called “disadvantaged" people

nave received medical services and the Commonwealth will continue to do
so though, under Medicare, in the context of a universal health scheme.

b Both levels of Government indirectly fund other health Services which
provide assistance to Aboriginal -people. :

The Financial Framework

The Committee has (as far as possibie) used financial data for 1983-84
as a means of providing a picture of current financial arrangements.

-

Direct funding of ‘Aboriginal health Services in South Australia in
1983-84 may be summarised as follows:

- COMMONWEALTH ($Imill. STATE } ($)mill.
1. Depariment of 1. = Aboriginal Health
ﬁEEFTﬁTﬁETnﬁ?fairS Organisation 0.398
. State Grants(l) 1.530
. Grants-in-Aid(1) 2.618
2. Department of Health 2. South Australian Heaith
Commission
;) | . ‘Hea1th progran . Nganampa Health
' Grants 0.912 Service 0.175
Nganampa Health
Service 0.100
5.160 A ~ 0.573

N.B.

———re

Data have been adjusted for the financial effect of the commencement of the
Nganampa Health Service from lst December, 1983.
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The main elements of the programs financed directly in 1983-84 by both levels
of Govermment are as follows: '

Commonwealth State
. {$°'000] )
1. ABDRIGINAL MEDICAL SERVICES
. Adelaide 71 -
. Pt. Augusta 120 10
. Nganampa A ' _ 1,206 185
2. WOMA 770 -
3. ALCOHOL AND DRUG AUTHORITY — ° . oon _
4, ABORIGINAL HEALTH ORGANISATION
. Employment of Aboriginal Health
Horkers/% Community Health Nurses 660' . -
. :for' Aboriginal Health Workers 40 77
. Dental Program 120 -
. Health Surveying 108 -
Patient Travel 30 -
. Administration 310 . 155
Research - 28
. Other ¥ 52 118
5. ABORIGINAL PUBLIC HEALTH IMPROVEMENT |
PROGRAMHE 1,662 -
5,060 573

The extent to which Commonwealth and State Govermments indirectly finance
Héa1th Services for Aboriginal people is difficult to assess because of a
paucity of both utilization and financial data. The dominant item of
expenditure in the South Australian Health Comission Budget 1is that of
hospital Services. Data on the utilization of public hospitals by Aboriginal
people is available for 1981. This suggests that, on the basis of average bed
day costs, hospital Services for Aborigines in/1982—83 would have required
efpenditure of "about 38 million. This cost was shared equally by Conmonwealth
~znd State Govermments. ' ' ' : AR
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In 1982-83 the Commonwealth.spent $6.3 million in South Australia on the
costs of bulk billing for medical services provided for the so-called

- *disadvantaged". There are xabout 78,000 HeaTth Care Card holders in

South Australia with speciél needs. of whom about 1,000 are Aborigines.
A ‘pro rata' costing would mean that-the Commonwealth cutlayed $80,000
in this way on medical services for Aborigines though it is Tikely that

this figure would be higher because of the relative health needs of
Aboriginal peopie. , -

Commonwealth and State funding also supports other elements  of the
overall health system which provides services for Aborigines.

Issues in the present Tinancial arrangements

It is ¢1ear from the discussion of the present financial arrangements
that both levels of Government finance a range of Aboriginal Health
Services through a number of* mechanisms.

These arrangements have evolved over the period since the late 1960‘s
when the Commonwealth first became involved in a substantial way in
Aboriginal Affairs. The Commonwealth now funds Aboriginal Health

_Services in South Australia both directly and indirectly; the latter

including assistance provided under the States Grants (Aboriginal
Assistance) program the arrangements for which were established in the
mid 1970's. The South Australian Government now also directly and
indirectly finances Health Services for Aborigines.

In the Committee's view there areitwo principal deficiencies in the
present arrangenents. :

First - there is (and has been for some years) a lack of clarity in the
arrangements regarding the respective financial responsibilities of the

"Commonwealth and the State Government.

Second - the present approsch is characterised by fragmented service
delivery and by a lack of effective co-ordination.

The Cormittee is aware that theserprob1éms are characteristic of funding
arrangements in a number of areas of Aboriginal Affairs and that the
Commonwealth and the State Governments have made & number of attempts in

recent yéhrsrto establish & better set of arrangements.
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The Committee's terms of reference refer explicitly to
Cunnonwea]th/State funding arrangements and
the Review offers the Opportunity to tackle
Aboriginés*in the health field.

the Committee believes that
the issues as they affect

Commonwealth/State ¥ inancia) Responsibilities

The approach of the former Commonwealth Government

to this important
issue was based on the concepts of *

normal® and *speciaj* services. The
State's responsibilities under this approach were to ensure that

Aborigines as citizens of the State would receive general community
services ("normal services") provided by the State out of jts own
reseurces including Commonweaith sub-ventions {e.g.) hospitais. -
Further, like other disadvantaged groups, Aborigines should pe eligible
to benefit from such comunity services on the basis of "need". The
Commonwealth's responsibility was to apply the “needs® principle to its
programs where prvided directly to the comunity and to ﬁti]ize the
State Grants Program to supplement State résources to make “"normal®™
services accessible to Aborigines and improve or accelerate their

provision and alsc to enable the State to provide selective services to
Aborigines to meet their "special* needs.

In conceptual terms the delineation of respective Commonwealth and State
responsibilities would appear clear cut under this appoach. Indeed, it
was the view.of the former Commonwealth Government that, according to
this approach to the issuek the States, generalily speaking, were not
meeting their responsibilitjes, However, the States disputed this

assertion and respond that the Comonwealth was only attempting to
transfer its responsibilities to the States.

In the area of Aboriginal health in South Australia these broad
differences of view between Governments have been manifested in
recurring disagreenents over budgets and uncertainty in funding
arrangements with consequent disruption to the planning and delivery of

services to the Aboriginal people. There are real conceptual and

practical difficulties in.seeking to resolve this issve. It 1s not the
Committee's intention, however, to go over these jssues again but the
- Comittee is concerned that the financial arrangements are changed fn a

way that clarifies the respective responsibilities of the Comonwealth -~

and tho State. . 7 -
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Co-ordination '

" The diverse range of funding sources and mechanisms has been discussed
“above. The practical effect of such diversity has been to fragment the

—

delivery of health services to Aboriginal people. There is a lack of

- effective co-ordination in the present -funding arrangements both at a

State level and also at the local community Tevel. The establishment of

,the Aboriginal Health organisation has assisted in providing a greater

measure of co-ordinat%on at the State level and the Committee is aware
that co-operative working relationships between the Aboriginal Health
Organisation, the Aboriginal Medical Services and WOMA have bequn to
deveiop. The Aboriginal Health Organisation has also played a useful
role in co-ordinating services delivered by the South Australian Health
Commission and its incorporated Health Units. There is a need, however,
to further develop these arrangements.

At the local community level, Health Services which assist Aboriginal

“ people are funded in a variety of ways and it is the view of the

Committee that these activities have not been effectively co-ordinated.
It seems Tikely that funds will continue to come from a range of sources
and if so then the Committee's view is that there is a real need for
effective co-ordination at the local tevel of the agencies invo]véd in
providing services to Aboriginal people.

In summary the Committee feels that communities should exercise direct
control over the provision of the delivery of health services to which

Aboriginal people need access. The direct funding of -local Aboriginal
community organisations has been a major characteristic of the
Commonwealth Government's financing to Aboriginal health programs,
mainly through the Department of Aboriginal Affairs. The Communities
and organisations are familiar with its personnel and its financial

procedures, and there would be real benefit in buiiding on this base in
the future.

In South Australia, the State Government has responsibility for the
provision of those Health Services which are beyond the resources of
individual groups or communities. The most visible of these Services is
the hospital system, but other less visible Services such as preventive
programs and public health programs are also administered by the State.
This Committee has found that. health programs in general will be more
effective, especia]]y'among Aboriginal people, if there is a

' co-ordinated delivery under local Community-control of basic primary -
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health care, both curative and prevent1ve.u ‘The resources for preventive

heaith programs currently administered by* thé‘State using Commonwealth

« funds would therefore be more effectively utilized if they were passed
- directly to the control of the communities. =

Commonwealth funds should therefore be provided as direct grants to
communities for the provision of primary health care. This will enable
a2 better co-ordination of Services at the community level, and an -
extension of those services in those communities with high priority
- needs. The funds provided by -the Commonwealth Department of Health for
) clinical salary costs of the Pt. Augusta Medical Service should be
expanded to meet the additional needs in this area, and the eligibitity

of other Aboriginal Medical Services to receive such grants should be
established as a matter of urgency.

Similarly, the access of Aboriginals to transport and accommodation

assistance should be develobed by expanding the scope of the relevant
scheme (IPTAAS) and simpiifying its administrative reguirements.,

~This Committee has also found that there are high priority needs for
better access by Aboriginals to the Health Services ‘currently provided
by the State, especially the hospital system, improved co-ordination of

the health care system and greater community input into the poticy and
administration of those services.

These improvements will require an expansion of the resources available

d) ' and their financing by the State would be consistent with its current
o responsibilities.

In sunmary;lthe principal prob)ems in the present financial arrangements
are identified as being;

the lack of clarity with regard to the respective financial
responsibilities of the Commonwealth and State Governments;

the lack of effective co-ordination of State and local levels of

health agencies funded by both levels of Government through a
variety of programs.




S - -47-
N .

- Chapter Six: PROPOSAL-FOR CHANGE&

Background

In the metropolitan and other areas-—throughout the State, Aboriginal .people

- are attempting to survive in an oppressive and alien systen. Many people are
in situations characterized by large sing]e'paﬁenf families in which lack of
income, no or over-crowded housing, alcohol and drug dependence, isolation

from family and other Aboriginal support systems, family breakdown and
juvenile crime are all common aspects.

The fact that Aboriginal peopie sought the services of the Review Committee to-
resolve some of these issues when, there are already in existence agencies to
. supply these services, only further emphasises the chaotic state of general
service delivery to Aboriginal people in this State.

General Change

1. Aboriginal Health Councii of South Austrahv

It is the opinion of the Review Committee that the first step toward
jmprovement of the supply and delivery of services to Aboriginal people

lies in the Community-control process. The knowledge that the design,
control and delivery of services must be in the hands of ‘those who

receive the services - the Aboriginal community - requires recognition
by all funding agencies, most importantly the Federal and State
Gov\‘c_ernments. In addition, it is a fact that the Cammunity-control
proc‘:ess is the most efficient and cost effective process; it must be
supported by Govermments through the supply of sufficient funds and
resources to the Aboriginal comunities of South Australia to manage

their own services - independent of Government inflvences and
interference.

/
\'/

In the health area, this means that the delivery of health services

under Abomgmal oontr01 must be achieved at all levels.: (m
g tb occur, it is réi:orrmended that a Sta‘cutor_)r bc:d_y !;° estabhshed by the
South Austrahan,{;overment called the Aboriginal Health Council of
South Australia. This Council must have a clearly defined legal status
and function and its relationship with the Minister of Health and

" relevant agencies, perticularly in the health field, must be specified.”
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A The Aboriginal Health Council and its structure must, however, be

established with a flexible and responsive frame-work to ensure

that it reflects and reacts to the Aboriginal communities® needs.

e

- —/ The following model is proposed: \_J

{ A. i)  the Aboriginal Health Council of South Australia is to
] consist, initially of one nominee of each of the existing or
| recommended Community Controlled Health Services and/or

Committees and one from each of the following specialist
services: WOMA,-A.S.G., NAIHO.

ii) the nominees to the Health

advised by their respecti
Committees.

buncil are to be selected and
Community-controlied Health

iii)

the Hea"lth Councillis/to meet regularly to coordinate the
delivery of heaith kare for

riginal people across the
Aboriginal health needs; to

n the development of programs for the education
Q{t and trainipg of Aporiginal and non Aboriginal health
__,! perisonnel fand to provide policy advice to Goverrments on
o~
_,\\;" }

O i iv)  the Health Council is to assist Community-controlied Health
l/w\* |‘ Services and/or Committees to recruit professional staff, if
) Pﬁf‘ l requested and, more importantly, to design and run

. \ orientation courses for professionals on Aboriginal healith

matters concentrating on the politics of health.

v)  the Health Council is to advise the Minister on matters of
Aboriginal Health in South Australia, and to give the
Minister an Annual Report of its operations.

vi)} the Health Council is to pmvide assistance and supp_-oft to
, - 1ocal rontrolled community Services only upon request.




