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Abstract

Social services, such as health, are often at the centre of political strugdlese aften
shaped by the actions of social movements. This thesis examines the polibosding
the development of grassroots health infrastructurescolonialist context. In particular,
this thesis sets out to examine the way in which struggle and resigiasuweh a context

shape health infrastructures and challenge the policy process.

The methodology employed is a singieit case study analigs focusing on the Aboriginal
communityeontrolled health services (ACCHSs) movement in Australie. rise of such
communityeontrolled social services during the 1970s was one of the manifestations of
the land rights movement. The ACCHSs movement developed around some similar
concepts to a global Primary Health Care (PHC) movement, which focused on niat is
defined as the social determinants of health. This approach argues that podor healt

outcomes are often derived from social and political causes.

The research relies on a number of primary sources. One such sourceiss laetature

from the time period. Fifty four issues of tAé&1S Newsletterproduced by the Redfern
AMS, from the year 1973 to 1991 were located in the course of the dataionlldttese
newsletters offer precious analysis from the point of view of prominent sstiwi the
movement, and unfold some of its political history and development. Other primary
sources explored are a variety of official reports, released and undel@ése research
identifies one unreleased report, the 1¥80gram Effectiveness Review on Aboriginal
Health, and the battle over its suppression, as a defining experience in the development of

the movement.

The ACCHSs movement started with the estabtisnt of the Redfern Aboriginal Medical
Service (AMS) in 1971. The movement has endured, and today there are over 150
ACCHSs across Australia. However, very little information about the mouw&snestory

and early development is available. This case sfadyses on the national aspect of the
movement, and in particular, the establishment of a national umbrella organisation, the
National Aboriginal and Islander Health Organisation (NAIHO). The figsgliof this thesis
follow the development of the movement from the history of the first ACCH&=dfern,
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through the establishment of NAIHO in the mid 1970s, until its mysterious demike i

late 1980s. NAIHO was eventually replaced by the National Aboriginal Community
Controlled Health Organisation (NACCHO) in the early 1990s, which still eiidesy.

The investigation of the development of the movement follows some repeating themes
which emerge from the data. Some of the main themes explored include: the theory and
practice of community control; the appobaof the movement to the social and political
determinants of health; the question of funding and its implications to community control;
the relationship between the movement and different State and federal defsaramdn

the policy process.

The findings of this research trace the political history of the movement, rigcasi its
national organisation, through periods of development and change. The ACCHSs
movement was able to survive the turn to neoliberalism, and the weakening of the wave of
social maements from which it emerged. Yet the movement changed in this process.
These changes are identified as a shift from a ‘movement’ to a ‘secanéwvork.
Furthermore, the findings identify some of the effects such movements have on shaping t
policy process. In particular, two competing types of approaches to the policy proeess
identified: a declaratory process, in which policy is exclusively decidedmiatated by
government, and a trealike policy process, in which policy is jointly preparaad

agreed upon by those affected by the policy.
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Chapter One: Introduction

1.1 Overview of the research

The research for this thesis started with the beginning of the author’s Phdataraliin
March 2008, at the University d¥estern Sydney. At the time, | was living in Australia for

a year as an overseas student, studying for an Honours degree in poligoak saf
Melbourne University. During that year, my interest in indigenous strugglesded learn
about the current conditions of indigenous people in Australia, as well as the histogy of
colonial process. My interest was sparked in particular with the announcemém
Northern Territory Emergency Response (NTER) in June of 2007. Later Hrataeplied

for PhD studies and offered a broad research proposal, which aimed to look at the way
health and health services provide a stage for a political struggle, in a cotontitt. This
corresponds with my previous studies and work with thegomernmental organisan
(NGO) Physicians for Human Rights, with unrecognised Bedouin villages in the south of
Israel/Palestine. | was offered a scholarship with the Social Justice and Gbaraje
Research Centre at the University of Western Sydney, which ceased ttolwsixig the

course of my research.

| approached this research with two main, yet possibly contradictory,Vilakein mind.

| wished to look into the politics of indigenous peoples’ health in a setdex context to

see if the situation here is similar tibe situation | studied and worked on in
Israel/Palestine. On the other hand, | knew enough about the topic from thé& éestihe
situation to know that the context and specific conditions dictate that | must appineac
Australian case without precoeived notions of what the course of events might be like.
This tension, between the will to generalise and the acknowledgement of the uniqueness of
a context and its implications, is not uncommon for a case study research (Stake, 1995;
Yin, 2003), as examined in more detail in chapter 3. In the rest of this chaptsh fow
present the overview of the thesis, as well as some personal reflectionrgbown role

as a researcher, and the process of the research.
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1.2 The topic and the case study

The research question defined early on in the research process is this: how arel politica
struggles, especially in a settktate context, manifested in the basic infrastructures of
society, in particular the health services? | had become closely famitiarthe topic
through my previous studies and internship at Physicians for Human Rights, in another
settler/indigenous context. This topic has roots in a number of scholarshipifieldding
political science, sociology, and public health. Chapter 2 explores some of theobiackg

literature of various aspects of the topic.

| have decided, being based in Australia, to study this topic in a local conteas tinky
in the initial survey of existing literature that | first found out about the exster
communityeontrolled health services in Aborigin@ommunities (which | first read about
in Eckermann et al, 2006, pp. 180-182).

| was then surprised to find so little information about the Aboriginal community
controlled health services (ACCHSs) movement, especially regardidgv&dopment. At
this early stage, | identified three different dimensions of poteiuttals that the research
could take. These dimensions were:

e Geography The focus of the research could either have been on a specific
servicethe ACCHSs in a specific region or state, or perhaps the organisation of
the movement on a national level.

e Time The focus could either have been on historical aspects of the movement,
or its present situation.

e Case studyThe focus could remain either tieistralian case, or perhaps a

1 The use of the term ‘Aboriginal’ in this thesis follows a basic linaaaieptable protocols currently in use
(Queensland University of Technology Equity Seegic2010). The terms commonly used in this thesis are
‘Aboriginal people’, ‘Aboriginal peoples’ or ‘Aboriginal person’. The at&discussed in the thesis mostly
occur within mainland Australia, and in specific instances, $d8teait Island peoples witle referred to
specifically. In some instances, the term Indigenous is used to diseusditienous peoples in Australia as a
whole. It should be noted however that terminology is dynamic, and the dnaws on resources from a
wide variety of times. Therefore, often in quotes, terms that are wfirteptable today are sometimes used
(for example, ‘Aboriginals’, ‘Aborigines))In other words, the term ‘Aboriginal’ in this thesis is mostlyduse
as an adjective, whereas in some quotes from older resources it may appeamad henoconstruction of

the concept of an ‘Aboriginal’ identity is discussed in chapter 2.2.
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comparative analysis with other similar casksgewherean the world.
After consideration and review of existing literature, | chose to focus on tloevifog
aspects:

e Geography It became apparent through the early process of research that each
individual ACCHS by itself could become a proper thesis topic. The national
coalition became an organisation by itselfthe National Aboriginal and
Islander Health Organisation (NAIHO), and later the National Aboriginal
Community Controlled Health Organisation (NACCHO). As an umbrella
organisation, NAIHO focused on the political aspect of the struggle, and at
times, has led the relations with the federal government. | therefore chose to
focus on the national level of the movement rattten a local ACCHS.
Aspects of some specific ACCHSs and regional groupings will be explored as
an integral part of understanding the national development of the movement.

e Time Early research also revealed that there are major gaps in existing
knowledge,especially concerning the national organisation and the history of
the movement. | saw some references to the very early beginning of the Redfern
AMS (such as Briscoe, 1974; Foley, 1975; and Foley, 1991. These items are
later used in the exploration of the early development of the Redfern AMS,
chapter 4) and some information about the services today (mostly in NACCHO,
2008a). The question | became curious about is, what happened between these
two different stages? How did the movement develop from ity gerdrnation
to its current one? A more historical focus then seemed appropriate, tosfill thi
apparent gap in available knowledge about how the movement developed.

e Case studyDue to the complexity of the issue, | have decided to focus on the
case study as a single case, to fully appreciate its complexities. A comparative
analysis carries the price of limiting the space for discussion, and worse,
limiting the analysis of the particular case study to fit with external comparative
parameters. Moreover, there are not many obvious examples of similar
movements. Questions of generalisation of the singie case study are
explored in chapter 3.1, while an overview of some other movements, which
hold some similarity and connection to the ACCHSs movement, asemed

towards the end of chapter 2.3.

The decision was then made that the thesis will be a simifiease study focusing on the
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national development of the ACCHSs movement and NAIHO in particular, tracing its
development and changes from the construction of the first ACCHS, in Redfern in 1971,
until its demise in the late 1980s and replacement with NACCHO in the early 1990s. The
thesis sets to examine how health infrastructures are an arena for pdiitigglesin a
settlerstate context. The partileu case study is the national development of the ACCHSs

movement in Australia.

1.3 The gap in literature

Some of the basic introductory facts of this thesis are well known. Aborigidal@res
Strait Islander peoples remain today the most maigethroups in Australia. Perhaps the
most commonly quoted statistic that demonstrates this is the life expectancywgapnbe
Indigenous and neimdigenous Australians, with current estimations of a 9.7 years gap for
women and 11.5 years gap for men (Australian Bureau of Statistics, 2009 g&hscare a
result of waves of genocide, a destruction of the natural environment with imporiées] pla
animals and diseases, as well as cultural and political repressiarttiextiof hundreds of
language groups (Amery and Bourke, 1994), mass dispossession from tradarasal |
(Reynolds, 1987a), and the devastating consequences of assimilation policies, such as the
stolen generations (Read, 1981) (the context for the case study is discussedl in det
chapter 22).

The historical context of the case study is also generally well known.dum@ierendum in

1967, Aboriginal people were still officially counted as part of the ‘flora andaaof
Australia, and not as equal members of the human society (Chest26@%). To a
backdrop of a rise in both local and global movements in the late 1960s, the post
referendum Aboriginal civil rights movement focused on land rights and self
determination. One manifestation of this movement saw the setting up of community
controlled primary health care services locally, and organised together regiamall
nationally to secure resources, funding, and support. From the first years of operation,

these services and similar commugrggntrolled projects were lauded as perhapsniost
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significant development of setfetermination tactics (Coombs, 1976). The Australian
Aboriginal movement towards communitpntrolled health (ACCH) has made significant
achievements, against the backdrop of some of the worst Indigenous healthesutt@m

‘rich’ country.

However, a lot of the important aspects of the movement, and the history of Aboriginal
organisations with their roots in those days, are not very accessible. The dap in t
literature is quite wide- there are almost no academisaerces about the political aspects

of the movement, and almost nothing about NAIHO itself. When | started talking wiith an
interviewing people for the research, | noticed that the history of the movemenweryot
well known, even to people who are active in the movement. When | had the opportunity
to work in the library of NACCHO, the current ACCHSs umbrella organisatiwas very
surprised to find only a single document from NAIHO, the previous organisatien (t
document, NAIHO’s Philosophy, is explored in chapter 7). It is of note that recbtte

early days of NAIHO, as well as individual ACCHSs, were often not kept, @r los
Brisbanebased activist and historian Sam Watson, who was involved with the Brisbane
Aboriginal and Islander Community H8aService, commented about his attempts to trace
documents from the early days of the service: “I [then] found that companysedo not

go back to that early period. | conducted searches at the Australian $scDathmission,

but | found that all records of the Brisbane AICHS before 1985, have been ddstroye
(Watson, quoted in: Best, 2003, p. 11).