The Aboriginal Hea]th Council -is to be served by a Secretariat
which would carry out three major functions.

i.  Administration and co-ordination

This unit is to fulfill general administrative matters for the
Health Council; co-ordinate the Council's programs in relation to
support services such as visiting specialist services; carry out a
tobbying role in relation to general issues or in support of
individual Community Health Services® demands for assisfance;
disseminate information to these Health Services; monitor
developments in health matters and report to the Health Council;

- to perform other duties as directed by the Council

ii -@;‘Tﬂ%‘md Information -

o ——— &
This wnit is as directed, to coordinateﬁgggggféﬁjprograms, gather
and collate appropriate statistical! information; participate in
specific health programs and to supply technical and medical
jnformation to Community-controlled Services.

-~

oo————
iii) EducationngE!IEEiEiEg) .

Th1s _unit js to devise and deliver courses of Education and
mfor Aboriginal and non Aboriginal personnel in the
Aboriginal health area; liaise with resource Agencies and
Educatmnﬂ Institutions to_provide support for Aboriginal people
undergoing formal @ Tiaise with commumities on@
needs; develop Health Education resources for use by communi ties;
negotiate with Educational Institutions and Authorities for course
accreditation, where appropri ate.

| r\\'nv Y omchrech ol e
A1l staff within the Secretariat are to be employed by the
Aboriginal Health Council.
A e o
N , L _\N\\@\fb 0\ \;r;».f(/ \
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" The Abori ginal Health Council must have as its hij

ghest priority G/L
the policy nf{Abomg1na11sat1o§20f{icaff
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In the course of the Review, the Committee received-comments from
Aboriginal communities in South Australia about the roles of all the
different Agencies and Organisations involved in community service

delivery. Cleariy, health problems and services cannot be isolated from
other areas of Aboriginal welfare.

_ The Review Committee members were ofien approached by Aboriginal peapie
on matters of concern in the areas of housing, emplowment and social
welfare. It was evident that Aborigines lacked adequate contact with

- Departments and that there is a lack of co-ordination between the
Departments in the delivery of community services to Aborigines.

In the Camittee's view, an important factor in explaining the
difficulties experienced by Aboriginal people in other areas, as with
health, is the lack of a significant degree of Aborigihal control of,
and involvement in, the design and delivery of community services.

In the case of Community Welfare services, which is an area of special
need in the case of Aboriginal people, the Committee formed the

impression that the Aboriginal community in our State views the present
"crisis intervention" approach to service delivery as being ineffective

uncaring and insignificant in terms of its impact on the resolution of
Aboriginal problems.

Petrol Sniffing

A matter of particular concern to the Conmittee is that of the probliems
of petrol sniffing. In the north and the west of South Australia petrol
sniffing amongst Aboriginal juveniles, and some young adults, is '
chronic. In some comunities, well over 50X of children from the ages &
and 6 years to 20 years are regular, daily petrol sniffers.
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A whole;generation of Pitjantjatjara and YankunyatJara ch11dren
are growing up on petrol fumes!

B f;*-"The}magnitude of this problem cannot be overstressed. Hundreds of
. ..= - _ _Aboriginal children in these communities are affected. The police
o . . at Oodnadatta stated to this.Review Committee that if ii were not
- for petrol sniffing, the need for their presence in the north-west -
- .. Aboriginal communities would be minimal and that approximately 90%
7 - of their work is a direct result of the activities of the petro!l |
- sniffing groups in the communities.
In the Aboriginal communities visited by the Review Committee, the
people expressed an urgent need for youth programs run by
-—themselves to begin to cope-with the situatijon confronting their
youth. The on-going oppression by non-Aboriginal society
‘resulting in increased alienation between the generations has led
to high levels of alcohol and drug abuse amongst the young and |
often to & cyclic parficipation in the legal/penal system. The
éxtreme]y high levels of unemployment amongst Aboriginal youth
further exacerbates this problem. |

Aboriginal people are aware of the problem and have been seeking
support from the various Government Departments, in particular the
Department for Community Welfare, for years. They are aware that
the phenomenon is symptomatic of general social problems and the
alienation of their youth due to the presence of the dominant
white culture. The Aboriginal people have been proposing possible

: ways of dealing with.this problem but they do not have the
| ~> resources to put them into practise.

The Review Committee wants to emphasise the situation with respect
to petrol sniffing not only because of the seriousness of the
problem, but also because it serves to illustrate two other
aspects of the Committee's general views. '

Firstly, petrol sniffing is, in an immediate sense, a health
probiem. Being symptomatic of broad social problems, it
underlines the particular difficulty of separating heaith and
welfare issues. Secondly, it illustrates the grezt need for, and
the present inadeguacies %n,_cp~ordination between departments,
espgcia]]y the Community Welfare Departmeﬁt and the South

M
-t
1
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Australian Health Commission™in dealing with the problems of the_
--Aboriginal tommunity. - ~

Accordingly, the Review Committee believes it important that the
Minister of Health approach the Hinister of Community Welfare on
the. question of a more co-ordinated and integrated health and
welfare service for Aborigines in South Australia and that

priority be given to concerted action on the probiem of petrol
sniffing.

3. Financial Arrangements

The principal feature of the health care model recommended by the

Committee are: - \$mvphxaﬂﬂahﬁwﬂ%,
—
an Aboriginal Community-controlled health{authority)with(Statewide;

N H vy . . - - . - - .
responsibilities; A«{)w}m\’- VAHO Rwmal a Y m@%ﬁu A YIN Go -.«]ﬁr

a number of local Aboriginal Comunity-controiled health services
delivering basic primary (curative and preventive) health care;

services provided'by the South Australian Health Commission and
incorporated Health Units.

It is the Committee's view that there are a number of areas in which th
State should have the responsibility to ensure that present health
Services provided by the South Australian Health Commission and Health
Units are made more .sensitive to the needs of Aboriginal people. An
important new element of this should be the provision of Aboriginal
Liaison Officers in order to facilitate the utiiization by Aboriginal
people of the hospital services provided across the State. In a number
of cases this may involve the employment of those Aboriginal Liaison
Officers by local Aboriginal controlled Health Services with funding
provided by the State Government. Another aspect of present service
delivery that the State should assume responsibility for, is that of ti
funding of Health Surveyor Services for Aboriginal communities.

The Committee has concluded that Health Services for Aboriginal people
will be more effective_if there is a co-ordinated delivery under local
Community-control, of basic primary {curative and preventive} health
care. It is the Comittee's view that the estabishment and operations
- -.of these 1oca11y controlled Health Services should appropriately be

" financed by the Comnonwea]th Government.
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The Comittee's view is that such a model will ensure an overall )

- effective system of health care for Aboeigines. ‘

An ihportant advantage of this model will be the opportunity
provided for the co-ordination of programmes of health-care
assistance to Aborigines. '

The Aboriginal Health Council will be primarily involved in broad
policy development, research and co-ordination, and education and
training for health personnel.

The full Committee had difficulty in prescribing responsiblity for

 funding the establishment and operation of this Council to one or

both of either the State ‘or Commonwealth Goverments.

A Minority View

While other members of the Committee do not concur, it is the view

. of the representative of the Commonwealth Depariment of Aboriginal

Affairs that the broad division of responsibilities recommended in

.this report readily permits a complementary division of

responsibility for funding between the Commonwealth and the State
Goverments. Thus, the stafutory Health Council recommended to be
established by the Stat end its State-wide responsibility for the
co-ordination or provi 'ioﬁ\of support resources for local
Aboriginal organizatilons ar‘e\ appropriately State funding
responsibilities. \ The Commoriwealth, which has established a
fundin gyste'ﬁ of Hirect grants to local Aboriginal Organizations
which &15 eror recommends be considerably expanded, is the
appropnéte’ funding source for those local Organizations.

The Department of Aborigi'nal Affairs' representative notes that
this wﬁl jnvolve thé transfer to local Aboriginal Organizations
of funds presently allocated by the Commorwealth to the State for
the State's Abomgma] Health Program. It is acknowledged that
this will entail an additional financial commitment by the State.
This would make the Commonwealth and State share of direct funding
of programs $5.2 million and $1.9 million respectively. Taking

_indirect finding of programs into account, the Ccmonwealth
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.2~ -gshare would be about $9.2 million an -.he State share $5.9

/' “million. It is expected that the gap between the respective

/ " contributions will widen in A984/85 when full-year costs of the
/ Nganampa Health Service prdgram\in the North-West Reserves have to
/ _~  be met. :

The nem@t‘pf boriginal Affairs represefitative's view is that
such a!divisit]fn of ding responsib#tity is reasonably

approptiate,/and that the divisi
on whic\i“‘i{is based is

on of functional responsibilities

inistratively efficient. As well as

~ financing.a more eWive total health care system for Aboriginal
people. such arrafgements would avoid the confusion and delay that
characterise the present."arrangéments for responsibilities and

The Majority View

With the exception of the representative of the Department of
Aboriginal Affairs, however, the Committee arrived at the view
that the financial responsibility for the Aboriginal Health
Council should rest with the Comomwizalth.

/ This was based on a consideration of the Council's mature and = .

o l functions. The proposed Aboriginal Health Council would be an )
J ‘| Aboriginal Camunity-controlled he

an overaﬂ sense, for the effec\y;'

h authority responsible, in ,.-/
j e\local delivery of health (

: services for Abomg1 nah peo‘ple }in South Australia. It is the view'

| of the majority of\thé Comitfee therefore that it would be |
i appropriately a C'@H(_)I_Iweal‘th Fé/sponm bility to fund the operations \,l

. of the proposed Aboriginal Health Council. : ‘
-/

The role of such a central Council is unique to South Australia
and the Committee considered that the Comonwealth approach to

_; funding should be il.::;iéient'ly Texi ,\'le to accommodate its role as
2 broadly based Ab ’M}I,mm-unﬂy——contro‘lled Health

L Drgamsatlon ' A | /

The Comittee noted that the imp1enentation of the proposals in
this report would entafl additional financiﬂ cormi tments for both
T - . the Comonwealth and the State Goverrments.

Ce L g teim e
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While the Committee's primary concern was not with the source of
whatever funds are required for—the provision of gquality health
care for Aboriginal people, the Committee however noted that, in

_the case of the Commonwealth, the approach proposed by the

representative of the Department of Aboriginal Affairs to funding
would initially consist only of a transfer of funds {$1.3 million)
already provided to the State Government to local
Community-controlled health services. In the case of the State
Government, there would be a regquirement both to replace the
resources so transferred and to finanterthe additional services
(primarily Aborigina1'Liaison Officers in hospitals) recommended

- in the report. The Committee considered that there is no ideal

share of Commonwealth and State funding to meet respective
responsibilities in Aboriginal health.

. The Committee noted, however, that the level of State Government

funding for specific Aboriginal health initiatives has increased
substantially in South Australia in recent years {with additional
funds already committed to the Nganampa Health Service in 1984-85).

The overall financial impact of the jmplementation of the
Committee’s recommendations would be to require of the South
Australian Government a per capita (numbers of Aboriginal people}
expenditure well in excess of that which would result from the
jmplementation of the recommendations of recent similar reports in
New South Wales and Victoria.

That is, the practical effect of this would be to financially
penalize a State Government that has sought, in the past, to
utilize Commonwealth funds to provide health services to meet the
obvious health needs of the Aboriginal population in that State.
The extent of that ‘penalty' would be exacerbated by adopting the
approach advocated by the Department of Aboriginal Affairs
represenfativeQ :

The Cormittee considered that the implementation of the model in
the manner suggested in the majority view would bring considerabl:
more clarity and certainty to the financial arrangements for

‘Aboriginal health services and that this would be a significant
improvement in those arrangements.



Social Security payments

Relevant Government Departments should note that in several rural
communities, the operations of the Social Security services are
based in local non-Aboriginal businesses. )

Recently there were some successful legal actions taken inToober
Pedy against a local business abusing the system-but it
continues. The Committee believes that action is required to

- remove all such probabilities from the system.

The overriding characteristic of Aboriginal health services, which

impairs their effectiveness is the lack of co-ordination of
Government Agencies. .

The Review Committee found examples of projects remaining half
completed, or failing to meet their objectives due to the apparent
inability of agencies to work together. Not only is the .
effectiveness of the programs jeopordised but more importanti_y,
the Aboriginal communities lose out in these circumstances and it
js the view of the Committee that this can no longer be tolerated.

11 Specific_Change:

1. Dental Services

Dental Services should be more readily available at the community
tevel in the form of Salaried dentists under locai
Community-control, as well as reguiar and emergency services,
using for example, the existing fee-for-service schene. The
funding of clinics seems appropriate. The State could assist
these community clinics by provision of supplies and equipment,
1f such expanded services were funded, some suppiementary funding
 of Aboriginal health and health-related organisations in local

cormumities for genuine emergency care on a fee-for-service basis
would be justified.
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Regardless of who the -employer is, the responsibility for
funding the Aboriginal Hospital Liaison Workers belongs to
the State Govermment, whilst the selection of the Worker
remains a community procéss. '

The election and/or appointment of Aboriginal people to the
hospital Boards of Management of the country and city
hospitals where appropriate. Where the use of hospital
services by Aboriginal peopie is a significantly large

percentage of total use, more than one Aboriginal Board

L 4

member should be _appo'inted._

To assist hospital staff and Doctors in cross-cultural
jnteraction with their Aboriginal patients, Aboriginal
Health and Gengral Studies must became part of the required
nursemespeci ally in the country hospitals.
Orientation courses and on-going in-service education of
staff on Aboriginal Affairs must be instituted by the
hospitals and supervised by the Jocal Aboriginal 7
Cunnun'ity-éontroﬂed Service and/or Committee. One of the
functions of the Aboriginal Health Council also covers this
need in its orientation courses for health professionals.
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4, Educat1on!and Training )

TheAReyiew Committee noted that the current Aboriginal Health o
Organisdtion has compiled a set of specific proposals for future
Aboriginal health worker education. Whilst these proposals are
discussed in the following pages, the Committee strongly

emphasing that before any final decisions are made on future
Giéiiiﬁgbhnd education programs, there must be full consultation

- with Tocal communities fand with the proposed Aboriginal Health
Council. )The nature and extent of any future programs in this
—-area must be ultimately decided by the Aboriginal Health Council.

AWl wmd e assovils B — NAIRG w
Furthermore, the Committee strongly believes that if future
Aboriginal Health Worker Education programs are to succeed, there
needs to be a significant increase in funding for such projects.
Despite the fact that preventive programs, such as Health Worker
Education, are a vital element in achieving greater(ggg;;g;ggj)é;
control }(and thus alleviating specific health problems},
Governments in the past have provided oniy minimal financial
support.

The following are specific ideas for future change by the
Aboriginal Health Organisation.

& Ak G o dcatvaldl

{-}
Health Worker m;f

The Aboriginal Health Organisation considers that a primary objective
here should be the further revision and upgrading of the Health Worker
Training, program. This:upgrading should include using avai1§b1e
resources in such areas as Health Promotion, Environmental Health, Drugs
and Society etc. on a part time basis.

— i -
The actua](trgg;ggé]wou1d be decentralized with [training)blocks of 2 - 3
weeks occurrigg in various country §nd comunity centres. This will
give!traineesfthe opportunity of fitting their learning to local needs,
and the opportunity to(;:gqﬁﬁ%n conmunities and country towns other than
their own. This will allow them to compare and contrast the needs of
different groups, a wish expressed by severa](trawnees,

D
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Accreditation of a two-level -certificate is being considered.

H

i) A Health Work Certificate taught and assessed at a'sub-tertiary
standard. However, flexibility of content is anticipated with the
possibility of alternative methods of teaching and assessment that
ensure progress to the same standard of education.

i1}

An Advanced Health Work Certificate which, as well as teaching the
basic subjects as in a) above will include choices of topics
taught at a tertiary ltevel. These options could include “"Mental

Health", "Renal Problems", “Social Research Methods", “Community
Development and Social Change" etc.

The basic course will inciude the following fopics:

Aboriginal Society and Culture
Communication subjects (includes
personal and professional development)
Health and Society (includes disease
prevention, growth and development )
Drugs and Society

Mental Health

Emergency and Clinical Treatment
Health Promotion

Environmental Health

Community Development

Admninistration

Plus a unit on techniques and programs
for change - a practical unit which
brings together information from
Comunication, Community Development,
and Drugs and Society '
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_ Part II1I1 of Section 18(2) of the Tertiary Education Act 1979 prescribes

. several ways of achieving agprediatation for a course of study. The
—_— - most promising approach would-be for the Tertiary Education Authority of
South Australia to approve the proposed Aboriginal Health Council aé an
Educational Institution. This is likely if the proposed Aboriginal -
Health Couricil were a statutory body with permanent funding with
suitable staff and sufficiently diversified courses.

The Committee has been advised that members of the Tertiary Education
Authority of South Australia is aware of the lack of opportunity for
Aboriginal people in the health professions and would look carefully and
sympathetically at the above approéch;

C. Ongoing Education of Health Workers

Many Health Workers have gﬁpressed a need for refresher courses and
further ongoing(gfgiﬁiﬁgz)flf accreditation of the Aboriginal Health
Horkers Certificate is achievéd, it is possible that these(traine&?;c?
certificated Health Workers may have to study further options, to have
their certificate retrospectively accredited. Similarly, if any of the
Hea]th Workers intend attaining higher qualifications, then the
Aboriginal Health Council could provide programs in the form of bridging
—-units to give them the necessary pré—requisites for tertiary study.

d. Further Education

If the Aboriginal Health Council were an approved Educational body it

would be possible to mount further courses and have them accredited at
. the Associate Diploma level and higher. '

Presently the Aboriginal Health Organisation is investigating use of the
Health Worker Certificate as an entry into tertiary education. For this
reason the Advanced Health Worker Certificate would contain tertiary
level options. If suitable options were chosen, not only entry but
ctatus in the Associate Diploma of Aboriginal Studies at Underdale
Campus of the College of Advanced Education is possible.

"? \“ - . : . ) \‘ l :l F
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There is a specific curriculum that s being considered for
accreditation, at the Sturt College of Advanced Education for the

== Bachelor of Applied Science (Health Studies).

e.

-

\

Studying the health units from this degree course would have the

“advantage that if students who have already obtained the Associate

Diploma in Aboriginal. Studies (Health) wished to go on and get the
Bachelor of-Applied Science (Health Studies) they will already have
gained between 20 and 32 points towards this qualification.

Scholarships T

It is appropriagg that at least one year after complietion of the Health
Horker(Trainingjcourse, Health Workers who wish to further their
education, be awarded scholarships with appropriate benefits and

allowances for study in tertiary institutions so that they can finish
_their education fuiltime over 3 years.

Bridging courses

Wwhile Aboriginal people are welcome into courses in Enrolled Nursing and
Registered Nursing there are usually only a few app1icants. As a
conseguence of this the Aboriginal Health Organisation has applied to
the Nurses Board of South Australia, to examine the possibility of '
changing entry requirements te the Enrolled Nursing course.

Within the next few months the Aboriginal Health Organisation has
intentions of setting up a bridging course similar to the one set up
within Technical and Further Fducation in Pt. Augusta, to provide
pre-vocationaTiz;g?ﬁTﬁgfto Aboriginal people who wish to apply for the
Enrolled Nurses course. Communication between the Aboriginal Health
Organisation and the Royal Adelaide Hospital is continuing.

Enclave

Together with mounting a bridging course, the Aboriginal Health
Organisation is planning a small enclave for those applicants who
successfuTiy gain entrance into the Enrolied Nursing course. The aim of
the enclave would be to support the students over the 12 months of the
course with counselling, extra tuition where requested. and library and
research) facilities. '
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- f. fFducation for non-Aboriginal Professionals - -

w Another area of education~that would be served by the proposed
— Aboriginal Health Council is that of the education of Non-Aboriginal
Professionals. The lack of awareness and understanding of Aboriginal
culture, society and values, on the part of non-Aboriginal medical and

nursing staff, was identified by many Aboriginal communities as being a
serious problem.

. Orientation programs would look at Aboriginal and non-Aboriginal
cultural differences, values of traditional Aboriginal health methods
and remedies and encourage communication between non-Aboriginal and
Aboriginal experts in health matters. One example of this Qou]d be
communication between psychiatrists and ngangkaris, the spiritual,

physical and emotional advisers who still operate in some Aboriginal
communities.

)
4

g.  Other Possible Users of the Health Worker[Training) Course

L -

The Aboriginail Sobrie;y Group has indicated interest in some aspects of

the existing(Traininq{tourse but needs additional and more specialised
skills on alcohol and drug dependency and treatment.

WOMA is at present undergoing restructuring and has yet to make a final
decision on the1r[££§i§iﬁg)needs They are looking at options that |
1nc1ude(££§iazﬁg)w1th the Aboriginal Health Organisation, the South

) Australian Alcohol and Drug Addicts Treatment Board and developing a

: (tra1n1ng)program of their own. The Committee considers that whichever
of these options Woma decide upon, it \seems useful to note that
Aboriginal Health Organisation does in fact offer courses very much in
Tine with expressed needs of WOMA workers.

The Aboriginal Medical Service in Adelaide does not empioy any Tield

workers but it is 1ikely that this(Iraininé}tourse would be beneficial,
if not comp]ete1y suited to their needs.
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_The Abor1g1na1 Health Organisation as an Educational and(;;;Z;;;;$ Unit

" The Aboriginal Hea1th'0rganisation'has an opportd;ity to fi11 what has

been -up until now, a large gap in the South Australian Abor1g1na1
Education.

Community Studies, Social Work, Business Studies, Law, Anthropology and
some “other Arts subjects have been taught, tutored or supported 1in ;ome'
other way by the Aboriginal Task Force (A.T.F. ). Teacher iningyand
Aboriginal Studies have been successfu11y taught and supported by the
Aboriginal Teacher Education Program and the Aboriginal Studies

Department, now combined to form the Aboriginal Studies and Teacher

Education Centre (ASTEC).