The serious gap in available literature about the politics of NAIHO and thetVics
decades of the ACCHSs movement is one of the main reasons | chisseriaal, rather
than a contemporary, focus for the case study. In addition, the fact that thésesegisa
large gap in available knowledge, helped me decide to focus on this as aasgudy,
rather than a comparative analysis of several slaghes from different contexts.
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1.4 The researcher

A research project in the social sciences is different in many ways to a resegech ipr

hard sciences. When researching and writing about an issue in the sociassdiers

much harder fothe writer to be positioned in a place detached from the topic. This is for a
variety of reasons. First, issues in the social sciences are much more daecty qur
everyday world. Often, social science researchers are motivated by past ergesieict
inevitably shape the way we understand the social world. The social scigntifiess

itself is not dissimilar to the hard sciences, and in both, there may be similangaiter
scientific paradigm dynamics (Kuhn, 1962). The existence of suchigarsdnake it all

the more important for me as a researcher to be open about my own positioning and the
events in my life that shaped my decision to take up this particular reseandll a&s
shaping the research itself. The examination of the qualitative researcher as a human
instrument is considered an important part of qualitative methodology (Maykut and
Morehouse, 1994; Merriam, 2009). This and other aspects of the research methodology

will be explored in more depth in chapter 3.

| was born in 1982 athe youngest of three children to a Jewish Israeli family in Giv'at
Shmuel, a suburb of Tel Aviv. As a child, | was diagnosed with a chronic illnessatillee
Colitis, by the age of 11. My mother worked in the hospital as a nurse, and through my
mother @ad my personal experiences with my iliness, | learned from an earbbage the

importance of health services as basic public infrastructures.

Furthermore, my sense of justice developed very early in life. | remembeg argument

as a child with my mther, who told me about a monarch of another country (a member of
the Jordanian royal family) who was hospitalised in her department, which led to the
closure of over half of the department for the duration of the monarch’s tskathered

me and | cou not understand how can a single person, regardless of personal status, be
‘worthy’ of more health services than any other person.

My sense of justice, which was developed as a child through my own experiences in

hospitals and health services, became focused when | was a teenager on theuenain iss
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Israeli society: the occupation and oppression of Palestinian people. From the age of
thirteen, | started to go to protests, at first inside Israel, and later WekeBank, and
started to be aware of tigegave injustices and oppression, which is perpetrated by ‘my own
people’. Activism remains a part of my life today, and my interest in social meaws

eventually led me to carry out this PhD research.

Back as a teenager, by the time | was eighteen, Wkeeough about the social and
political situation to know that | did not want to join the Israeli army, whose ma&instas
maintain the occupation and oppression of Palestinians (mandatory for all Jeasis,Isr
three years for men and two for womeRdrtunately, | was able to avoid imprisonment
due to my chronic iliness, which prevented the army from forcing me to joins laisa
active in a joint IsraelPalestinian youth group for peace, and guided the group after | was

18 in several seminars iarhel/Palestine and abroad.

Another strong part of my identity, which shaped in many ways my sense oéjustthe
history of the holocaust in the Second World War. My mother’s parents migrated to
Palestine before the war itself, with my grandmothgarticular leaving Europe through

one of the ports in Italy in 1938, on one of the last boats of Jewish migrants, who were
escape to leave before the war started in 1939. Learning about the holocausydwamy a

age, the question of personal duty in swgttcumstances bothered me quite a lot.
Especially, | was bothered by the question, how could a whole society take part in the
oppression of a particular group, without enough people standing up to stop such

injustices?

My activism and interest in poldal struggles then led me to study for a Bachelor of Arts

at the Be’er Sheva University in the Negev/Negeb, the southern part ofRatestine. |
studied a double major of Politics and Government, and Geography and Environmental
Planning. In my final yar | carried two main research projects, which eventually led me to
this PhD thesis. During that year | participated in a program offerethdyPolitics

department of internship in political organisations.

| was accepted for an internship with an NGQechPhysicians for Human Rights, which
aim to assist oppressed populations (Palestinians, migrants, refugees, qrig@npoor)

get the access to health services they deserve. My work at Physicians for Higiman R
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took place in the unrecognised Bedoviltages— some fortysix villages of Bedouins, the
specific Indigenous group that reside in the Negev. The state refusesotmise these
villages, and is trying to concentrate the inhabitants into much smaller townshipe

they cannot perform their traditional economic activities (such as sheepdardi basic
agriculture), which makes the townships rife with unemployment, poverty, and
consequently, crime. The unrecognised villages, as such, are not allowed tothidca

more permanent than a tent or a tin shed. Roads are often not available, nor aratbgsic w
sewage, and electricity infrastructures. The experience of workingeirurthecognised
villages on healtlrelated manners taught me much about the social determinants of health
and tle way health services can become an arena for a struggle between oppressed group
and the state. At the end of my final year, | wrote a research paper about thetioonn

between the political struggle for recognition and the struggle for the oidtetdth.

Life as a predemocracy, prd’alestinian activist within Israel is often associated with
social isolation and constant confrontation with friends,wookers, cestudents, and
family members (as evident, for example, in a recent collection of artigidsraeli and
Jewish activists, edited by Abarbanel, 2012). Such experiences influenced isigrdex

try to live overseas, and studies provided a good opportunity. | then applied for an Honours
degree in social sciences at the University of Melboukig.Honours thesis, which |
wrote in 2007, examines the rule of law as a concept, specifically asking & ther
arbitrariness in the way the rule of law is constructed and put in place, and whetter radi
democratic law is an achievable goal (Gillor, 200Bgspite the interesting year | had
researching and writing the thesis, its focus was mostly theoretical, it macdalse that

| prefer to focus my future research on ‘real life’ subjects, and not rest gothiortable

arms of theory. Specifically,developed a strong interest in learning about the realities of
local indigenous struggles. In addition, | wished to return to the field of health andspolitic
which | started in Be'er Sheva through my studies and work at Physicians for Human

Rights withunrecognised Bedouin villages.

This personal background, | hope, offers some context into the development of this person
and researcher, and hence, the development of the research process. Without ticis specif
background, 1 would never have come to d¢s thort of research. It is particularly
important for researchers to state their subjectivities rather than supprgs®ore them

(this concept is explored in more detail in the methodology section, chapter 3). My
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approach to the topic then is based in solidarity with indigenous struggles, and a genuine

interest in studying and preserving the experiences of social movements.

1.5 The research process

Back to March 2008, | started to do some broad readings about the subject, to find a
specific directon for the research. It took about six months of literature review andagjener
research until a concrete topic and case study were articulated (the garéasbning was
articulated in 1.2). The construction of the research itself had to be flexiblegffen a
relatively quick way to finish. This is mostly due to the constraints of my oglap status

of an international student. This status does not allow me to take leave or switwduny

part time, as | would have been forced to leave Ausitifdlidad to do so. After almost five
years of living in Australia, writing and teaching issues revolving arouastralian
society, politics, and history, the threat of deportation upon graduation haunted me as

submission became closer.

With these concess in mind, | have decided to divide my work into at least three cycles of
data collection and data analysis: several months of collecting data, from ewsgrvi
conversations, and an evgwing search for documents, were followed by several months

of ardwus analysis of the data. After the first data collectiodata analysis cycle, |
learned so much about the case study, and | also knew more about which methods of data
collection are worth pursuing more than others. This allowed me to decide on theffocus
the data collection process in the second cycle. For example, the first cyditaof
collection proved that pursuing interviews can often be a hard, long process, and that some
of the people | approached did not wish to be interviewed. Furthermdeeyiguws
themselves, while enlightening and enriching, often did not include some of the finer
details about the case study. More flexibility with the duration of the réseargld have
possibly allowed me to pursue some more interviews. The decision was made then in the
second cycle to focus the research on an intense document research. This decistbn has

to some great findings. Some of the most exciting data collected in thiscreseanes
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from activist literature, which offers unique perspectivestioe development of the
movement. In addition, other documents of interest were collected, including obscure and
unreleased policy reports, which shed light on parts of the case study | could not have

accessed any other way.

1.6 Thesis overview

Chagper 2 reviews some of the main literature of both the topic and the case study. The
literature review is divided into three main parts: health and heaitty the context of the

Australian Aboriginal case study, and the concept of community control.

Chaper 3 looks at the chosen methodology, an intrinsic sicage study. The chapter
overviews some main aspects of the approach, examines my own role asstudpase
researcher, and offers an overview of some of the main types of resourdestédah tle
data analysis and the use of them in the context of a case study research.

The next four chapters {A) present the findings from this research, as reconstructed using
the variety of sources detailed in chapter 3. These four chapters are the bullcadehe
study, the history and political development of the national organisation of the AACCHS
movement. As to the structure of the findings chapters, | have followed the evéimés of
case study mostly in a chronological order. However, some issues algamaizd

together to establish a rounder understanding of the context and dynamics of events.

Chapter 4 focuses on the development of the first ACEIt® Redfern AMS; chapter 5
looks at the roots of NAIHO and its early development in the 1970s; chapter 5 focuses on
the Program Effectiveness Review (PER), a report ordered, and later suppikBsse
Liberal Prime Minister Fraser in 1979/1980 dealing with funding for Aboriginaltime
services. | present and explore it as a main event in the developmieatrnabtement; the

final findings chapter looks at NAIHO after the PER and the subsequent changes, and
finishes with the demise of NAIHO and its replacement by NACCHO in the £890s.
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Chapter 8 offers a discussion of several aspects of the finding of the cageirstiing
context of the literature review and the topic itself. The discussion is dividedeveral
topics: primary health care and community control, funding, the policy process, and the
current state of the movement. This chapter offers an analysis of some ofitthgomées

of the findings chapters, and offers some new concepts to elucidate the procesa®d the ¢
study, such as the movement/sector shift, and the {likatyersus declaratory types of a
policy formation process. The discussions of chapter 8 lead to the final chapieated

to some final words and conclusions of the thesis.
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Chapter two: frameworks and context

This chapter will present an overview of the literature and a discussion of thisgpfem
the thesis. This chapter also presents and examines some key conceptshiesighdt is
divided into three main parts, offering particular contexts and exploration ofadisti
themes that emerge in both the topic and the particular case study. Part 2riegxXeralth
and healthcare. It starts with a definition diealth a concept that lies at the centre of this
thesis. From this, chapter 2.1 discusses some of the main current issues with-dagdern
health and health delivery from the social/organisational point of view. Ircylarti the
focus is then given to the Primary Health Care (PHC) movement, an importkgtdax

for both the topic and the case study.

The second part of the chapter (2.2) introduces the context for the case studyek totus
the deep impet of colonialism and its practices, which still carry a devastating impact on
people’s health today. The section ends with a discussion of current day perceptiens of

termcommunity another central term for this thesis.

The final part of this chaptgR.3) offers a discussion @ommunity contrglas both a
theoretical concept and a lived experience. From a general discussion, the dhaiysis
focuses on community control in a health context, as well as a discussion of issues
concerning the national organising of commuabntrolled organisations. The chapter
ends with an overview of some international experiences of community control in the

context of health services.

2.1 Health and healtheare

Healthis a term that is deeply connected to Ined experience, as it is connected to the
very concept of life itself. The definitions and understandings of health may \argdoe
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peoples and cultures. Similarly, the social role of health may be conceivedyrnvarging

ways. Perceptions of healths well as the perception of heatilwre and the way it should
be constructed in society are concepts that lie at the very heart of thisme3éas section

offers some exploration of the termesalthandhealth€are

What is health?

A good questiorto start with is, what is health? One way to look at health is as the most
intimate, consistent and longest relationship of our livesir relationship with our own

body. It is through our senses, thus through this relationship with our own body, that we
experience the physical world, and out of this we develop our perceptions of how the world
works and how it should work, or in other words, ideology. This view resonates with many

commonplace perceptions, some of which will be explored in this chapter.