'y

Living skills, pre-apprenticeshi;)6£E§Eﬁzgig post-secondary trade and
technicians educational topics have been dealt with by the Aboriginal

Community College and by the Aboriginal Unit of Tertiary and Further
Education. ‘

However, there is no officially recognised ecucationatl -establishment

whose specifié purpose is to teach and support Aboriginal people who
wish to make careers for themselves in the health professions.

While many of these health professions are willing to open their doors
to people of Aboriginal descent, they are all demanding certain

pre-requisite subjects at 1evels not usually well served by secondary
schools to Aboriginal ‘students.

As more Aboriginal Cmnnunitﬁes take on the responsibility for their own
health care there will be a greater demand for Aboriginal

professionals. The proposed Aboriginal Health Council will need to
address itself to this demand.

Future Staffing Needs for an Fducational Unit within the Aboriginal

Health Council

Although a co-ordipator would be nbeded fo both the enclave situation
and the academ1c’funct\on,roverse s and Australian experiences suggests
that it 15 unw?se to s parate these two functions. Consequently an

ry to ensure\¥u11 interaction between




P AR TRt e il e eem e e

: -6b-
A student counsellor would be essential for the enclave funct1on
together with a remedial/literacy tutor.

. -t
- Three f?é1dltra%ningjofficers would be nee
clerical educator and an academic tutor

| . academic function.
H
l
|

f Twoﬁmﬂ)‘fﬁcemfﬂﬁ
: ful

gives a total of twel
further qua11f1cat1ons.

for follow-up purposes. A
uld be required for the

serve either function-as necessary. This

Appropriate clerical and a

——
_Conclusion ' ' ' —-“—“"“‘“Huhﬁj

ifiistrative staff will also be reguired.

The Committee believes strongly that if Aboriginal people in South
- Australia are to achieve greater control over health service delivery in
o their own communities, it is obvious that a more significant effort
needs to be made in the area of Aboriginal health worker education
programs. In other States there has been considerab1e‘debate on the
merits and otherwise of a variety of approaches to this problem. 1In
some cases (e.g.qﬂSN Health Commission) there has been a strong emphésis
on formal 'in a2 recognised education institution with 1

v

accreditationbeing percejved as a major issue among Aboriginal

themselves. JIn other cases {(e.g. Victorian Aboriginal Health Service

program at Koori Ko1lig) accrediation is seen as of secondary jmportance

to the rapid gaining of a wide range of para-medical and communizzj’ﬂﬁqb

organisational SEEEEE;)*—ﬂ’#——_ o

T e —— - — _‘_,_—-—-—-'_—"’_‘*"‘*—"N——\_.\
N T T —— T .

/ In South Austraiia, the Committee therefore believes that such major, ’
¢ fundamental differing philosphies need to be discussed at length and
decided upon both 1oca11y by Abor1glnal_cowmun1t1es and in the context
of the Abor1g1na1/ﬁfé1th Cé;nc1) Ek1st1ng Education programs of the
Aboriginal Hea]th\thaﬁﬁzat?ﬁ’/shou1d continue in the short term, but
its further deve]opment should be-subject to review by communities and,

\\thE? Aboriginal Health Council when it is established. ) f
-_M—__#Jm

/,

;’ This would ensure that whatever type of Health worker educat1on programs
;’ were conducted by the Abor1u1na1 Hea1th Countil they would reflect the
- specific desires, needs and aspwrat1ons of South Australian Aboriginal

.‘ peop'le. NC’ g\/?” C f—‘zﬁf“ﬂ?’ ‘L\/ " .'r/

e e ___..__-—/




~66- Y

Chapter Seven: HEALTH NEEDS IN SPECIFIC ABORIGINAL COMMUNITIES

- Introducticon

This chapter briefly outlines the background to the major Aboriginal

communities in South Australian and the current health and health-related
services that exist in these communities.

The Review Committee acknowledges that the issues raised in tﬁis chapter and
the recommendations made from it aré'heither complete nor finafTT'They

represent the outstanding deficiencies in the current services, where they do
“exist, that has caused the state of Aboriginal ill-heaith to remain
:EE£EHE¥§1>jﬁ?;;~KEEfigina] HealtrrCoupdiTTof South Austraiia and)local
/AboriginaI_ﬁEalth Comittees, once established will be charged with the final
responsibility to rationalise existing services and deliver comprehensive
: ﬁEElEE.EEif,t° their respective communities. '
v 12
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. . ADELAIDE

The Aboriginal community in pdelaide is served by the health services that
have been described in Chapter Two. The Aboriginal Medical Service in |
Adelaide is presently providing only a basic medical and dental service. It
should be funded to jncorporate the preventative and promotional health
- gervices currently provided by the Aboriginal Hea1th Organisation of South
Australia. 1In addition, this Adelaide Aboriginal Health Service should
prdvide'outreach services and assistance to the suburbs of Adelaide with high

concentration of Aboriginal population and to the nearby Aboriginal
communities.

Recommendations

.1 That a separately incorporated, anmunity-controTled Aboriginal Health
Comittee be established in Adelaide distinct from the Aboriginal
community Centre council of South Australia (Adelaide).

That an Adelaide Aboriginal Health Service be established to provide
¢omprehensive medical and dental health care to the metropolitan and

- surrounding Aboriginal comunities, under the auspices of this Health
Committee.

». - That the ctaffing leve! of this Health Service include, at least the
following personnel: : ‘

Health Services Coordinator x 1
Medical Pracfﬁtionersfx 2
Aboriginal Health Workers x 6
Supervisory Health Worker X 1
Hospital Liaison Officer x ¢
comunity Health Nurse/Educator X 1
Administrative pfficer x 1
ProjectlﬁEEEE?EH}Officer x 1
Typist x 2 A

Receptionist X 1

3. That this Health Service provide outreach services to the suburbs of
' hAdelaide with 2 high Aboriginal population and provide medical and

administraiive support to theléurrounding pboriginal comunities (Murray
Bridge, Gerard, Pt Mcleay, Pt. Pearce}. = .

s



~ atmissions (Flinders Medical Centre, The Queen £lizabets Hospital, Royal
Adelaide Hospital, Gueen Victoria-Hospita?, Lyell McEwin-HnspitaT;
‘Modbury-ﬁaspitaT, Adelaide Childrens Hospital).

5. That Aboriginal members be appointed, where appropriate, 4o the Boards
of Management of these major hospitals.

YALATA

..Background

A ) * ST U - A L. g e - o Tm— eee L am an

... The Yalata community is the-Pitjanjaijara!?ankunyatjara peopie Tiving far from
- their traditional homelands. The forced re-location of these people jn the
19505 from-their traditional lands to the north of Ooldea to make way Tor the
testing of Atomic weapons at Maralinga and other locations, is the single most
important'factor‘contributing to the drastic -il1-health of the people.

“has Teft this community in an appallingly bad spiritual, social, menta] and i
physical state of health. 1t is a tribute to the cohesive power of
=m0 L traditional spiritual values of the people that.theg_hgve survived .at ali.

.;;ﬁowever,;tougvgrcnme;ihegmajnr_heaithg;;q;jg]

;;ihemcommhﬁ$§§§ﬁeeﬂ;sﬁéiiif?ﬁssigtﬁncéf%fﬁhngii.relevant organisations and ... ...
Eovernment Departments. The health situation at Yalata is*dnminatedfby'heavy
abuse of alcohol by the adults, chronic petrol sniffing amongst the juveniiles

and aggravated by poor living conditions, bad diet and abject poverty.

_and .economic prqb]emsiat.va}a;ai_;ﬁ K

The community at Yalata has, for years consisted of two separate groups. One

group lives in and around the community at Yalata. The other, often referred

to as 'Big Camp' has been 3 mobile group living between 5 and 200 km from

Yalata. The latter group has consisted of many people aftempting to avoid the

social destruction and alcohol abuse at Yalata itself and has formed the core
.. .., 0f those intending to return to their traditional lands in the Maralinga/Lake
o Dey Dey area, Sl
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It should be stressed that the granting of freehold Land Title to the Yalata
community, and ensuring that the people have the resources to return to live -
.. bn their lands on their own terms are most important issues. The South
 Bustralian and Commonweaith Governments must ensure that this occurs.

Current Health Care

'.Iﬁe Aboriginal Health Organisation have three permanent nursing positions at
Yalata, but for the past few months until the end of May, two of these
positions are being filled on a relief basis. There are three Aboriginal

Health Workers empioyed, one of -whom 1s highly experienced and has completed.
the Aboriginal Health Worker (training program

The delivery of health care has been, and still is, clinic based. The staff
work from the clinic during the day (8.30am to 5.00pm) and operate a rostered
duty system for after hours and emergencies. In addition, the nursing staff
are responsible for the operation of the ambulance which is stationed at
Yalata. This includes answering general response to traffic accidents efc. on
the highway as well as evacuations of Yalata residents to Ceduna. |

The nursing staff also carryout visits once a week to the group living at

Ooldea, Maralinga or wherever they may be. This often necessitates a trip of
several hundred kilometres over rough roads. This places additional strain on
the nursing staff and additional work-load of those remaining at Yalata.

Doctors' visits to Yalata are made by a private medical practitioner from
Ceduna. The Doctor, visits Yalata once a fortnight and alsoc consults Yalata
residents who are evacuated to Ceduna when necessary. Whilst this service may
be better than no service,iit is extremely limited. In addition, there are on
an average, 3 to 5 road evacuations each week to Ceduna, each of which
necessitates a 400km round trip by one of the staff, with the conseguent Joss
of this resource to the community. In addition there are, on an average,

2 - 3 evacuations per week for diagnostic or other tests to Adelaide.or
Whyalla.

The present facilities are totally inadequate. The Aboriginal Health
Organisation have a submission to the Federal Government for funds for a new
health centre and this should be actively pursued. Any new facility must
include a general clinic _ar"ea,~ separate male and female examination rooms,
in-patient facilities for adﬁ]ts and‘cﬁi1dren with supporting ablution and
kitchen facilifies, staff rooms with provision for Hezlth Korker education

- facilities, a dental clinic and support facilities, storage space and an
administration centre including medical radio equipment.
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Aboriginal patients attending Ceduna hospital complain of the 'rough' ‘o
“--treatment by staff whose lack of understanding of Aboriginal people and tﬁéir

special needs, together with the general alien and threatening environment ‘
_ jsolates them from their people and social support system.- As a result many

patients discharge themselves:- before their treatment is complete, and as a

consequence are either re-admitted, or evacuated to Adelaide in a more serious
condityon.

The provision of dental care to the Yalata community is on an ad-hoc basis. A
private dentist visits from Ceduna once a'fortnight to carry out routine

checks and treatment. This service is limited given the poor state of dental
~~health in the community.

The Aboriginal Hea1fh Organisation of South Australia have provided & mobile
. dental unit. This needs to be fully utilised and arrangements should be made

with the Port Augusta and Davenport Aboriginal Health Service to provide

ongoing and reguiar preventative treatment programs. ‘ |

Specialist vists to the Yalata community are irregu1ar and infrequent. As a
result, many patients are evacuated to Whyalla and Adelaide incurring
unnecessary expense and social dislocation. It is the option of the Review
Committee that immediate steps be taken to rectify this anomaly through the
existing channels (Aboriginal Health Organisation, South Australian Health

Commission) and that in the tong term appropriate arrangements be negotiated
with the proposed Yalata Aboriginal Health Service.

During the Review Committee's deliberation, the South Australian Héa]th
Comission withdrew the services of the Health Surveyor based at Ceduna. It
js this committee's:view that this action was extremely short sighted and does
not take into consideration the drastic environmental conditions existing in
the Yalata coﬁnunity. The South Australian Health Commission should

jmmediately take action to restoring Health surveying services to this region.



Recommendations

- 1.

That a Tocal Health Comittee be eétah]ighed in Yalata to.represent the
Yalata, Maralinga and the surrounding homeland Aboriginal communities.

That a comprehensive Aboriginal Community-controlled Health Service be
established at Yalata, to service the Yalata and surrounding homeland
communities and a unit of this service be established at
Maralinga/Ooldea. This heaith service should be similar in organisation
and structure to one of the separate units of the Nganampa Health -
Service. It shall operate under the control of the Tocal Health
Comittee that employs its own staff, has control of its own resources

and deveiops its own program with the support and assistance of the
proposed Aboriginal Health Council of South Australia.

-

That the staffing level should include at least the following personnel
to service the Yalata and surrounding homeland communitjes:

Yalata:

Health Coordinator x 1

Medical Practitioners x 1

Aboriginal Health Workers x 4
Community Health Nurse/Educators x 2

© Office Administrator x 1

Typist/Receptionist x 1
Maralinga/Ooldea:

Community Health Nurse/Educators x 2
Aboriginal Health Worker x 3

It is further recommended that the Maralinga/Ooldea unit be supported by
the Doctor and staff at Yalata and that suitable accommodation and
facilities be provided. This should include the foliowing:

Staff Accommodation
Mobile Health Ciinic

. Radio Communications

Vehicies (4 ¥.D.)
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- - 4. < That a new-Comunity Health Centre be constructed at Yalata as proposed
" by the Aboriginal Health Organisation. Where feasible this project
‘should use iocal materials, resources and personnel. '

5. That the current evacuation system be rationalized when a doctor is
employed at Yalata. ~Routine evacuations to general practitioners in
Ceduna should be eliminated, and the resident doctor should then be able
to evacuate patients direct from Yalata to whichever hospital is most

-'abpropriate'(e.g. Ceduna, Adetaide or Whyalla) for the patient. . The

same system should also apply to the unit of the Yalata Health Service
at Maralinga/0Ooldea. '

6. That the Yajata Health Service, with the support and assistance of the

Aboriginal Health Council, design and deliver appropriate environmental
health programs.

7. That particu}af attentjon initially be given to needs for programs
dealing with nutrition, sex education and family planning, alcchol use,
petrol sniffing, general community health and hygiene.

B. That the Port Augusta and Davenport Aboriginal Health Service provide
preventative dental care and treatment to the Yalata and surrounding
communities and that the School Dental Service commence providing a
service to the Yalata school children.

- a. That the South Australian Health Commission immediately place a Health
‘\_) Surveyor at Ceduna to service the Yalata and surrounding homeland
communities.

10. That specialist visits (E.N.T., Skin, Ophthamologist etc). to Yalata and
homeland communities be updated and coordinated as a matter of high’
priority.

11. That the local WOMA organization be provided with funds and resources to
enable it to operate a more effective, positive, full-time program at
Yalata.
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- ;“1_%2. ..That a Cunnunity—contr011ed Youth program be established with funds and
T T resources to:énablé.it to run a-effectivejipositive and on-going ~ =
-~ programs for both male and female youths-at Yalata particularly -those
. - affected by petrol and drug abuse.-~ As well, assistance to establish a

“Youth Camp away from Yalata incorporating appropriate treatment and
2 - . ‘rehabilitation programs.

- ' 13. That the Yalata Health Service, with support and assistance from the

= - Aboriginal Health Council deliver an Aboriginal Health Worker Education
- -program. ' 3 -




CEDUNA/KOONI BBA -

Background . -

- Ceduna is the largest town on the upper Eyre Peninsula and has an Aboriginal h

population of about 350 people at Ceduna and Thevenard. There is also a

group of people living at Half-way Camp just west of the Ceduna township

consisting of approximately 30 permanent residents and a varying number of

jtinerant people. There are approximately 110-120 people Yiving at Koonibba
30 km to the West of Ceduna. ;

The health needs of these peopile are served by the Aboriginal Health
Organisation with 3 Aboriginal Health Workers based in the Health and Welfare
Centre next to the Murat Bay District Hospital in Ceduna. Two local Medical
Private Practices provide services to Ceduna and Thevenard community.

The Aboriginal Health Workers have responsibility for carrying out the AHO
program for the whole area inciuding Koonibba. Their work also involves
making arrangements for patients from Yalata to be sent into Murat Bay
District Hospital, for their repatriation and care after discharge and
arranging for further specialist treatment in Adelaide or HHya]]a. in

~-addition, the Health Workers' time is frequently occupied assisting clients

with welfare matters (eg. counselling, social security administration,
budgeting and financial matters etc.).

Although Aboriginal people have a choice of Doctors in Ceduna/Thevenard, many

do not present until they are very 111 because of the alienating nature of.theh
system with which they must contend.

§

Alcohol abuse and related problems are seen by the Community to be the majgr
health problem, or cause of health problems, in the area. Of particular
concern to all is the increasing use of alcohol and drugs by youth. This is
not only symptomatic of the state of the community and the high unemployment
in the area, but also emphasises the lack. of facilities for young people
generally. Youth programs have been poorly supported with resources and have
not been permanent. Many people have attempted various schemes but these have
generally coliapsed due to lack of support in terms of funding, vehicles,
accommodation and equipment. The only permanent program is one for juvenile

“offenders, run by the Department for Community Welfare. The irony in this is

that, to gain access to this brOgrams, the youth are obliged to have had
committed offences and be convicted. '
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WOMA operates a Centre in Cédu@é but do ‘not have sufficient funding and
resources to carry-out the nece;§ary programs. In particular they do not have
any accommodation for a residential Alcohol rehabilitation program. The
‘nearest rehabilitation Centres are at Baroota, south of Pt. Augusta -and in
Adelaide. -Many clients are unwilling to be away from their home and family
and consequently have to miss out on this service. There is an urgent need
for a rehabilitation centre at Ceduna. The Far West Aboriginal Progress
Association have land 'available near Ceduna for such .z centre but cannot
obtain the funds to establish it. - The recent development of the Poverty Flat

garden project is seen as important in relation to an alcohol rehabilitation
program {see also pg. 94).

There is also a desperate need for a hostel-type accommodation for patients
discharged from Ceduna Hospital awaiting return, particularly to Yalata.
Presentiy the Yari Miller Hostel is forced to accommodate these people,
whenever possible, though not designed to carry-out this task. However there
is a suitable buiiding next to the'Far West Aboriginal Progress Association.
These premises have been used in the past as accommodation for discharged
patients, but is currently being used by the Departhent of Community Welfare

for their youth offenders program. The building is used, principally to store
eguipment used in the program. ’

Futhermore, as with most country conmunities there is no accommodation for the
aged people at Ceduna. Elderly people who require special care and '
accommodation have to go to Pt. Augusta's Wami Kata Hostel. Many are
unwilling to spend their old age away from their families, and consequently
have no suitable place to live. In addition, Wami Kata does not have

facilities nor staff for geriatric care (See Pt. Augusta Interim Report in
Appendix).

The isolation and lack of resources and facilities in the health related areas
also exist in the medical area. There are no specialists in Ceduna, which
necessitates freguent evacuations or referrals to Adelaide or Whyalla. Trips
to Whyalla, the regional hospital for Eyre Peninsula, pose many difficulties
as there is no direct public transport available. There are currently
patients in Adelaide from the Ceduna/Yalata area receiving dialysis treatment
for Renal disease. There are no facilities putside of Adelaide for treatment
of this kind. One patient requiring dialysis treatment in Adelaide in 1983
preferred to stay in Ceduna and die rather than experience the social and

. cdltural isolation of survival in Adelaide.
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The Rena] Un1t at the Royal AHE1ETBe Hospita] informed the Review Committee
that Aboriginal peop]e from isolated areas requiring dialysis treatment were
\, faced with two choices: to go to Adelaide and die from lack of social support
T=-0r stay home and die from lack of specialist facilities. This state of
- \\ affairs, part1cu1ar1y in view of the extremely high level of renal disease
amongst Abor1g1nes in South Austra11a requires urgent attention.

+ —

Koonibbé

There 'are no health or medical facilities at Koonibba. Anyone requiring
medical treatment must travel to Ceduna on the community bus in the morning

~ for an appointment with the Doctor, and return in the afternoon. In the case
of emergencies, the people must find some-one with a vehicle to transport ther
to Ceduna. The Community Council has a vehicle but this is used for general
community work and is not always available for medica]l use. Furthermore,
Doctors in Ceduna do not consult after hours nor make home visits. This,

obviously is not always convenient nor appropriate for people from Koonibba.

The Aboriginal Health Workers from Ceduna visit Koonibba once a week, but not
on a regular basis because of the pressures of the work-load in Ceduna. This

is totally inadequate and the cause of some concern amongst the Koonibba
people.

One matter requiring urgent attention is the need to upgrade the supply of
water to the Koonibba community. With only a single 5000 gallon tank at
Koonibba and an inadequate pipeline between Koonibba and Calambie, the
Department of Aboriginal Affairs (Aboriginal Public Health Improvement
Program) should take immediate action to rectify this situation.

i=~) There is a need to establish a health centre in Koonibba. At present there

are community premises available which only requ1re minor wenovat1on and
equipment to be operational.

e e ity e e e o e vt e = e a
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Recommendations

1. That a local Aboriginal Health Committee be established in this area

consisting of representatives from the Ceduna and Koonibba Aboriginal
Communities. '

2. That a comprehensive Community-controlied Health Service be established
at Ceduna to serve the Aboriginal communities at Ceduna and Koonibba.

3. That the staffing levels for this Service should include at the Jeast
the foliowing:-

Ceduna:

Heaith Coordinator

Medical Practitioner

Aboriginal Health Worker

Community Health Educator
. Office Administrator

L T S
e e R

Typist/Réceptionist
Koonibba:

Aboriginal Health Worker x 1
It is further recommended that the Koonibba Unit be supported by the

Doctor and staff at Ceduna and that suitable facilities be provided for

this Unit. This should inciude, at least the fo{lowing:
- i

. Health Centre -

Yehicle

4, That the Department of Community He]fqre be approached in relation to
transferring the building located next to the Far West Aboriginal
Progress Association over to the local Aboriginal community - to be used
as a Community Health Centre/hostel.

5. That an Aboriginal person be appointed to the Board of Management of the
Murat Bay District Hospital. !
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6. That two Abor1g1na1 Hospital L1a1son~0ff1cers be employed at Murat Bay

Dlstr1ct Hospital and that at least one have Pitjantjatjara ]anguage
skills. ’

T ™

~ 7. ° That the Department of Aboriginal Affairs immediately provide adeqirate
" funds to upgrade the water supply to Koonibba. -

8. That immediate cons1derat1on be given to adequately fund the.Poverty
Flat project at Ceduna.

9. That a home for the aged with geriatric care facilities be established-
at Ceduna.

10. That the Port Augusta and Davenport Aboriginal Health Service provide
preventative dental care and treatmént to the Ceduna and Koonibba
Aboriginat Communities and that the School Dental Service continue ité
existing program.

11. That the Department of Aboriginal Affairs expand the operations of the

existing Woma program to include a rehabilitation farm in conjunction
with the Poverty Flat project.