The current concern with the social determinants of health has its roots in thertraflit
public health (Macdonald, 1992). As pastiustrial technological developments made
medicine a distinct field of enquiry in Europe, by the ‘mideteenth centurya separate

field of enquiry emerged in the social sciences, which explored the connectiongsrbetwe
the spread of disease and social conditions, such as living conditions. Rudolph Virchow,
who is often referred to a founder of social medicine (as well edatiher of modern
pathology) (Waitzkin, 2001), developed an understanding of the deep connection between
political and social structures and health, and was very influential on thendeadi
conceptions of public health. According to Waitzkin (1978), Virchow’s contributions have

two main themes:

First, the origin of disease is multifactorial. Among the most important factors in
causation are the material conditions of people’s everyday lives. Second, an
effective healtitare system cannot limit itself toe&ting the pathophysiologic
disturbance of individual patients. Instead, to be successful, improvements in the
healthcare system must coincide with fundamental economic, political, and social

changes(p. 264)
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In order to promote the ideas of socialpablic health, Virchow, a medical researcher, got

involved in progressive political movements in nineteenth century Germany. Another
writer from that era who had a significant influence over the emerging figsdRnredrich

Engels, one of the prominent philosophers of the emerging socialist movement. Engels’
book, The Condition of the WorkirGlass in England(1973/1844) highlights the
connection between living conditions, health, and power structures under aapitdis

book presents a case study based on observations about living conditions of working class
people. The book emphasises the detrimental role of living conditions on peoples’ health,

and presents the direct connection between class and health.

Based on such concepts, the field of sociallthewhich is also sometimes termsakial
epidemiology)developed an understanding of tekecial determinants of healthrhe
concept stems from the idea thadVerse health outcomes are linked to structural

problems in society” (Waitzkin, 2001, p. 41).

In the context of this thesis, | refer to the social determinants perceptiparhaps to be
more precise, the socipblitical determinants of health. In particular, | follow Navarro
(1978, 1986, 2002, 2004, 2007) who emphasises that an understahding social
context of health is best accompanied by an appreciation of the power relatians ang!

the power context in which the social determinants shape peoples’ health. Thigiperce

of the social determinants of health often struggles toenitakvoice heard in the medical
mainstream, which tends to focus on biomedical investigations into disease (Humphery
2006). The limitations of the biomedical approach can also be observed by the rising

interest in other forms of medicine (Macdonald, 2005; Raphael, 2006).

The sociepolitical aspect of health is also related to health policy and the delivery and
accessibility of health services. A look at the health infrastructurasgofen society can

be very revealing of the political nature and soigslies of that society, as, in the words of
Waitzkin, “the problems of the health system reflect the problems of our larger sauiety a
cannot be separated from those problems” (1978, p. 264). In the 1970s, an emerging global
field developed, of Primary Health Care (PHC). This field continues to focubose t
social determinants and search for ways to reflect an understanding of thé soci
determinants in the organisational form of services. The PHC movemenedetea&lima

Ata Declarationin 1978 (Word Health Organisation). Article one of the declaration
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defines health as “a state of complete physical, mendald social wellbeing, and not

merely the absence of disease or infirthifyvorld Health Organization, 1978). This
definition was not new. In facit first appeared in the World Health Organisation’s (WHO)
constitution of 1948. Yet the fact that this definition was reaffirmed (World thieal
Organisation, 1978) in Alma Ata is a good indication of the renewed interest in what is

now termed as the satideterminants of health.

The Alma Ata declaration recognises the role of social structures, daditioggles, and
economic relations on peoples’ health. Furthermore, the declaration emphadisas tha
parts of society should be actively engagedhaping the health system itsaifowever,

the implementation of the declaration in many places was problemalten{(z2008), and
included variations such aselective primary health caréSPHC), which emptied the

concept of PHC of any real content (Macdonald, 1992, Hall and Taylor, 2003).

However, even if the implementation was poor, the ideas of the Alma Ata declaaesi
still relevant today (Gilliam, 2008). One way in which these concepts are relsvitiat
they seem to resonate across a wideetyiof changing contexts. A good example of this
can be observed in the Australian Aboriginal context. Definitions of health teatfesim
Aboriginal experiences tend to correspond with the Alma Ata definition. An ofteedjuot
definition of health appears in the National Aboriginal Health Stra&g§89) (more about
the politics of the report is explored in chapter 7.6). According to that definitionh eal

Not just the physical well being of an individual but is the social, emotional and
cultural well being of the whole community in which each individual is able to
achieve their full potential thereby bringing about the total well being of their
community. It is a wholef-life view and includes the cyclical concept of-life
deathlife. (NationalAboriginal Health Strategy Working Party, 1989, p. x)

Recently, an important book called t&®cial Determinants of Indigenous Healtlas
released, which includes chapters written by various prominent researchirexpiaring

a different social determiné of Indigenous peoples’ health in Australia. Issues in focus
include housing, racism, policy process, class, education, and employment (Caakon et
2007). This book shows that, in the Australian context, as well as in the wider global

context, our understanding of health must overcome the false division between biomedical
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and social health as inseparable aspects of one whole.

Health: between the social and the biomedical

Even if unnoticed, or ignored, the social elements in health always exist. Acctoding
Eckermann and othergd]uring the evolution of the biomedical model, power and control
were specifically linked to technological developments such as the discovehe of
microscope” (Eckermann et al, 2006. p. 150). It can be viewed as a gqaseseking the

forest for the microbes: “In discovering that microbes could be identified and cedtroll
scientists lost sight of the whole person, not to mention the various environments
surrounding each person” (Eckermann et al, 2006. p. 150). Macdonald (1992) sums up this
concept elegantly by suggesting that, in a health enquiry, one needs to use some times a

microscope, and other times a ‘macroscope’ (p. 66).

Eckermann and others further argue that the biomedical model by itsatit“as sensible
approach to disease control” (Eckermann et al, 2006. p. 152) due to the lack of attention to
the social determinants. The domination of the biomedical perception is furtheredaie t

the domination of the capitalist system (Waitzkin, 1978; Navarro, 1986; Yeates, 2002) and,
in the last thirty years, neoliberalism, a distinct stage of capitaMawafro, 2007). The
evolution of health systems under capitalism is driven by profit, which inevitédshes

with the egalitarian ideal of health distribution. Thiemedical model sustains an approach
that focuses on individualism, rather than the social aspect in which people exist
Individualism is a key concept in the overarching ideological perception of capitai a

whole (Machan, 1990), and is especially dominant in neoliberalism (Barnett, 2011).

The manifestation of the individufdcused/contexieutral approach to health issues leads
then to a focus on individual, rather than social, approaches towards solutions, which then
fits with the hegemonic neoliberal agenda. While a biomedical focus often demands
individuals to change thelifestylein order to better their health, social determinants of
health researchers remind us that “[e]xhortations to people to adopt hdakhyds are

easy and often oflubious efficacy. Frequently their focus on the individual can deflect

attention from structural issues underlying problems” (Macdonald, 2005, p. 24).
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Criticisms of the biomedical model from indigenous perspectives often echo similar

sentiment to that oMacdonald’s. Howard (2006) makes a revealing comment on the
connection between these differing approaches to health and the question of health
services: Western and Aboriginal cultural frameworks differ, and western health esyvic
based on ‘item by itemapproaches to various ‘body parts’, appeals more to notions
associated with individual or ‘setesponsibility’ than those associated with collective
responsibility” (Howard, 2006, p. 118).

Another aspect of capitalism that has a deep influence ovierneaith and health care is
the profitdriven economy itselfThere is an inevitable clash between health services and
profit, a tension that dominates the politics of health services around the worlg (Yuil
2005). The potential contradictions between health and profits increased in thertiast thi
years, due to the rising power of medical corporations such as pharmaceuticascmsur
companies, and private service providers (Navarro, 2007). This reality of health
infrastructures provides an access digoer-profits by corporations, as, according to
Waitzkin, “the exploitation of illness for private profit is a primary feature of the health

systems in advanced capitalist societies” (1978, p. 267).

Social health and the Primary Health Care movement

Oncewe acknowledge the role of the social determinants of health, a harder question must
follow — what can we do about it? In other words, how can we implement this
understanding of health, in the presemte context of capitalism and the preditiven
medial system? According to Griew and Thomas, a major problem in addressingsthis ha
been a tokenistic approach to the issue:

...all too often the reaction is to acknowledge the importance of these ‘upstream’
factors[social determinantsthat so powerfully influence health, but then consign
them to the background, as issues that are too hard to address and outside the
responsibility of the health syste(R008, p. 22)

Ever since the rise of the biomedical/individualist perception of health, someipnaasi
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have decided to join social/political movements that relate to those social detésmoman

‘upstream factors’. These include some of the leading theoreticians of t&@ so
determinants of health field, such as Navarro (1986; 2002; 2004) and Wait8i@8; (
2001). The lack of sufficient attention to social determinants of health in nesimstr
medical structures makes such doctors with a critical understanding of statiainis and
social determinants of health likely supporters and collaboratorsavptiitical movement,

which sets to target such issues.

Other practitioners, in different political situations, became involved and even led
revolutionary movements (Mendelson, 2003). One such doctor, Argerboean
revolutionary Ernest@€heGuevara, mnains today a symbol of both class and anticolonial
struggles. Another such doctor, Salvador Allende, ended his life as presidenteofnChi
1973 during a fascist coup. Long before becoming president, Allende was considered a
leader in the field of sociahedicine in Chile (Waitzkin et al, 2001). Elsewhere, describing
Allende’s contributions, Waitzkin asserts that “[a]lthough Allende’s palitendeavours
remain better known than his medical career, his writings and efforts to refaiinimee

and public health made him one of several important influences on the course of social
medicine in Latin America” (Waitzkin, 2001, p. 56).

This concept ofsocial healthwas developed through the Latin American public health
discourse, which remains largely hidden from the Englstaking field. According to
Waitzkin et al, “[bJoth historically and currently, leaders in Latin &ma have
distinguished social medicine from traditional public health”, and social medub&fii@es
problems and seeks solutions with social rather than individual units of anaB@&0g’, p.
1594). The Latin American social health movement developed as a part of & globa
movement that centred on different perceptions of the social determofanéslth, the
Primary Health Care (PHC) movemt. This movement has gathered proponents for the
focus on the social determinants of health to politically organise into both local and global
movements from the 1960s, focusing on the implementation of the social determinants
approach to health servicemd infrastructures. As mentioned, a key movement that
focused on the social determinants is the Primary Health Care (PHC) edyemnhich
culminated in the Alma Ata declaration of 1978 (Macdonald, 1992).

The strong emphasis that the global PHC movero#fats on the social determinants of
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health placed concepts of local community participation (to varying degreeshtasl ¢o

the concept of PHC. Macdonald (1992) identifies three main pillars of PHC: partinipat
intersectoral collaboration (betweewdth infrastructures and healttlated ones), and
equity. To these, Liamputtong, Gardner, and McGartland (2003) add an active emphasis on
high risk / vulnerable groups, which naturally connects to questions of equity and
inequality. According to the auths:

The rediscovery of the importance of the social environment in determining health
and illness in the new public health has led to the recognition of community
interventions by the primary health care movement in an attempt to improve the

health of community groupd.iamputtong Gardner and McGartland, 2003, p. 7)

Eckermann and others concisely assert that “[ijn a 'nutshell’ PHC is healthef people,

by the people” (Eckermann et al, 2006. p. 156). In other words, PHC can be understood as
a bid todemocratise the healttare systemit is derived from the simple but radical idea

that peopledo know what is good for them: “We believe that PHC, as a strategy, in its true
Alma Ata form, can diffuse thpower andcontrol within the biomedical model ofdalth

care” (Eckermann et al, 2006. p. 157, emphasis in source).

After the culmination of the PHC movement in the Alma Ata declaration (1978),ny ma
places around the world, PHC was implemented selectively, as governments ‘“@edivocat
providing only PHC interventions that contributed most to reducing child mortality in
developing countries” (Hall and Taylor, 2003). The revised approach to primary weaalt
dubbedSelectivePrimary Health Care (SPHC). The selective implementation of PHC is
commonly criticsed for removing the main concept behind PHC: the need to broaden, not
limit, the different factors that are taken into consideration in the health proces
(Macdonald, 1992, Hall and Taylor, 2003). According to Hall and Taylor, “in effectCSPH
took the deisionrmaking power and control central to PHC away from the communities
and delivered it to foreign consultants with technical expertise in thesgfis areas”
(2003). Macdonald observed that SPHC “can be seen as an attempt to alleviatetbeme of
worg consequences of the failing to provide a comprehensive health care system”
(Macdonald, 1992, p. 82)n Australia, many such SPHC programs were established,
including in Aboriginal communities (Anderson, 2006), often with particular focuses such

as diabtes, substance abuse, and obesity (Eckermann et al, 2006). Such programs,
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according to Eckermann and others, “target a particular health problem andthetain

power and control of established health hierarchies” (2006. p. 157), and importantly, do not

look at the cause of the causes.

It is important to emphasise that the struggle for the social determinants of healdeto r
some of the attention being given to the biomedical model does not take away from the
many important contributions of the biomediozodel to health and medicine. Rather, it is
about putting these achievements in the social context in which they exist. Fqulesxam
what is the value of such advancements in medicine if they are only accessibl@lto sm
parts of the population? PHC services do not wish to throw the biomedical science out the
window, but rather to implement it properly within the wider social and political xbnte

The issue of poor health, therefore, is often not simply a medical one, but also a social and
a political ore (Macdonald, 1992): it involves social causes and determinants, as well as
political struggles that shape these social determinants, including the lezgites and

infrastructures.

Hall and Taylor (2003) suggest that PHC must break free from “political and emonom
ideology” in order to work. In my opinion, the conclusion must be the oppesite
should always be aware of both the social and the political structures behind healt
inequalities, health services, control, and participation. This reflgstisaps the most
famous statement of Rudolph Virchow, the father of social epidemiology, wieadl $kest
“Medicine is a social science, and politics nothing but medicine at a larger scale”
(Virchow, 1848; quoted in: Mackenbach, 2009).

2.2 Aboriginal health in context

This section explores some of the context of the case study. It introduceskthra many
layers of the eveimportant context. It starts with a discussion of health as a concept in
pre-colonial societies, and continues to explorewvatd contexts of the case study in a

broadly chronological manner. The section includes discussions of health in théscohte
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colonialism and the destruction of traditional economies; the changing of the natural

environment; the introduction of capitin; racism; accessibility to health services; and
the civil rights and land rights movements. The section ends with a discussion of the

definition of community, and current related debates.

Health and Aboriginal societies before colonialism

It is estimated that people (now referred to as ‘Aboriginal’ and ‘Indigenous’) have lived in
Australia for about 60,000 years or more (Lawlor, 1991). By the time of European invasion
in 1788, it is estimated that the continent’s population was at least 750,00Qtantsabi
(Saggers and Gray, 1991a), with a plethora of different cultures and traditioss. It
estimated that, in 1788, some 270 languages, with some 600 distinct dialects, were spoken
throughout the continent. Some 60% of the languages have become extinct, and only 20
languages are still in regular use (Amery and Bourke, 1994). The social aadilcult
heterogeneity of prewvasion Australia is often forgotten by néoriginal people today,

with an assumption that ‘Aboriginal’ is a social/cultural groupnd af itself. What forced

people from these different pmevasion societies into what is sometimes misleadingly
recognised today as a homogeneous group, was (and is) the shared experience of
colonisation itself. Therefore, Aboriginality itself is a so@ahstruct, a bproduct of the

colonial process.

One of the main shared experiences ofipvasion Australian societies is the reliance on a
huntergatherer economy, which influenced all other social and cultural aspects of those
societies, including health. Saggers and Gray observe [tjla¢ ‘economic and social
foundations of the hunteyatherer lifestyle maintained a generally healthy population,
whose greatest threat to life and wellbeing was probably infant mortality eris and
trauma” (199a, p. 168). It has been estimated that the health of Aboriginal people prior to
colonisation was generally positive (Saggers and Gray, 1991a; Burden, 1994). Agcordi
to Burden, “[rleports from early European explorers and settlers often dhatedvhen

first encountered, Aboriginal people appeared to be in good health and free from disease”
(Burden, 1994, p. 190). Anderson adds that, “[w]hilst it would be naive to create an

impression of perfect health, continuous survival on this continent would wetld&en



31
possible if Aboriginal society had not developed mechanisms for minimisingdiiedaty

and mortality problems” (Anderson, 1988, p. 9). Due to the different developments and

needs of that context:

...concepts of health and iliness in traditioaorie? society were bound up in an
entire philosophy in which social interactions, the keeping of social regulations and
spiritual matters were important to maintenance of health. There were many
components of traditional Koorie life which contributed ipesly to health: such

as a rich social fabric with many inbuilt social supports; reasonably equitable
distribution of resources; and a varied, nutritionally sound diet and lifestyle
(Anderson, 1988, p. 12)

Similarly, Howard observed that Aboriginal setees are “based on complex networks of
social connections and obligations and many rules govern social contact” (Howard, 2006,
p. 119). Among the main different perceptions that made the process of colonisation even
more destructive are perceptions ohirol and ownership. As Middleton (1977) shows,
traditional Aboriginal ownership of the land is a fundamentally different eqminto
capitalist private ownership, which is based on alienation and commaodification ofdhe la
(capitalism and alienation wilbe discussed in more details further in the chapter).
According to Middleton, “Aboriginal ownership of the land was collective and inddiena

land was held by a group which was a unit continuing over time from the eternal past
through generations into an infinite future” (p. 14). Furthermore:

A particular group owned an area of land, lived upon it, used it for they were
economically dependent upon it and the natural resources in it, and their rights
were recognised by members of other groups and were acknowledged when
strangers made some form of payment if they needed to hunt or live on or

sometimes even to cross(Middleton, 1977, p. 14)

This clash between different perceptions of ownership and control is not unlike the clash
between the social detemants/PHC advocates and that of mainstream/biomedical
focused perceptions. This clash is illustrated even more clearly whenawenexthe way

in which the social and political structures, which resulted in the disintegration of

2:Koorie’ often refers to an Aboriginal person from southeastralia (Bangerang Cultural Centre, nd).
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Aboriginal society and ladth, were constructed.

Massacres, smallpox, missions, and cane toads: Colonialism and its influence on people’s
health

The following paragraph, taken fronPécturesque Atlas of Australi@&arran, 1974/1886),
tells of an expedition, led by explorer Frederick Walker, in Queensland. Thisonge
paragraph captures some of the prevailing attitude of settlers and exprensls
Aboriginal people at the time: a combination of strong paternalism, ridicule, andca bas

disregard for peoples’ lives, often presented with a thin coat of hypocrisy:

His party started on September 7th, 1861, from Bauhinia Downs on the Dawson
River, and proceeded norkesterly, via the head waters of the Alice and the
Thomson. Walker’s party, of course, comprised some ofiéislf -the New South
Wales natives and as the open downs stretched out on every hand, day after day, a
Murrumbidgee black remarked that there was “no t'other side to this country.” It is
painful to record that Mr. Walker, so remarkable for his frienaljations with the
blacks, was, during this expedition, peculiarly unfortunate among explorers in
being compelled to defend his party. On October 30th he was brought into collision
with the natives, and had the grief of killing twelve, besides woundinga ¢
number. Just a week later he had again to fight, but the numbers of the slain are not
recorded. This occurred on a river which Walker named Norman. On November
25th he arrived at its junction with the Flinders, and came upon tracks made by
Burke. TheNorman does not join the Flinders, but allowance must be made for
imperfections and confusions in geographical nomenclature which was only in
course of creation. On December 1st he had again a conflict with the blacks on the
Leichhardt River, and just three months and twelve days after his departure from
the Dawson he arrived at Captain Norman's dep6t on the Albert Rp@r.340

341)

According to Saggers and Gray, from the settlers’ perspective, “Abesigiere believed

to be truly nomadic without significant attachments to place” (1991a, p. 65). Such
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simplistic concepts ofiomadity(Nichols, 2004) served as a main ideological justification

for terra nullius an empirical English legal term that expressed the view of Australia as
unoccupied. Similar misuse of these two concepts, nomadityeared nullius appear in
other settlesstate contexts, such as the labelling of Bedouin in Israel/Palestine lj¢iftac
2006).

Massacres were a significant part of European expeditions through Ausirghe first

years of invasion (Sykes, 1989; Saggers and Gray, 1991a; Reynolds, 1998). Saggers and
Gray note that the “egalitarian social organisation” of Aboriginal sesietwas a
disadvantage when it came to the marshalling of military forces” (1991a, p. 65)oRape
Aboriginal women, which was recently recognised as a war crime under such
circumstances, was also practised (Saggers and Gray, 1991a). SyKessdstai of the
context of the killings: Many whites slaughtered Blacks to drive them off their traditional
land. Blacks were also killed in retaliation for spearing cattle or otherwise &tignp
‘share’ in the white food, and for ‘trespassing’ on their traditional food gatherea”
(Sykes, 1989, p. 188). Other practices of the colonialists included poisoning waterholes
(Sykes, 1989) and even giving poisoned bags of flour (Middleton, 1977, Sykes, 1989).

Yet massacres and direct confrontations were not the only, and perhaps not evaimthe m
direct contributors to deaths among Aboriginal people follgwinvasion.A British
Parliamentary Select Committee on Aboriginal TrifE837) report includes many insights

into the effect of contact and colonisation over Aboriginal people and includes some
concepts and themes that are still relevant tollay.as®rted that “[ijn the formation of
these settlements it does not appear that the territorial rights of the natives were
considered”. The report mentions ‘demoralization’ of Aboriginal people (p. 1®), a
acknowledges that “many natives have perished byaheus military parties sent against
them” (p. 10), though “it is not to violence only that their decrease is ascribed” (F.ht0)
report includes a quote from the testimony of Bishop William Grant Broughtosijripke

serving Bishop of Australia of the Church of England:

They do not so much retire as decay; wherever Europeans meet with them they
appear to wear out; and gradually to decay: they diminish in numbers; they appear
actually to vanish from the face of the earth. | am led to apprehend that within a

very limited period, a few years... those who are most in contact with Europeans
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will be utterly extinct- | will not say exterminatedbut they will be extinct... Those

in the vicinity of Sydney are so completely changed, they scarcely havarthe sa
pursuits now; they go about the streets begging their bread, and begging for
clothing and rum. From the diseases introduced among them, the tribes in
immediate connexion with those large towns almost became extBishop
Broughton, quoted in: Aborigines Protection Society, 1837, pd1)0-

The detrimental effects of the colonisation of Australia resonate syrémgh those words.