COOBER PEDY /OODNADATTA

Coober Pedy

The Aboriginal population of Coober Pedy is approximately 250. This includes
many itinerant groups passing through the toyn.

|:
The delivery of health services in Coober pedy is through the local hospital
which retains a doctor operating a private clinic; and the Aboriginal Health
Organisation which employs a Community Health Nurse and two part time
Aboriginal Health Workers. In addition the Royal Flying Doctor Service (Pt
Augusta) provides transportation for visiting specialists, Dentists and
evacuations, when necessary.
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The IOEET—EBBriginal Cnﬁmunity is represented by their Umoona Community
Council which was established in 1974. -The Council is responsible for the.
tocal Homa programs, Homemaker services, Housing program and a commercial
uv“entefpﬁggg {Umoona Opal Hine).-.ln attempting to further address the local

"probiems, the Council has several submissions before various Government
Departments, -

Alcohol abuse is a major probiem of the total Coober Pedy Community.  The Woma
program at Coober Pedy is seriously hampered by a lack of funds and resources

- for example; their vehicle-is in a dangerous state of repair. Furthermore,
there is no rehabilitation area for Woma to operate a long-term program.

Adeguate accommodation is urgently needed for many Aboriginal residents - as
is some form of hostel accommodation for itinerant people. There are many
comptaints of little or no maintenance on existing dweliings. There is no
accommodation for the aged in Coober Pedy. The elderly have the option of
going to Alice Springs or Port Augusta (which does not provide Geriatric care)

or staying in Cocber Pedy in difficult circumstances.

Coober Pedy has no office of Social Security nor a Commonwealth Employment
Service. Given the Department of Community Welfare's limited resources, the

- Aboriginal Community has little access to general welfare services. Some
local businesses operate credit systems based on anticipating receipt of
social security cheques, so that the Aboriginal customer has little control of
his income. (see pg. 56)

Oodnadatta

Oodnadatta, situated in the far North of South Australia is a unique town in

that its Aboriginal population comprises 85% of the total population (80
aboriginal and 30 non aboriginal)

This has been brought about by the realignment of the railway line to Alice
Springs and the subsequent decrease of Australian National Railways staff in

this area, and to the development of a new town, Marla, some 250 kilometres to
the East. )

As a result of these developments the Aboriginal Community have purchased the
tocal Hotel and other property from Australian National Railways and these
actions have formed the basis for potentially the most exciting concept dn
Aboriginal self management and community development in South hustralia.
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These actions include buildﬁng programs, commercial enterprises and
restoration of the Railway Station. —

. Despite these Tacts some of the worst instances of racial abuse and
maltreatment by the non Aboriginal health care providers were reported to the
Review Committee. Some of these matters are subject to Tegal proceedings and
no further comment can be made.

The principal health service available to the peoplie in Oodnadatta is the
local hospital which serves the town and surrounding pastoral properties and
js managed by Frontier Services (Sydney)}, a division of the Uniting Church.
The hospital was established by Rev. J. Flynn approximately 75 years ago, and
js deficit funded by the South Australian Health Commission {Western Sector,
Adelaide). The hospital employs two community health nurses.

The medical supervision of the Oodnadatta Hospital is via the Royal Fiying
Doctor Service {Port Augusta). The Royal F1ying Doctor Service also provides
‘evacuation when necessary. Access to Doctors, Dentists and other visiting
specialists is determined by the nurses at the hospital.

The local Aboriginal people are reluctant to avail themselves of the existing
hospital services-due to a lack of commitment by the nurses empioyed by
Frontier Services. There is also an increasing trend.for the non Aboriginal
people to bypass the hospital for these same reasons. This is further
exacerbated by a high turnover of staff and hy the continuing archaic policy
of the Uniting Church in combining spiritual and health care rather than
addressing the real health needs of the community.

The Aboriginal Health Organisation employs a Community Health Nurse and an
Aboriginal HealthiWorker who aré mainly involved in health promotion and

prevention programs in the commdnity, quite seperate from the hospital
services.

The relationship between these two services is totally dependent upon the
goodwill of the staff involved. There needs to be a complete rationalisation
of all health and health related services in Oodnadatta so as to ensure
comprehensive health care for the total community.



Recommendations

e

'

1. - That a local Aboriginal Health Committee be formed with representatives

-~ - from Coober Pedy and Oodnadatta communities.

2.

That a comprehensive regional Aboriginal Community-controlied Health-
Service be established at Coober Pedy to service the Coober Pedy,

~ Dodnadatta and surrounding Aboriginal communities.

- That the staffing levels should include, at least the following

- personnel to service the Coober Pedy, Oodnadatta and surrounding
—communities:

Coober Pedy

. Health Coordinator x 1

. Medical Practitioner x 1

. Aboriginal Health Worker x 3

. Community Health Nurse/Educator x 1
. Office Administrator x 1

. Typist/Receptionist x 1
Dodnadatta

. Community Health Nurse/Educator x 2
. Aboriginal Health Worker x 2
. Clerical Assistant x 1

That negotiations occur between the South Australian Health Commission
and the proposed Cpober Pedy/Oodnadatta Health. Committee in respect to
securing the old hbspita] complex as an administration centre for the

regional Coober Pedy/Codnadatta Health Service.

That an Aboriginal person be appointed to the Board of Management of th
Coober Pedy Hospital.

That an Aboriginal Hospital Liaison Officer with appropriate language
<kills be employed at the Coober Pedy Hospital.

That the Department of Aboriginal Afféirs evaluate the WOMA program at

_Coober Pedy with & view to upgrading and expanding existing facilities.

R
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9. That the South Australian and Commonwealth Governments give

consideration to the e€3tablishment of a Sport and Recreation Centre at
Coober Pedy. ™

—

10. That the Department of Secial Security give consideration to the
- estabiishment of a child care centre for the Aboriginal comunity with
appropriate backup support and services.
11. That the South Australian Minister of Hea?tﬁlshould commence
-negotiations with the representatives of the Uniting Church in respect
—  to the transfer of the Oodnadatta Hospital, equipménthghd funds

(presently being provided by the South Australian Health Commission) to
the Aboriginal community at Oodnadatta.

NEPABUNNA/FLINDERS RANGES

This region includes the Andjamathna community at Nepabunna and the people
Tiving in the Flinders Ranges towns of Blinman, Copley, Lindhurst, Hawker,
Quorn, also Leigh Creek and Marree. The recent history of the area has been a
sorry chronicle of neglect and inappropriate, programs resulting in a
situation today of poor health and environmental conditions,-inadequate

housing, too few community facilities and Tittle support for the people in
general.

It is the Review Committee's opinion that Nepabunna is undoubtedly one of the
most neglected Aboriginal Community in South Australia. Both Commonwealth and
State governments which have provided services over a great many years have
failed to meet the needs and aspirations of these people.

General living and\environmentaT health conditions at Nepabunna are
appalling. There has been a long history of poor water supply, both 1in
quality and quantity. Apart from the effect this has had directly on the
community's health, it has also meant that the plumbing and sewerage systems
have rarely worked efficiently. The long-term solution to this problem lies
in the construction of a local.dam. The houses in Nepabunna are in a very

poor state of repair and maintenance is almost non-existent. In addition
there is chronic over-crowding.
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The provision of Health Care Services to the Nepabunna Community is almost non
existant with the exception of twice weekly visits by the Aboriginal Health
Worker based at Leigh Creek and the monthly visits by the Royal Fiying Doctor
Service from Broken Hill. Spasmodic visits are also made by a private Dentist
and the Child and Family Health Service.

- The Leigh Creek Hospital, approximately 80 kilometres from Nepubunna has full

inpatient care facilities. A private General Practitioner consuits on a daily
basis ‘at the hospital.

There is an urgenE:need to upgrade the Health Centre at Nepabunna with basic
clinical.facilities. This centre should be staffed by a community health
nurse/educator and at least 2 Aboriginal Health Workers. The Medical and’
administrative support and assistance should be provided by the Port Augusta
and Davenport Aboriginal Health Service.

Recommendations

1. That an Aboriginal Community controlled Health Committee, representing

the Nepubunna and Flinders Ranges Aboriginal communities, be establishec
at Nepubunna.

2. That the Health Centre at Nepabunna be upgraded to include basic clinic
facilities.

3. That the staffing level at the Centre include at least the following:-

Community Health Nurse/Educator x 1
Aboriginal Health Worker X 2
4, That the Port Augusta and Davenport Health Service provide
administrative support and coordinate medical, dental and other
specialist visits to this region.

5. That an Aborigina1 person be appointed to the Boards of Management of
the following hospitals in the region: Leigh Creek; Hawker and Quorn.

6. That an Aboriginal Hospital Liaison Officer be employed at the Leigh
Creek and Hawker Hospitals.



O, e

o/
: ~84-
7. — Jhat the Department of Aboriginal Affairs fully investigate the o

. feasibility of constructing a dam at Nepabunnarto ensure adequate water
supply to the community.

-~

8. That the main thoroughfare through the township of Nepabunna be sealed
or re-routed. '

9. That the Commonwealth Department of Aboriginal Affairs and State Office
T - of Aboriginal Affairs in consultation with the local communities,
jnvestigate the long term needs and aspirations of the Nepabunna

community particularly in relation to employment, housing, social and
welfare needs. |

Aboriginal Health Commitiees

Each one of the following regions is not considered to be in a position to
-bperate its own Community-controiled health service immediately, although they

are all in desperate need to improve the delivery of health services to their
- respective communities.

Each of these areas shall establish local Aboriginal Health Committes and be
represented as full members of the proposed Aboriginal Health Council of South
Australia. In areas that cover more than one Aboriginal community, agreement

will have to be reached to ensure proportional representation of the whole
area on the local Health Committee. '

One or more of these Health Committees may eventually establish fully
- independent Community-controlled Aboriginal health services. The structure
and organisation of each health service will depend on the local situation.

‘/"_'_N_‘-. _—\_“-__-_’/_4—’—"_\,_ —_
It is vitally important that &he AbgpjginaT Health Council, when established. ™
- . - - - - __,,—’—'-'__
provide special support and ésé1§tanc to those communities. ~

P — e — e —
N
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The South Fastern region of South Au;%fé1ia covers the area from Kingston and
Bordertown to Mt. Gambier. It 1nc1}ﬁes-3he townships of Naracoorte,
Millicent and Penola. The Aboriginaf:peop]e here live in scattered family
groups and must utilize existing services for.health care needs. There is no
. input by the Aboriginal Health Organisation in-this area at present.
Consequently, some of the people feel that their special needs have been
neglected.

The Riverland region covers thé-Aborigina] population of the riverland towns
of Waikerie, -Barmera, Berri, Renmark, etc. (population 300-400 people), and
the comunity at Gerard (approximately 120 people}. Currently the people must
use the existing health services and private general practitioners in the

/EEEEEEE?}EiJEfﬂE&J}?;ETEBDrigina] Health Organisation retain EEE—BEEIiéEEEEP
\Hea1th Workers in the areéijffi?? '
w/\'——\ .
The people experience difficulties and frustration in dealing with a
conglomeration of services; and the health worker's job is hampered by the
necessity for them to assist people with a whole range of health and welfare
issues. There is no visiting doctor service available, not even to the

community at Gerard, and apart from having to interact with the often
unsympathetic medical staff, transport to these services iz also a problem.

Whyalla has an Aboriginal population of approximately 450 with a large
floating population. Since the downturn in BHP operations the unemp loyment
situation has worsened, but the population has increased with single parent
families moving in due to availability of housing. There is a high number of
single parent families in the city.

The Aboriginal community has no facilities or resources available to them
except what is available to the general community. Unlike other towns and
cities with significant populations, there is no Community Centre or contact
point for the people. The Community has the temporary use of a school

building whilst awaiting a response for funding from Department of Aboriginal
Affairs.
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‘ilzhgre is only one part-time Aboriginal Health Worker to service all the needs
~ of -the population in Whyalla. This is totally. inadequate, because, apart from
- the duties as demanded by the Aboriginal Health Organisation, the Health
Horker'1§ also caught up in the whole range of legal, social, alcohol
prob1ems,‘for which there is no adeguate service delivery. Woma and The
Aboriginal Legal Rights Movement have their nearest offices in Pt. Augusta
whose resources are already stretched. Consequently, Whyalla people are

without effective and positive services of all kinds.