The quote also reveals that even in the early days of colonisation there eaisation

that the effects on Aboriging@eoples were devastating, and far exceed those of a military
defeat in a battle over territories. Introduced diseases spread quicklylleddriany. The
myriad of introduced species of flora and fauna, many of which were brought in order to
change Austiga to a more European environment (Sykes, 1989), proved detrimental to
local ecosystems, which were integral to Aboriginal economies and hedkh first
recorded smallpox epidemic among Aboriginal people occurred in 1789, which, according
to Saggers antray, is “estimated to have resulted in the death of some 50 per cent of
Aborigines” in areas around Sydney (1991b, p. 384). Yet, according to Anderson, “[t]here
IS some argument as to the type of health problems which existed in tbenpzet era”
(Anderson, 1988, p. 9). With this, Anderson notes, "[ulndoubtedly infectious diseases such
as smallpox, measles, influenza and whooping cough were unknown at this time, since
these epidemic illnesses killed massive numbers of Aboriginal people in gems of
colonization” (Anderson, 1988, p. 9).

A key reason for the destruction of much of the hugtgherer economic possibilities is

the development of the pastoral industry, which became a leading industry for thesoloni
(Reynolds, 1987b). The pastoral industry was dependant to a large degree on the
exploitation of Aboriginal peoples’ labour (Taylor, 1997; Saggers and Gray, 1991a). The
actual use of sheep grazing in Australia also proved detrimental. The shquegiembmith

native animals for pasture areas, and sheep owners tried to exterminate native fanimal
that reason (Middleton, 1977). Native animals, such as the Woolly Kangaroo, were
important sources of meat for the hurgatherer societies, and when they tried to hunt
sheep instead, sheep mavs often retaliated by killing people from local Aboriginal groups
(Middleton, 1977). Apart from sheep, the growing of wheat also required vast tfacts o

land, from which local populations were driven out. As a part of this process, largmsyst
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of fencees were constructed. The cumulative effects of such measures on theghatimesr

economy were devastating (Saggers and Gray, 1991a).

As Sykes demonstrates, these experiences carry their effects on peoplasinsoadd

health even today:The remnarst of Aboriginal tribed were herded together on Reserves,
decimated by introduced European diseases, and under the supervision of white Reserve
Managers and Governmerthe Aborigines were educated to eat the poorest possible
European diét (Sykes, 1989, p. 188, emphasis in sourdd)e reserves were even

described as “concentration camps” (Gilbert, 1988/1981, p. 23).

During the nineteenth century, with the rapid ethnic cleansing of large p@sstoélia in

mostly the fertile soutleast, policies of theolonies towards Aboriginal people were
characterised as ‘smoothing a dying pillow’ (Middleton, 1977, p. 65), as most of the
Aboriginal population had indeed perished within the first few decades of colonialisin

a complete extinction was seen as iteMe (Anderson, 2007). Missions were erected by
churches near reserves, which indoctrinated survivors into Christianity. Fuoy, mhe
consequences included the loss of both country (original area) and culture (with both the
economic basis and cultural determinants such as language, mythologies, and social

structures):

Mission and government settlement superintendents were granted magisterial and
other powers and administered laws controlling employment, Aboriginal
marriages, miscegenation, maintenancecbfldren, care of minors, education,
compulsory action in case of leprosy, venereal and some other diseases, the supply
and consumption of alcohol, possession of firearms, the removal of Aboriginal
“camps” near towns, the enforced transfer of people to and from reserves, control
of property, and the suppression of so called *“injurious customs” (with
missionaries quite free to decide which traditional religious and social customs
fitted into this categoryjMiddleton, 1977, p. 66).

One of the practices omissions, which today is perhaps considered as their most

notorious, is the practice of child removal, which led to generations of children raise

3 Regarding the use of the teriribes, according to Middleton (1977), “this division into tribes is a
European imposition using labels or terms that were taken from othtexts- for example, from the North
American Indians who had a more advanced economic and social struct@eJ. (p.
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outside of their original families and cultural context (also knowth@stolen generation

It began in asystematic way in about 1883 in NSW (Read, 1981), and across Australia
similar policies lasted at least as late as 1970 (National Inquiry into the Separation
Aboriginal and Torres Strait Islander Children From Their Families, 199i8se policies
correspond, both in attributes and in chronology, with policies of child removal in other
settlerstate contexts, such as Canadla. Canada, Aboriginal children were sent to
“governmerisponsored residential schools” run by various churches between 1892 and
1969 (Archibald, 2006, p. iii).

The introduction of the Capitalist mode of production, the metabolic rift, alienation, and
health

The violent introduction of capitalist economics in colonised countries destroyed
indigenous economic systems, and forever changed the economical basis of indigenous
cultures (Bedford and Irving, 2001). This process, which was briefly overviewed in the
previous chapter, includes many different intertwined aspects. Two of thesésamethe

metabolic rift and, consequently, alienation.

According to Saggers and Gray, “[f[rom all accounts, Aborigines were not partycul
attracted to the capitalist mode of production” (1991a, p. 60), and only minimally
integrated into it. Consequently, the idea of ‘proletarianising’ Aboriginal peoptae

early period of colonisation did not gain much support, as Pastoralists focused on land
acquisition, and the convicts supplied sufficient cheap labour (Middleton, 1977). When
convict labour stopped arriving from Europe in 1868, “slave labotiie form of Pacific
Islander kidnapping from their homes provided the necessary labour for the sugar cane
industry in Queensland” (Saggers and Gray, 1991a, p. 61). When Aboriginal peopte starte
to slowly join the pastoral industry, they were often exploited, and issues of sijgs w

(Taylor, 1997) remain unresolved today.

The trauma of enforcing a capitalist economy in Australia should not just benberes
as an event of the past, but as an event that started in the past and is not yet resojved. Ma

Indigenous people still try to exist in the margins of the Australian typeidile being
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largely alienated from it. The alienation of Aboriginal people from Alisin society is

such that some suggest that Aboriginal people suffer from a separate type by pove
Australia today, which differs even from the poorest layers of the workass ¢Walter
and Saggers, 2007).

Colonialism and the introduction of capitalism in Australia, with all the social and
environmental changes which it entails, has also brought what Foster (1999; 2000) has
termed thametabolic rift—the alienation of human society from their natural environment,

a necessary outcome of the capitalist mode of production. This alienaaiascan actual

rift in the earth‘'s metabolismgs resources are being exploited in a way which cannot be
fully reproduced (Foster, 1999). The colonisers had left Europe in the midst of the
industrial revolution, after an inherent process of alienation from nature. People in
Australia, however, did najo through the process of industrialisation, but were suddenly
forced into the outskirts of an industrialised society. It is within this context &sa

Saggers and Gray observe:

Many of the changes to the health profile of Aborigines during this penodred

those of large sections of the European peasantry who in the eighteenth and
nineteenth centuries had been transformed by capitalism into a surplus population
enduring both malnutrition and stress-related diseafe391b, p. 384)

The alienatiorfrom nature is but one of several types of alienation in modern society, yet
one that is critical in the Aboriginal context. The indigenous communities in ssttites
suffer from the same sort of alienation as other workiags people, yet colonialisadds

a more profound element of alienation. The metabolic rift did not exist in the hunter
gatherer economies of poelonial Australia, and the sudden introduction of an
industrialised economy in which the alienation from nature (as well as betweer)psopl
advanced is a highly destructive experience. Thus, Aboriginal people ofteneexperi
multiple types of alienation: from country, from culture, and in the missions, often from
family, language, and religion: “Aboriginal religion is fundamentally a uniopeple,

land and spirit... Alienation from traditional territory and the sacred sitdsnwihat
territory frustrated attempts by Aborigines to maintain [that union]g¢®e and Gray,
19914, p. 68).
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This concept of metabolic rift and some o éffects may appear under different names

and descriptions among different writers about the Aboriginal experience. Myuidge
example, observed thdftlhe root cause of these ‘diseases of development’ can be

summed up in the wordsss of contrdl (Trudgen, 2000, p. 8; emphasis in source).

For most people, health and medical services are some of the spheres ialighaion
may be felt at its strongest (Macdonald, 2005; Yuill, 2005; Crinson and Yuill, 2008 |
Aboriginal context, this alienatio corresponds with several other sources of alienation.
This is a significant part of the Aboriginal experience. These alienateonbe observed in
the way in which the history of colonialism affects Aboriginal health today.

Colonial legacies, racism, class, and health

It is in this context of a colonial process in which local, state, and later fédestaalian
apparatus developed. This power relationship between Aboriginal peoples andl¢he set
society can be observed in the context of racesckasd the legal system. All of these
processes affect people’s health in a myriad of direct and indirect wayksnbwiexplore
some of the ways in which these colonial legacies influence people’s haddth The
process of the destruction of the hergatherer economies drove survivors into the
outskirts of a new Australian capitalist economy. Racist concepts, coupleddedp
poverty, assigned Aboriginal people to a role which can be described as Hegingf t
‘Australia’s untouchables’ (Gilbert, 1973, p. 15).

The notion of racism in the Australian context is not unrelated to the notion of racism in
other formercolony states. An interesting insight into the use (and misuse) of racial
concepts in the public discourse is offered by Fields, writing in the context Afrtban-
American experience in the United States (1990). According to Fieldspratid not
enable slavery, but was rather a result of slavery. It is the particulandakynditions

that enabled slavery, and racism was born out of this historical context. Furthermore
according to Fields, race as a concept exists today because it is activebe@drasten by
people of ‘good intentions’, who may use discourses of ‘difference’ and divéFséids,

1990, p. 118). In other wordse must be mindful of what isehindracial differentiation,
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and not see racism as a phenomenon that exists separately of a material lcoRtebds’

own words:

Nothing handed down from the past could keep race alive if we did not constantly
reinventand reritualize it to fit our own terrain. If race lives on today, it can do so
only because we continue to create andneate it in our social life(Fields, 1990,

p. 118)

While Fields wrote from the AfricaAmerican context, this concept is pertineéotthe
Aboriginal experiences in Australia. The experience of ‘race’ changes fromeareatjon

to another, in ways that correspond with the seconomical conditions of Aboriginal
people. So profound is the influence of racism, that Larson and others (2007) show that

experiencing ‘interpersonal racism’ is a significant determinantaittnép. 326).

As a result of the totality of the colonial experience, traditional healing pFactichich

were developed by pieolonial huntergatherer societies, we often unable to address the
new challenges. While until the 1960s very little attention was given to Abdrmgoale’s

health as a distinct issue, access often remained either very hard osilbblg@dsccording

to Saggers and Gray, “Mp]the early 19@s many health professionals had begun to
recognise what Aborigines themselves had known for a long-itm&t mainstream health
services had failed Aboriginal people” (1991a, p. 1#)en when general healtare
services slowly became more accessible, the medical system often lackeetterl n
consciousness of the deep connection between the individual and her/his community,

nature and country (the importance of context in health was explored in chapter 2.1).

This legacy and history of colonialism, wiits complex race and class relationships as
well as the different relationships with the natural environment (the metabolichaft,
affected the shaping of Aboriginal perceptions of health, in a way which diftersthe
mainstream biomedical apprda@nderson (1988) has compared what he identifies as the
‘Koorie approach’ to health, which developed through bothcplenial societies and
colonial experience, with the biomedical model. By countering the two, Anderats hi
that what he calls the ‘Ko® approach’ to health is strongly tied to the social determinants
and PHC approaches. In fact, if we look at a variety of cultural perceptionslibf, tiea

western approach, which relies mostly on the biomedical model, differs cagmifi from
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a variety of other cultural approaches.

In his book about Aboriginal heatinorkers, Genat describes how these different
perceptions of health are reflected in the experience of Aboriginal tveaikers (the
development of the role of Aboriginal healttorkersin communitycontrolled services is
explored in chapter 5.3):

Healthworkers find that the oppressive social context experienced by Aboriginal
people over generations continues to overwhelm clients and their families. Legacies
of exclusion and oppression are a major challenge to their effectiveness, and one
consequence is a pervasive mistrust of doctors, nurses and health institutions.
(2006, p. 51)

Table 1: the ‘Koorie approach’ vs. the ‘Biomedical approach’ to health

Koorie Approach Biomedical Approach

Causation Serious disease is a result of what is off The body is seen as a machine which m
labelled as magisupernatural influences of malfunction. Reductionist approach, in whigh
breaking of food and social taboos. microbes and risk factors are teh to
understanding disease processes.

Context of | Always public, the individual is seen in th| Diagnosis and therapy centre on the individu
the sick | context of their social and spiritual world. | Role of social/physical environment seen & p

individual outside the practitioner’s sphere.
Therapy Bush medicines used unless illness | Mechanical intervention (either surgical ¢
serious or chronic which then involves medical) continually refined with

intervention of a social or spiritual nature. | technolodcal advances.

Context of | A part of a wider set of ideas from which | Medicine is a branch of western knowledg

Beliefs is very difficult to separate. with its own language and culture
Control Minimal degree of special knowledge - Doctor centred and controlled.
hence it was accessibte all. One or two| - Professional hierarchies with refine

individuals in a community have special knowledge and power at higher levels.
understanding of spiritual/social factors of
illness.

(Anderson, 1988, p. 10)

In the next section, | will review some of the resulting historical issues witthlssavices
for Aboriginal people in Australia.
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Health services, accessibility, policies, and Aboriginal people

Throughout the experiences of survivors in missions andvesseihe health services were
an integral part of the colonial process. These were based strictyestern medical
perceptions, and had continuing accessibility issues for Aboriginal people.

During the early 1920s, a few ‘Aboriginal hospitals’ were established, althihege were
reported to be far from sufficient. Saggers and Gray (1991a) provide a descriptieseof t
facilities:

the term ‘hospital’ is probably rather elevated for what were often little more than
tin sheds in which Aborigines received the most rudimentary of treatment.
Sometimes they were luckier, and inherited obsolete European hospitals as new
buildings were established. Until about the 1930s Aborigines had no access to

other than Aboriginal hospitals in many parts of Austra|@a.123)

Although accessibility was supposed to improve over the next four decades, the
establishment of services often proved insufficient in improving the health staiomseiK
(1978) observed during his work at Bourke in the early 1970s that:

Although there were ample health services theoretically available to the Aboriginal
people, they were mainly being used only when an illness reached such a stage of
severity that hospitalisation was indicated... The major reasons for the
ineffectiveness of health @afor this Aboriginal population were, first, the cultural
chasm between the providers and the potential consumers of health care, and
secondly, the inefficiency of the health delivery services themgilaesien, 1978,

p. 196)

These observations by Kamien resonate in Anderson’s (1988) observation of whatshe refer
to as the ‘sciocultural determinants’ which affect access by Aboriginal people dtthhe

services:
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e The conflict between the dominant western philosophy of the service provider and

the cultural background of the patient

e The failure to utilize (even undermine) the strong kinship networks which are an
important part of Aboriginal culture

e The authoritarian nature of the Doctpatient relationship, which when
compounded by previous bad experiences with othe/Aboniginal professionals,
serves to intimidate Aboriginal people

e The alienation which an Aboriginal person feels in an environment largely made up
of people who have had little contact with Aboriginal people accentuates the
helplessness mmally felt by sick people.
(Anderson, 1988, pp. 108-109)

Another key contributor to alienation in the Aboriginal context is the question guiidge.
Language affects the entire range of contact between the colonisers and thgedoloni
Health servicesre but one of many institutions in which the issue of language is very
significant.

For some, such as the Yolngu people in Arnhem Land, English may be a fifth or even sixth
language, which, according to Trudgen, “leaves them severely intellectuaifynaised

in the dominant culture’s world” (2000, p. 8). One of the various implications of this is that

“some Yolnu wait years to understand what is making them sick. Many never find out” (p.
8).

While for some, not knowing English can create serious pmublen Anglecentred
Australia, for others, knowingnly English is a serious hardship. In the major cities of the
east coast, many Aboriginal people were completely alienated from theiratidnao
linguistic background. As many are a part of #ielen gnerations many cannot speak
their own native languages. Without language, the complex political and legahsyst

different peoples were destroyed.

These issues have been exacerbated by the fact that, for many Aboriginal treople,
mainstream healtbervices remained inaccessible at the time, physically and/or culturally.
Even when Aboriginal people did go into a hospital, they were often subject to demands
for cash in advance (Foley, 1991) and made to wait in segregated waiting areass(Sagg

and Grey, 1991a)lssues of accessibility to health services were described even in the
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1980s as based on “severe Aboriginal alienation from the basic medical "system

(Thomson, 1984, p. 944%wan describes this institutional alienation, and ties it with issues

of interest to the social determinants of health:

For Aboriginal people, contact with European culture has been characterised by
the denial of access to public facilities, to adequate housing, to education (even
exclusion from schools), to economic power or resources needed to play a

meaningful role in the new culturéSwan, 1988, p. 13)

A key element of this alienation was the way in which the medical system rédghed®le
of Aboriginal people in the health delivery process. As Kamien observed fiem h

experiences in Bourke in the early 1970s:

Perhaps the greatest lack of direction was due to the lack of consultation with

Aborigines about their felt needs and their opinions about the sort of health care

that they might want and therefore be prepared to help organise. At all levels

Aborigines were regarded both directly and by implication as passive objects who

were expected to accept the results of any planning decision which was thought
would be of benefit to their health stat(lksamien, 1978, p. 202)

This alienation from health services meant that, as was written in a 1973akegpottthe
state of Aboriginal people in Sydnéyt is clear that many Aboriginals do not use existing
health facilities. While these may well be generally adequate égodpulation as a whole,
they are not serving the real needs of many Aboriginal families” (Sk®i8, vol B sec-8

3. for a more detailed discussion of the report, see chapter 4.4). This remairabatkele

to improving Aboriginal people’s health even today, and was a focus of the Aboriginal
health movement. In fact, it was such stories of underutilising medical serthae
instigated the construction of the first Aboriginal commuaitytrolled health service
(ACCHS), in Redfern in 1971, as will be mainly discussed in chapter 4.3.
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Aboriginal rights movements, land rights, self-determination, and the 1967 referendum

In the introduction to his seminal bodkWhite Man’ll Never Do JtKevin Gilbert writes:

Ever since the invasion of our country by English soldiers and then colonists in the
late eighteenth century, Aborigines have endured a history of land theft, attempted
racial extermination, oppression, denial of basic human rights, actual and de facto
slavery, ridicule, denigration, inequality and paternalism. Concurrently, we suffered
the destruction of our entire way of |Hespiritual, emotional, social and economic.
The result is the Aboriginal of twentieth century Australia man without hope or

happiness, without a land, without an identity, a culture or a fu{i&/3, p. 2)

The creation of Australian federalism in 1901 enshrined the role of the States gingana
Aboriginal people. Under these arrangements, most Aboriginal people dichinofud)
citizenship status, until changes occurred in the 1950s to the 1970s. These changes were
made separately and under different circumstances in each-statene by direct
legislation, some by bureaucracies and policies (Chesterman, 2005). Howevasiithe
issues that most Aboriginal peopbeéd in their everyday lives were far deeper. According
to Attwood and Markus, “[d]uring this time, Aboriginal communities were oppresged b
Protectors and Protection Boards that variously tried either to push Aborigimes int
supervised reserves or to disge them into the white Australian society, thereby
threatening their land holdings and families” (1999, p. 58). Around the 1930s, a few
Aboriginal people started to organise together with white supporters, nsaigkyng civil

rights and equality. A key event in the construction of this new movemenhe/sstoric

Day of Mourning and Protesin January 26, 1938, Australia’s national day (marking 150
years since the start of colonisation in 1788\ ustralia Hall at the centre of Sydney. The
conferencewas organised by one of the leading Aboriginal rights groups at the time, the

Aborigines Progressive Associatighttwood and Markus, 1999).

In a statement released on the day, two of the leaders of the movement, Jack Batten an
William Ferguson, attemgtl to explain the situation that Aboriginal people were facing at
the time. One paragraph in the statement focuses on the national aspect of tibe,situa
and is revealing, both of some of the demands of the movement and for the way the

arguments for thesdemands were framed, seeking support from the wider Australian
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community:

If ever there was a national question, it is this. Conditions are even worse in
Queensland, Northern Territory and Western Australia than they are in New South
Wales; but we ask New South Wales, the Mother State, to give a lead in
emancipating the Aborigines. Do not be guided any longer by religious and
scientific persons, no matter how well meaning or philanthropic they may seem.
Fellow-Australians, we appeal to you to be guided by your own common sense and
ideas of fair play and justice! Let the Aborigines themselves tell you what they
want. Give them a chance, on the same level as yourselves, in the community. You
had not race prejudice against us when you accepteechatés ad full-bloods for
enlistment in the A.l.LF. We were good enough to fight as Anzacs. We earned equality
then. Why do you deny it to us no{iPatten and Ferguson, 1999/1938, pp. 84-85)

It took more than twenty years after this before fundamental changdsongidal civil

rights started to emerge in the different states. The main legislativgeshdrat paved the

way for formal equality started in the mid 1950s, when the WA government allowed
freedom of movement to Aboriginal people in 1954, followed by Victoria in 1957, which

in the same year was the first state to allow Aboriginal people to purattad®l outside
reserves (Chesterman, 2005). Of the states and territories that l¥dvoreginal people

from voting by law, Western Australia, the Australi@apital Territory, and the Northern
Territory scrapped the bans in 1962, while Queensland scrapped it in 1965. Despite this, in
Queensland some rights such as the freedom of movement and the right to control personal
property were only gained in 1971 and 1975, respectively (Chesterman, 2005). Throughout
his book, Chesterman shows how these achievements were gained by continuoak politic

actions, and were not handed down by governments (2005).

It is in this context that, in 1967, a referendum was called, and passed, on the amendment
of two articles in the Australian constitution, which effectively kept Aboggielated
policies in the hands of state/territories. Thig, 1967referendum, in the words of Taffe,
“created a community expectation that thdfare of Indigenous Australians was, morally

as well as fiscally, a responsibility of the Commonwealth” (2005, p. 122). Thetatipes

often exceeded the scope of the actual changes to the constitution on whichréme uefe

was based (as shown by Chesterman, 2005, and Rowse, 2000, among others). According to
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Anderson, the referendum shaped the nature of the political process around Aboriginal

issues since:

one direct consequence of the 1967 referendum result was that it was now possible
for Aboriginal political processes to address claims to the Commonwealth level of
government. Eventually, this would lead to a consolidation of national political
processes in Aboriginal affairs, and the development of specific national indigenous

institutional structure to advocate or manage these proceq26€3, p. 229)

The 1967 referendum created much hope for a change in conditions for many Aboriginal
people (Sykes, 1989). The Commonwealth was expected to take a more direct
responsibility for the condition of Aboriginal people, which until that time was under a
almost complete discretion of the States. After gaining freedom of movement th&ing
previous decade in most states, the prospect of leaving the missions in hope of better
opportunities in the major urbarentres together with the rural recession at the time
(Briscoe, 1974) and major relocation schentstdrsLittle, 2000) encouraged many to
migrate to large cities. According to Foley (1991), “the Koori population ofricitg
Sydney went from approximately 4000 in 1966 to about 35 000 by 1968” (p. 5). While the
source of the figures is not clear, another assessment, though much more conservative i
terms of actual numbers, also shows a large migration to-aiiyesuburbs of Sydney at

the time: a survegonducted in 1972 estimated at least 9,000 Aboriginal people resided in
innercity suburbs at the time, out of which 60% moved to the city within the ten years
leading to the survey (Scott, 1973). Similar patterns occurred in other major urba&s centr
at the time, including Melbourne, Adelaide, Brisbane (Gray, 1989), and Perth (Howard,
1977).