The Port .Lincoln Aboriginal community numbers approximately 500 people. The
popuiation has been steadily growing over the past few years due to an infux
of people from Eyre Peninsula and Western Australia. The most significant
developments in the community is the establishment of the Mallee Park Sports
Club and Community Centre incorporated under the Port Lincoln Aboriginal
0rgan1sat1on. This club has its own sports grounds, social and administrative
centre, and acis as a general focus point for community activities. The
Review was impressed by the C]ub, the Port Lincoln Aboriginal Organisation and
the impact of their achievements on the health of the community.

Recommendations

SOUTH_EAST

1. That a Community-controlled Health Committee be formed in Mi Gambier
representing the various communities in the region.

2. That this Health Committee be responsible for the formulation of policy,
| emp Joyment, coordxnat1on and delivery of: health services in this

__fp_‘—’_/_,__’h,\/_/ﬂ,-
regiogijf?gey shall liaise with thefﬁbor1g1na1 Hea1th Council in respect

tau%ﬂe delivery of health ca&é Tﬂ 1ts commun1t1es

3. That this Health Committee be funded to employ at least 2 Aboriginal

Health Workers and appoint Hospital Liaison Workers where appropriate.
That adequate funding for vehicie, administrative and operating costs
also be provided.

4. That where appropriate, Aboriginal people be appointed to the Boards of
Management of hospitals in the region. '

LY
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5.

6.
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That negotiations commence with the Adelaide Aboriginal Health Service
with respect to medical and administrative support. C

That the Aboriginal Health Committee aim to integrate health and welfar
services to the Aboriginal communities in this region.

GERARD AND RIVERLAND

1.

That a Community-controllied Health Committee be formed to represent the
various communities in the region.

That this Health Committee be responsible for the formulation of policy
emp]oymeggl_gggrdination and delivery of health services in this

region. /They shall liaise with E%f Abo;?gina] Health Council in réespec
- - u £ - - /\/’\—
to the delivery of hea]th:care i 1f§)comnun1t1es.

e

"l

That this Health Committee be funded to employ at ieast 4 Aboriginal
Health Workers {at least 2 for Gerard).

That Aboriginal Hospital Liaison Workers be empioyed at the Barmera anc
Berri Hospitals.

That an Aboriginal person be appointed to the Boards of Management of
hospitals at Barmera and Berri.

That negotiations commence between the Aborginal Health Committee and
local general practitioners in respect to provision of regular
consuitations at Gerard.

That, in the dinterim, negotiations commence with the Adelaide Aborigin
Health Service with respect to medical and administrative support.

That the Aboriginal Health Committee aim to integrate health and welfa
services to the Aboriginal communities in this region.
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PT. MCLEAY AND MURRAY BRIDGE

N Se—

- That a Community-controlled Health Committee be formed in Murray Bridge

to represent the various communities in the region. The Health
Comittee shall establish a clinic and health centre in Murray Bridge

with the further aim of employing professional medical staff in the near
future. ‘

That this Health Committee be responsible for the formulation of policy,
employment, coordination and delivery of health services in this

region. [They shall 1iai€s HZEP/E?é Aboriginal Health Council in respect)

. r—-—’—/—N)
to the delivery of health care in itis ComeEiEiEE;j

i

That this Health Committee be funded to employ at least 2 Aboriginal

Health Workers each at Murray Bridge and Pt. McLeay and one Aboriginal
Health Worker/Liaison Officer each at Tailem Bend and at Meningie.

That Aboriginal members be appointed to the Boards of Management of
hospitals at Murray Bridge, Meningie and Tailem Bend.

That the need for a major.dental heaith program in the area be urgently
investigated.

That an Aboriginal hostel/home for the aged be established in the area.

That the Health Committee and the lTocal Woma program negotiate for the

_integration of their services and operations or otherwise establish
closer cooperation.

That negotiations commence with the Adelaide Aboriginal Health Service
with respect to medical ;nd administrative support.

That the Aboriginal Health Commitiee aim to integrate health and welfare
services to the Aboriginal communities in this region.
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YORKE PENINSULA

1.

1.

Q.) f
KEE’Epe delivery of heaT%h’care in its communities.}"’f

-

That a“menugity-control1ed Health Committee be formed §n*Pt. Pearce to
represent the various communities in the region.

That this Health Committee be responsible for the formulation of policy,

emp10yment; coordination and delivery of health services in this
3 ) 4_——'—_j
region. YThey shall l1g1gg'w1th the Aboriginal Health Council in respect)

That "this Health Committee be funded to employ at least 2 Aboriginal
Health Workers at Pt. Pearce '

That an Aboriginal person be appointed to the Board of Management of the
Maitland Hospital.

That negotiations commence between the Aborginal Health Committee and

local general practitioners in respect to provision of regular
consultations at Pt. Pearce.

That the Aboriginal Health Committee aim to integrate heaith and welfare
services to the Aboriginal communities in this region.

WHYALLA

That a Conmunity-cohtro1]ed Health Committee be formed at Whyalla to
represent its Aboriginal community.

That thic Health Cormittee be responsible for the formulation of policy,
employment, coordination and delivery of health services in this
region. This Committee shal) negotiate with the Port Augusta and

Davenport Aboriginal Health Service for administrative, medical and
Health Worker training support.

That this Health Comittee be funded to employ at least 2 Aboriginal
Health Workers.
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That an Aboriginal Hospital Liaison .Officer be employed at the Whyalla
Hospital. b o

That .an Aboriginal person be appointed to the Board of Management of the
Whyalla Hospital.

That the Commonwealth Department of Aboriginal Affairs fund -the
establishment of an Aboriginal Community Centre incorporating a youth

drop-in centre, health clinic, women and children centre, half-way house
and WOMA programs. . -

That the Aboriginal Health Committee aim to integrate health and welfare

_services to the Aboriginal community in this region.

PORT LINCOLN

1.

That a Community-controlled Health Committee be formed at Port Lincoln
to represent its Aboriginal community.

That this Health Committee be responsible for the formulation of policy,
emp 1oyment, coordination and delivery of health services in this region.

That this Health Committee be funded to employ at least 3 Aboriginal
Health Workers. '

That an Aboriginal Hospital Liaison Officer be employed at the Port
Lincoln Hospital.

That an Aboriginal person be appointed to the Board of Management of th
Port Lincoln Hospital.

That the Aboriginal Health Committee aim to integrate health and welfar
services to the Aboriginal community in this-region.
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Chapter Eight: CONCLUSION "f o -

The Review Committee, with Timited resources and time available to-gf,'ﬁﬁs nol
able to examine in detail, every possible aspect of the Aboriginal healthlﬁqre
system in South Australia. Nevertheless, we believe we were able to identify
the major weaknesses and shortcomings of the current system, and the
recommendations made by the Committee should create a new direction which wil’
be greatly beneficial to the South Australian Aboriginal community. -

The Review Committee, in its attempt to evaluate the effectiveness and cost
effiéiency of the current Aboriginal health care delivery system in South
Australia, was aware of the fact that in other parts of Australia the most
successful programs are those which are controlled by, and largely delivered
by, Aboriginal people themselves. Indeed, over fifty Aboriginal communities

" throughout Australia are currently operating their own Community-controlled
.. health services which, in most instances have-proVen to be highly successful
~ in overcoming many serious community health problems.

The fact that the Committee found evidence of continuing serious health
problems in the South Australian Aboriginal community, clearly indicated that
the present philosophy and approach by South Australian health care providers
nas essentially failed. The inescapable conclusion by the Comittee was that
there needs to be greater Aboriginal input and, ideally, control over, the
design -and delivery of their own health care system.

Over the past ten years nationally, there has been an increasing realisation
on the part of government funding agencies and health care providers that
previous policies of encouraging or "educating” Aboriginal people to utilise
existing general community health services have largely been a failure. At
the same time, many Aboriginal organisations and communities have taken the
initiative and established their own Community-controlled health care deliver
services.

The major difference between services designed and operated by non-Aboriginal
agencies, and those designed and run by Aborigines themselves, is that the
Aboriginal models emphasise a combined curative and preventive approach.
Programmes initiated by non-Aborigines inevitably tend to emphasise preventiy
aspects only, and seek to "enpouraée“ Aborigines to attend general community
services, which is alienating to even many non-Aboriginal people. '

LY
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' The Committee foundigitensive evidence that Aboriginal people in South

Australia desire to control their own healthAcare delivery. Furthermore,
.there is ample evidence to suggest that Aboriginai Community control of a
health service creates a program more relevant to community needs; and because
.the people perceive such a service as "theirs", there is increased attendance
which increases the possibility of overcoming community health problems.
There s also a corresponding community committment to the service which is
often translated into an extension and imp}nvement of services offered.

~—

The lack of real Aboriginal control -and participation was seen to be the
greatest weakness in the current system in South Australia, although the
Committee was encouraged to note that South Australia has, over the past ten
years, developed a more progressive and positive approach to this issue than
any other state. Yet despite this more enlightened attitude within government

and health care providers, the key element of Aboriginal control has not been
established or developed. '

Consequently, the major recommendations of this report are designed to
substantially change this situation. The proposed local Community-controlled
health services and. cormittees should give Aboriginal people in all
significant South Australian Aboriginal Communities, extensive say in, and “
control over, virtually ail aspects of their own health care delivery. This
in turn should ensure programs of greater relevance to community needs, and

future directions which more closely reflect the desires and aspirations of
South Australian Aboriginal people.

P

The proposed Aboriginal Health Council should extend the concept of community
control into the major,-central c010fgiﬁating body. It will also give the
| Aboriginal people maxﬁTquinputkﬁﬁﬁ control over the vitally important areas

\\\\Sia?o1icy development, health worker education, research and data collection.

If the major recommendations of this report are speed%ly and efficientiy
impiemented, South Australia could well become the State with the most
progressive approach to Aboriginal hea]%h, but more importantly, the serious
health problems confronting the South Australian Aboriginal community could b
alleviated relatively quickly and cost-efficiently.
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It is therefore vital to the success of the model the Committee has proposed,

- that the relevant Commonwealth and State funding authorities urgentiy resolve
~potential differences regarding perceived funding responsibilities.

0f all major health problems identified by the Committee, without doubt, one
of the most serious and potentially disastrous in terms of its -destructive
effect on individuals and communities, is petrol sniffing among children and
juveniles. This tragic probiem is so extensive that an entire generation of
young Aboriginal people is in danger of being overwhelmed by it. The
Committee was appalied by the extent of the problem, and the apparent lack of
any significant programs or even resources to deal with it. It consequently
feels that urgent action should be taken to, firstly, have full consultation
with relevant Aboriginal communities and then to initiate Community-controlled
programs to overcome it. '

Other major health problems identified include the wide range of serious
diseases revealed by the Renal Survey. The fact that many of these diseases
went undetected before the Survey, leads to the suspicion that other serious
problems remain undetected. If therefore concerned the Committee to learn

that the future of the Renal Survey could be in doubt.

The Committee strongly believes that the Renal Survey needs to be extended to
inciude every significant community of Aboriginal people in South Australia,

and that further comprehensive health surveys need to be conducted as soon as
possible.