The cautious hope for significant social change and improved conditions following the
referendum was quickly replaced with disillusionment. The same period saldensrise

in political movements around the world, including Australia, many catalysethdoy
Viethnam War (Clark, 2008). The upsurge of urban population in Australia created a
platform for mass action. Particularly, Redfern became a scene of politiadreags for
many, “the Black heart” of “an intellectual revolution” (quoted in: Hulsker, 2@031).

The civil rights movement evolved into the land rights movement, which emphasised the
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demand for land rights and economic independence as the basis fi#tsatfinatiofi.

Other core issues and demands of the land rights movement were redefined in the context
of selfdetermination as a basic condition for progress. The emerging Aboriginal land
rights movement saw an upsurge in the early 1970s, “culminating in the legendary
Aboriginal Embassy protest” (Foley, 1991, p. 9) of 1972. Moreover, one of the main issues
that Aboriginal activism focused on was health, as awareness was startil@yeiop
nationally about the extremely poor health of many Aboriginal people (BatidtBoffa,

2005).

One of the outcomes of the referendum and the reaction from social movements saw the
creation of the Commonwealth Office of Aboriginal Affairs by the McMahon gowent

in 1971. It was not until the election of the Whitlam government in 1972 that the office
was expanded to a full Department of Aboriginal Affairs (DAA), which,oading to
Saggers and Gray, wdsharged with implementing the government’s policy of self

determination for Aborigines” (Saggers and Gray, 1991b, p. 390).

A key element of the emerging land rights movement at the time was the concept of sel
determination, and the forging of aoriginal identity. For many no#\boriginal people,

the termAboriginal identitymight bring to mind the remnants ofegrolonial cultures and
narratives. Yet, as discussed previously, these cultures were only grouptbeértogeng

the shared experience of being forced intcAloriginal construct within the new settler
state structures. Therefore, the (pan) Aborigidehtity is itself defined by the traumatic
common experience of colonialism. This logic of satiancipation was well articulated by
Gilbert:

To whom do we turn to justice? The heads of white society? Do we humbly beg the
thief to act as judge? Do we a#ke grazier, who fattens his cattle, his family, on
land that was robbed from us in the most dastardly manner, for the return of our
rightful property or at least a viable land base and reputation throughout
Australia? No. It is not logical to expect a tyrant, a thief, to relinquish his unlawful
gains.(Kevin Gilbert, 1988/1981, p. 24)

“ It is important to note that the demand for land rights has been a fundhd®mand that is as old as the
dispossession of land itself. In this thesis, the term ‘land rightsmemtemostly refers to the rise in activism
around land rights in th£960s1970s.
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One of the demands of the land rights movement was that the Australian ajastehe

rent’, and compensates Aboriginal people for invasion and occupation (McGuinness and
the Victorian Aboriginal Health Service, 1988). Similarly, a common argument tihem
movement was that “[l[Jand Rights is partial compensation for the Apattikeigractices

of Australia’s colonising governments” (Dodson, 1988/1985, p. 285). Funding of
Aboriginal organisations was perceived by the movement as one way to start cdmgensa

Aboriginal people, or ‘paying the rent'.

Health, then, was at the heart of the land rights movement, and was even considered a key
part of it. According to Saggers anddy, ‘[w]ith the possible exception of land rights,
health has been the issue that has most galvanised Aboriginal communitie®nd ac
(1991b, p. 403). Land rights themselves have even been recently identified as a health
determinant (Watson, 2007). The case study for this thesis, the ACCHSs mqvement
developed out of this exact struggle, the struggle for health in the context -of self

determination and land rights, as manifested in the early 1970s.

Aboriginal communities today: definitions and debates

Just as the concept of Aboriginality itself is a western construct, aricoity’ is also a
western construct, a social formation into which Aboriginal people were afteed. Yet
ever since the establishment of such communities, much of theéesetfination struggle
was centred on them and the communities themselves became an integral part of the

Aboriginal identities. As influential writer Mudrooroo describes:

‘Community’, with its derivation from ‘common’, implies a single social entity,
thinking and acting along the same lines through some mysterious process of
consensus. The word is too often applied to a supposed unity of individuals or
groups, without taking due account of differences of class, race, or sex. In
particular, when we examine the Indigenous community we find that instead of
forming a bland amorphous and anonymous mass, it is as diverse and complex and

fractious as any othe(Mudrooroo, 1995, pp. 76-77)
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Similar critical sentiment was expressed by Liamputtong and others (2008)sserted
that the term community “can serve to conceal differences between people and hence

obscure minority interests” (Liamputtong et al, 2003, p. 10).

The concept of community in its essence revolves around personal connection,
participation, and a sense of camaraderie. According to Liamputtong ans, otleeterm
community “reflects a view of the world that is constructed by the people thesisihey

feel part of a collective. In this sense it cannot be imposed bureaucrat{tadyiputtong

et al, D03, p. 10).

Cummings adds an important perspective to the definition of community, as she
emphasises the role of family ties, which add a transient aspect to the adbegleixa

definition of an Aboriginal community. According to Cummings:

Aboriginal community is about relationships. This is so important. Aboriginal
people connect through the kinship system. It's not only a blood line, it is also about
those particular levels of responsibility. Family relationship gives you a particular
place within tle extended kinship, but it also gives you your totem, and then who
your totem is also gives you that responsibility. And your totem tells you the
responsibility you have to countfCummings, quoted in: Taylor, Wilkinson and
Cheers, 2008, p. 46)

A critical analysis of the use of the term community was presented in 2000 by [Pifers-
PetersLittle traces the development of what she describes as ‘the community; gathe
abuse of the term community in the mainstream political sphere, developed th&ing
Whitlam government:

The term was used to enable the government to distribute funds for welfare
programs and the delivery of services to Aboriginal people. It was seen as the
medium which would automatically be culturally appropriate, democratic,atnd

the same time politically and socially acceptable to the majority of Australians.
Since that time Aboriginal people across Australia have become so good at playing

the ‘community game’ that many have begun to beliePétersLittle, 2000, pp.
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13-14).

It should be remembered that, however artificial the creation of a socialstrgoch as a
community may be, the struggles which were forged around these communitied pour

real identity content into the concept of community for many of the participantact,

this is precisely the way in which national identities are often form#dough a joint
experience of oppression, which unites the participants in forming a new joint identity.

the Australian context, as lan Anderson defines it, “[fjasis of community is created by

this perception of commonality, as well as a sense of being differenstorctive from

other groups of people in Australian society” (1988, p. 25). Yet it should also be
remembered that, in the words of Petatde, “romantic view of ‘community’ is what

some have described as the type of romanticism that one can afford to have when they

don’t have to live in the community” (Peters-Little, 2000, p. 18).

2.3 Community control

The concept of community control staratsthe heart of this thesis. The term itself though
may be interpreted quite differently by different people and groups. The spm=aitiexts
of different struggles for community control will inevitably affect thecegtion and
definition of the term. Tis section starts with an exploration of some existing definitions
of the term. It then explores the economic issues, which are inevitably adtieohreal

world attempts at establishing communtiyntrolled spaces.

The section will then discuss the concept of community control in two other key tsontex
that are relevant to the case study of this research: community control aittaduatext,

and issues in national groupings of commugityntrolled organisations. The chapter will
then finish with aroverview of some other experiences around the world with community

control in a health context.
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Defining community control

Defining a term such asommunity controlis not an easy task. While local self
emancipation is a fundamental part of progressive, liberation and/or revolutionary
movements around the world (as discussed in the health context further in the ctrepter)
difference of the local contexts are too significant to give a true gloffiaitibe of the

term. Another implication of the local complexities is that the very terminology iy likel
vary — meaning that the phenomenonaammunity contromight be termed in different
ways as a result of local contexts of struggles. Similarly, the éemmunity controitself

may have differenmeanings in different contexts. In fact, even in Australia some of these
different contexts might mean that community control, as understood in Abbrigina
communities in urban centres, might be irrelevant to remote communities for example
(Trudgen, 2000Q) This may create very different experiences under the same label of
community controlHere, | discuss several definitions of community control, articulated
from both the Aboriginal Australian context and other international contexts. In the
discussion chapter (and specifically 8.1), | will revisit the question of definiof

community control, in light of the findings presented in chapters 4-7.

The concept of community control, in the Indigenous Australian context, develaqpmed f

the selfdeterminationmovement discussed above. According to Fagan, “[clommunity
control was a popular political sentiment of the left worldwide in the 1970s. It weama

often loosely used but tending to refer to community action not initiated by Gowdrnme
and not run by professional bureaucracies” (1990, p. 27). Boughton commented that the
development of communigontrolled social services by Indigenous communities in
Australia fundamentally shifted local struggles. According to Boughton, comynunit
controlled organisations “moved the conflict over power and resources to a diffeeint le
beyond campaigns around workers’ rights or even land rights, to the whole question of

selt-determination and governance” (2000, p, 22).

An organisation’s commitment wommunity contrglhowever the organisation defines it,
adds another layer of complexity to both its operation and its scope. Nassi (1978a. 1978b)

addresses such services that do make this commitment. Nassi offers dppelenbdel,
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which breaks down the different dimensions of commucatytrol. Despite the different

context of time and place, Nassi’'s work remains highly relevant to the case st

Nassi, who wrote in the context of a case study into commuaityrolled mental health
services in New York, focuses heradysis on the singlenit communitycontrolled health
service. She distinguishesmmunity controfrom other models of community’s input into
social servicescommunity involvemerand community participationWhile the last two
models are dictated ‘frormbove’ by the service provider (the state or otherwise) and differ
by the level of community input or participatia@gmmunity controprograms are defined

as having “control and powerthe real social power that comes from choice of programs

and from control of money and jobs” (Nassi, 1978a, p. 4).

Nassi's definition of the ternrsommunity controtelies on a growing body of work from

the preceding decade about the concepts of public participation. One of the most ahfluenti
works on this was presented by Arnstein, who offers a typology of different types of
citizens’ power, presented inladder of citizen participatiorf1969). The ladder includes
eight levels, grouped into three types of power, in ascending dxderparticipation
(manipulation, therap, tokenism(informing, consultation, placating), amitizen power
(partnership, delegated power, citizen conti@ljizen controlis presented at the top of the

participation ladder. According to Arnstein:

Demands for community controlled schools, black control, and neighborhood
control are on the increase. Though no one in the nation has absolute control, it is
very important that the rhetoric not be confused with intent. People are simply
demanding that degree of power (or control) which guarantees that participants or
residents can govern a program or an institution, be in full charge of policy and

managerial aspects, and be able to negotiate the conditions under which
“outsiders” may change then(1969, p. 248)

Nassi’s ideatype model of a commuty+controlled health service emphasises the crucial
importance of meaningful seffetermination through full control over all aspects of
running such service by an incorporated, democratically elected communityniggver

board. Its services should remared and open to all members of the community (Nassi,

1978a). The relevance of Nassi’'s model is seen when compared to the workingpdefinit
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of community controused by the case study’s current national organisation, NACCHO.

Table 2 presents Nassi’s idggpe model together with NACCHO's working definition of

acommunity-controlled health service

Despite the very different contexts, there are similarities between the tindioe$. Both
suggest an incorporated board, both reject the direct involvement of government, and both
must declare reliance on support and recognition of the community. The NACCHO

definition relies on identity, which does not appear in Nassi’s definition, due to the

different contexts of the definitions.