The Committee has made specific recommendations on the issue of statistical
data in Aboriginal health. For tooc long Governments have agreed on the
desirability of a comprehensive statistical collection for Aboriginal health,
but Tittle action has been taken to create such a collection. The fact that
data isn't generally available from present sources only serves to emphasise
the need for the Renal Survey to be continued and expanded.
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Another major problem confronting*thé_§outh Australian Aboriginal community 1is
the apparent lack of consultation -and co-ordination between government
agéncies operating in Aboriginal communities. The Committee has drawﬁ
attention to examples of community-based action not only to illustrate the
jmportance of that as an approach to Aboriginal heaith problems, but also to
underline the interrelated nature of the elements of deprivation suffered by
Aboriginal .people. In South Australia, Aboriginal communities are, by and
large, disadvantaged in the areas of housing, employment, education, health -
and yet others.

The Committee has drawn attention jn the report to the great lack of
co-ordination among Government agencies in the design and implementation of
social programs that are intended to help Aboriginal people. This lack of
co-ordination and consultation on the part of government agencies
(particularly the Departments of Conmuhity Welfare and Education) cause a
great deal of unnecessary tension and suffering for Aboriginal people, and the

Comiittee considers that this is an area in which action is urgently required
if the overall efforts by Governments s to be effective in achieving
objectives apparently set for such programs.

The Committee has made specific recommendations in this area as it considers
it a basic requirement for overali efforts to assist Aboriginal people in
dealing with health and other problems.

Nevertheless, not all aspects of the general Aboriginal health situation

~ investigated by the Committee proved'to be negative. In Ceduna, the Committee
- had the pleasure of visiting the Poverty Flat organic market garden which was
established in 1983 by a group of unemp loyed Aboriginal people, and which
today produces more than 45 different varieties of fruit, vegetables and
flowers. The garden not only provides fresh fruit and vegetables to the
Aboriginal community, but also to the entire community in Ceduna, and this is
a potential commercially viable operation. The Poverty Flat Market Garden is
one of the most jnteresting and exciting experiments in Australia today, in
that similar projects in most South Austratian Aboriginal comunities could
possibly stimulate a major improvement of not only the nutritional well being
of Aboriginal people, but aliso have a dramatic effect on the self-esteem,
pride and dignity of many Aboriginal communities. The Committee commends the
Poverty Flat projecf as a possible anséér to some of the nutritional health
problems confronting many Aboriginal communities.

Y
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Finally, it must be stated*aéi%n that ultimately the most significant step

-toward the overall and long term improvement of health and other problems of

Aboriginal people would be the granting of Land Rights and/or Compensation for
lands alienated. Land Rights would give Aboriginal people security and an
economic base which would enable them to become economically independent of
non-Aboriginal Australia. This, in turn would give Aboriginal people the
chance7to solve their own prob1ems,_on their own terms and in their own way.
Whilst the Committee notes that the South Australian government has a more
enlightened approach, with a better.record than any other government in regard
to Land Rights, it hopes that progress will continue to be made until all
South Australian Aborigina] people are compensated for the historical
injustices perpetrated against th?T;\ : A,

%&.!{ 3"—-&%%’) }\M‘S / H(j T
Until such time as all A riginal people in South Austraiia have received Land
Rights and/or(EEEEénsation,?it wil1 be necessary for Commonwealth and State
authorities to continue providing resources to alleviate specific problems.
The model that the Committee of Review has proposed for South Australia, has
proven in othier parts of Australia to be the most effective and cost-efficient
means of health care delivery to Aboriginal communities. The Comnittee
believes that a better health service for South Australian Aboriginal people
js desperately needed and long overdue, but it believes that in using the

proposed model as a foundation it should be’possible, in a relatively short

time, to substantially ease the continuing, unnecessary, i1l health and
deprivation suffered by the South Australian Aboriginal community.
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_TABLE 3: Aboriginal Patient Admissions by Hospital*{minimm of

L e——

10 patients in

TOTAL -

TOT ALL HOSPS -

3393 95.9 22461
3496 100% 23065

97.4 4192 96.9 26341

1981)
1979 1980 1981
HOSPITAL SEPS % OBDS % SEPS % 0BDS % SEPS % OBDS %
‘RAH 225 6.4 3419 14.8 269 6.3 3850 14.3 292 6.0 4212 13.4
QEH 364 10.4 1154 5.0 576 13.4 1496 5.6 621 12.8 1744 ~5.6
FMC 49 1.4 450 2.0 42 1.0 280 1.0 59 1.2 45¢ 1.5
Modbury 18 0.5.100 0.4 32 0.7 121 0.5 25 0.5 178 0.6
ACH 348 10.0 3697 16.0 328 7.6 3355 12.5 331 6.8 3347 10.7
Lyell McEwin 52 1.5 400 1.7 62 1.4 305 1.1 84 1.7 346 1.1
Berri 7 - 14 0.1 - 1z - 12 0.2 39 0.1
Cent Eyre Pen 11 0.3 27 0.1 2 - 6 - 10 0.2 22 0.1
Cleve 1 - 1 - - 26 0.1 10 0.2 29 0.1
Great Northern 17 0.5 69 0.3 32 0.7 1722 6.4 28 0.6 1654 5.3
Kingston 10 0.3 43 0.2 5 - 92 0.3 15 0.3 92 . 0.3
Mannum _ 20 0.6 42 0.2 13 0.3 33 0.1 21 0.4 58 0.2
Millicent 15 0.4 53 0.2 11 0.3 22 0.1 19 0.4 62 0.2
. Murat Bay 393 11.2 2027 8.8 405 9.4 1703 6.3 479 9.8 3320 10.6
Murray Bridge 116 3.3 458 2.0 111 2.6 448 1.7 131 2.7 442 1.4
Rermark 10 0.3 33 01 4 - 14 0.1 18 0.4 89 0.3
Lower Murray 3¢ 1.1 317 1.4 28 0.6 109 0.4 37 0.8 143 0.5
Meningie 203 8.4 1982 8.6 206 4.8 1231 4.6 137 2.8 686 2.2
Barmera 235 6.7 1384 6.0 219 5.1 1647 6.1 241 5.0 1204 3.8
Mount Gambier 15 0.4 53 0.2 12 0.3 97 0.4 22 0.5 71 0.2
port Augusta 648 18.5 3817 16.5 926 21.5 5143 19.1 1030 21.2 5983 19.1
Port Pirie 24 0.7 142 0.6 37 0.9 258 1.0 31 0.6 201 0.6
Wallaroo 6 - 24 01 7 - 20 0.1 12 0.2 35 0.1
Whyalla 172 4.9 1229 5.3 212 4.9 1323 4.9 240 4.9 1497 4.8
port Lincoln 118 3.4 429 1.9 125 2.9 720 2.7 136 2.8 1300 4.1
Naracoorte 9 - 20 0.1 16 0.4 63 0.2 12 0.2 27 0.1
Quorn 48 1.4 385 1.7 73 1.7 445 1.7 65 1.3 345 1.1
Queen Victoria 23 0.7 112 0.5 54 1.3 329 1.2 78 1.6 370 1.2
Maitland E3 .1.5 381 1.7 144, 3.3 711 2.6 326 6.7 1977 6.3
Leigh Creek 40 1.1 210 0.9 68 1.6 299 1.1 66 1.4 187 0.6
Aust Inland Miss 9 - 5 - 30 0.7 26 0.1 27 0.6 14 -
RONS Marree 5 - 3 - 20 0.5 3 - 14 0.3 & -
Coober Pedy - - - - 116 2.7 432 1.6 159 3.3 786 2.5

97.9 4788 ;8.4 30933 98.7
100x 4302 100% 26858 100X 4868 100% 31355 100%
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TABLE 4:  Aboriginal Children (0-14 years) Admission by Hospital {minimum of
. —, 10 patients in 1981) E

A

= 1979 Y980 1981
"'HOSPITAL "~ " "ZSEPS “ % " OBDS % SEPS % "OBDS % SEPS ¥ O0BDS -~ ¥
Queen ETizabeth -10 0.8 112 1.7 15 1.0 286 235 17 10 T80T
™M 9 0.7 153 1.7 6 0.4 29 0.3 10 0.6 70 0.
ACH 333 26.3 3533 38.9 317 21.9 3261 33.2 320 19.0 3286 30.¢
Lyell McEwin 4 0.3 46 0.5 14 0.1 64 0.7 17 1.0 41 0.
Great Northern . 8 0.6 22" -0.2 15 1.0 95 1.0 12 0.7 124 1.
Murat Bay 167 13.2 868 9.6 114 7.9 432 4.4 172 10.2 745 7.(
Murray Bridge 27 2.1- 128 1.4 318 1.2 49 0.5 27 1.6 137 1.
Meningie 123 9.7 1022 11.3 80 5.5 5488 5.6 50 3.0 288 2.7
Barmera 8 6.6 349 3.8 75 5.2 1021 10.4 92 5.5 394 3.7
Pt Augusta 241 19.1 1525 16.8 377 26.1 2161 22.0 466 27.7 2527 23.f
Pt Pirie 12 0.9 78 0.9 16 1.1 119 1.2 14 0.8 104 1.C
Whyalla 65 5.1 342 3.8 86 5.9 491 5.0 66 3.9 392 3.7
Pt Lincoln 3% 2.8 136 1.5 55 3.8 271 2.8 54 3.2 290 2.7
Quorn - 15 1.2 60 0.7 24 1.7 121 1.2 25 1.5 104 1.C
Maitland 27 2.1 189 2.1 76 5.3 375 3.8 169 10.0 1106 10.4
Leigh Creek 16 1.3 122 1.3 28 1.9 69 0.7 33 2.0 87 0.8
Coober Pedy - - . - - 46 3.2 177 1.8 40 2.4 139 1.3

TOTAL 1175 92.8 8685 95.7 1362 94.1 9529 97.1 1584 94.1 10015 94.0

TOT ALL HOSPS 1264 100% 9076 100% 1447 100% 9829 100% 1682 100% 10664 100%
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TABLE 6:

Aboriginal Hospitalisation rates {per 1000 population) and relative
rate {(compared with Non-Aboriginals) by age - 1982

Non-Aboriginais Urban Aboriginais Rural Aboriginals
Age Rate Rel. Rate Rate Rel. Rate Rate Rel. Rate
0-1 418 1 852 2.0 2763 6.6
1-4 197 1 189 1.0 760 3.9
5-14 98 1 84 0.9 229 2.3
15-19 139 1 178 1.28 400 ' 2.88
20-49 195 1 300 T 1.54 578 2.96
50+ 263 -1 350 1.33 - 934 3.55
TOTAL 185 1 226 1.16 518 2.66
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TABLE 7: _ABORIGINAL DENTAL -PROGRAMME PER 100 EXAMINATIONS

Fee-for-Service Programme

. ITEM - LITY/METRO . EOUNTRY TOTAL

Examinations 100 100 100
Dental Health Education . 0.6 12.2 ' 7.7
Topical Fluoride 6.8 1.9 3.8
Prophy, Scale and Clean 718 26.2 43.9
Amalgam Filling 135.7 - 113.4 122.1
Composite Resin Filling 67.5 40.4 50.9
Complex Conservative 2.3 3.5 ' 3.0
Endodontics 6.8 ' 3.9 5.0
Radiographs 74.7 63.7 68.0
Extractions (L.A.) | 41.9 971 o 75.7
Surgical Extraction (oral surgery) 14.0 68.7 . 87.4
Extractions (G.A.) 1.6 a 1.4 1.5
Relief of Pain 10.1 J 20.2 16.3
Full Dentures {Units) 6.2 10.7 10.2
~ Part Dentures 9.4 6.4 7.6
Immediate Dentures 1.0 1.2 1.1
J Repairs . 11.4 15.5 139
- Orthodontics 0.3 - 0.1

Misc. Op. Iy ‘ 55.5 77.9 69.2

i
i