Table 2 Models of communitycontrolled health: two definitions

Nassi’'s ideatype of communitycontrolled health
service

NACCHO's working definition of a community
controlled health service

administrators and staff

Immediate cessation of health care facili
construction — pending review by a
communityappointed board

Publicly supported health careeliminating all
fee-for-service remuneratio

Health education programs for all members
the community

Total control of budget allocations, overa
policy, hiring, firing, salaries, construction, an
health code enforcement by the commun
worker board

Total support from community
extracommuity organizations

(Nassi, 1978a, p. 6)

° an(

e “Total selfdetermination in healtbare | “An Aboriginal Community Controlled Health
planning through an incorporate| Service is:
community stafigoverning board e Anincorporated Aboriginal organisation

e Removal of all outside appointe| e Initiated by a local Aboriginal community

de

Based in a local Aboriginal community
Governed by an Aboriginal body which i
elected by the local Aboriginal community
Delivering a holistic a culturally appropriat
health service to the Community which contrg
it.”
ofNational Aboriginal Community Controlled Healt
Organisation, 1993, p. 3)
|| Later additions: communitgontrolled serices:
Must not be controlled by Government “to arn
extent”
Must provide “holistic comprehensive primar
health care services”
(National Aboriginal Community Controlled Healt
Organisation2008b)

ty

D

S

—

Source: Nassi (1978a), NACCHO (1993, 2008b)

The dialectts of funding

Community control was described by Nassi as a potential dedlgied sword, with both

progressive and conservative possibilities.

Nassi

“dialectical in the sense that it embraces both conservative and radgsabiltties”

regarded community control
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(1978a, p. 11):

As a conservative force, community control could become preoccupied with local
issues, encourage local factionalism, become an exercise in “sociotherapy”,
become cmpted and bankrupt of its original intentions... With an éyward
radical social change, community control challenges federal intervention in the
formulation of local policy, invites health care reform by demanding consumer
accountability and upsetting professional equilibrium, provides a mechanism for
selfdetemination, and suggests an alternative model of government and social
decision making(1978a, p. 14)

When communities decide to establish their own services, the question of funding becomes
central to the question of community control. Except for a situation of open hostilitg by t
state or even warfare, the state (on either local or national levels) is oftemythmossible
source of such largecale grants. Yet relying on state funds may put the very basic
concepts of selfletermination and community control in jeopardy, as the funder is unlikely

to stay clear of the decisianaking process. The question arises: if the state provides the
funds, and inevitably intervenes to some degree in the decision making procedsstilbes i
constitute community antrol? At what point can we recognise the process amptioe

rather than liberating? Collmann offers a definition ofopdion (or ‘cooptation’) from an

Australian Aboriginal context:

Cooptation is part of the process whereby bureaucrats attempt tmeqarticular
historical conflicts to within their own fields of activity and to contain the
secondary conflicts generated thereby. From this perspective, cooptation may be a
critical aspect of the general concentration of the means of conflict adratrostr

in the hands of particular bureaucratic agencies, leading to the demise of some

agencies and the transformation of oth€i€81, p. 52)

In my view, the question of community control or-@ation should not be viewed as a
dichotomous, either/or definition. Arnstein’s ladder of participation offersessemse of
different stages of communigontrol/coeption (1969). Through the process of state
funding, communitycontrolled organisations enter a dialectical relationship with the state.

This relationkip can rarely be appropriately described as a ‘clean’ form of either, but
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rather as a commun#gontrol/coeption whole. The two competing concepts create the

whole in all its intricacies. A dialectical perception of commugitytrol/coeption is the
first step we need to take in order to have a fuller understanding of the procéssles, w

unfolded in the case of Aboriginal people in Australia, as | will explore in clsaftér

Community control in a health context

In the health context, community control over health services may represdointing fof
selfdetermination concepts from an existing social movement into new areas ofestruggl
specifically, health services. According to Waldram, Herring, and ¢otime “issue of
control is within the ralm of the political”, and in the Australian context, “represents the
legitimate aspirations of Aboriginal peoples to have control over the delofehealth
services within their communities, and control over the research that infornth heal
policy” (2006, p. 288). The use of directly political tools in the context of social services

represents to some extent the failure of the welfare state in addressingghese is

The welfare state is then further tested when groups who seek community owetrol
service delivery ask for funds. As previously explained, the state is often thesamnige

that can provide longerm funds for such projects. This relationship, between a movement
seeking to maximise their independence from the state through comioaoitylled
services, and the state, which is the only available source efdamgfunding, is the main
contradiction at the heart of the commusabntrolled services experiences in a

capitalist/welfare context.

This contradictory relationship of fundindfects all aspects of the struggle. One way to
theorise this relationship is as a dialectical commeueotytrol/cooption (following Nassi,
1978a) between the movement and the state: community control ati@o are both
sides of the whole experience tife movement, and cannot be simply understood as
either/or.

Another aspect of community control, which is especially pertinent to the heatdxt is

alienation, which was discussed in further details earlier in the chBjgt@th services are
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aliending institutions for most people, and marginalised groups often suffer greater

alienation from mainstream health services, as they often amplify alreasyngx
alienation from the colonial experience (Crinson and Yuill, 2008; Yuill, 2005; Seambl
2007. Community control, in theory, may address the cause of alienation, as people take

power directly and emancipate themselves from the existing systems.

Community control over health services, as it is a political act, may also helpt tee
socialand power structures that affect health in a given context, such as class dominance
(Waitzkin, 1978) or the postcolonial power struggle. This is true of community ceqtroll
services more than mainstream services, which are more likely to be tied with the

institutional/structural problems that people may face.

As a result of this, the concept of community control ties in directly weh'liattle of

ideas’ in the health field between the biomedical and social health fasuthe PHC
movement put an emphasis on community participation (Macdonald, 1992), some see
community control as the ultimate manifestation of community participation, andathus
key PHC phenomenafieckermann et al, 2006). The Alma Ata declaration of 1978, which
championed the social determinants of health approach, stated in article 4 lgietple

have the right and duty to participate individually and collectively in the plarariag
implementation of their health care” (WHO, 1978). According to Eckermann and,others
“[t] he participéion referred to is not just the involvement of or consultation with the
community but a true taking part to the extent of ownership and control (Eckermann et al,
2006. p. 158).

However, Nassi, who as mentioned previously defined community control airactdi
phenomenon separate from community participation and consultation, also points out that
community control is inherently different from reformist politics, however @megjve
(1978b). In other words, according to Nassi, the difference between catyymun
participation and community control is more than just a scale of community engageme
but rather describes an inherently different process. Eckermann and others sesss to ag
with Nassi, but attribute this concept of community control more broadihdoPHC
movement: “It is essential that this be real control, not just involvement. If théepa@p

not responsible for the planning, implementation and evaluation of health care then it is not
PHC” (Eckermann et al, 2006. p. 156).
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The concept of commiuty-control became of some interest to consumer participation
groups, as these were growing. Some argue that “[ijn theory this model [of community
control] represents consumer participation at its strongest” (Departméntbt€ Health,
Flinders Universig and South Australian Community Health Research Unit, 2000, p. 100).
Yet Liamputtong and others emphasise the difference between the concépismiijinity
participation is sometimes confused with consumer participation, which has a more

individual focus” (Liamputtong et al, 2003, p. 9).

Nassi further defined some of the potential benefits of commuoityrolled health

services in a health context:

(a) a direct challenge to the prerogative centralized bureaucracy to establish local
policy; (b) a dramatic transformation and improvement in the health care service
delivery system through accountability to the consumer and a transformation of
traditional political power relationships; (c) a mechanism for sldfermination

and the acquisition of greater competence, skills, and resources; and (d) an
alternative model for government and social decision making, which rejects the
efficacy of representative but distal institutions to reflect popular aspirairoms

given locale(1978a, p. 12)

A key element inhlie concept of ACCHSSs is democracy. ACCHSs, according to Eckermann
and others, “are designed to be run by the people, for the people, according to their needs
and in harmony with their holistic view of health. Consequently, the degaisaking base

is shited from the medical professions to commueikycted boards of directors” (2006, p.
180).

National organisation and community control

Community control, understood as an initiative that is conceived and run by local
community members, requires jointlpical awareness by enough community members to

be viable. A discussion of an organisational form of a movement has to acknowledge the
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uniqueness of the context in each case. This is why both the concept of commindly c

and the examination of the case study need to be understood in the context of thfe state
social movements (Zald and Ash, 1966). Social movements are characterisedaby a m
rise of consciousness around a specific issue, which lends to a creation (antngaeat
‘cultural innovations’ (Rao Morrill and Zald, 2000, p. 239). A part of this process,
according to Rao, Morrill, and Zald, is the creation of new organisational forms.
Furthermore, according to the authors, social movements act as “core meshahism
organizational changerather than a phenomenon relegated either theoretically or
empirically to the margins” (p. 278). The question of the organisational forracadl s

movements is crucial, and especially so in the context of community consehades.

According to Nassi, one of the dangers which community controlled organisations may
face is oveioccupation with organisational questions: “[clJommunity control may become
preoccupied with decentralization and neglect the issue of national power, whictuesnti

to determinghe significant decisions on funds, resources, and basic policy” (1978a, p. 11).
The question of national organising is a key question, as the issues that the potittal a

establishing community controlled services cannot be fully addressed atahievel.

Minkoff (2001) discusses what she terms natidmydlrid organisationssuch organisations

of social movements combine ‘identitased’ advocacy and service delivery. Although
Minkoff does not differentiate between commurigntrolled (or simildy defined)
organisations and others, the definition of shighrid organisationsmplies some level of
affiliation to at least some demands of the broader social/political movements of such
identity groups, combined with some level of open democratictsires which allow

input from communities which use the services.

According to Minkoff, hybrid organisations have three features. These sagjans are:
1. Identity-based
2. Service providers
3. Advocating for social change in issues relating to the respeatag g
(2001, p. 381).

It is not the features themselves but the combination of all three that makea thregae

organisational form.
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Minkoff’'s research looks at groups organising in the United States. AccordinmkofiVs
findings, prior to the 1960s, organisations were established for service qmoarsl had

some gains, yet these organisations rarely challenged political structdradwacated for

wider social change (2000). Organisations of marginalised groups in Aasivaht
through a similaprocess, yet the demand for wider change is evident from earlier on (as
discussed in Nathan, 1980; Briscoe, 1981; among others). The experience of such
organisations has set the scene for the rise of hybrid political/senateerg

organisations, with the change of political tides.

The form of hybrid organisations fits quite well with indigenous struggles, asthieneed
to combine service delivery and advocacy flows from disillusionment with treiges of
the welfare state as it simply failed telider to many marginalised groups. The common
experience of marginalisation creates both a common identity and disillusibmviik
existing power structures. In this way, the disillusionment indicates verj hig
marginalisation of communities, which tuim hybrid forms of organising, and, in the case

study at hand, form their own commundgntrolled welfare services.

The entrenchment of neoliberalism proved fatal to many social movements (€urain
2001). Minkoff’s study of hybrid organisations points to a rapid growth in numbers afte
1970 (which also corresponds with the rise of the ACCHSs movement), and an overall
stagnation by the 1980s. The ACCHSs movement has seen a continuing rise of health
services throughout the 1970s and 1980s, yet the moveweked within the context of

the time— and was also affected by the entrenchment of neoliberalism and the subsequent
withdrawal of social movements. The findings chapters explore the developmenhda s

shift in the case study, in the context of tharding political scenery (especially chapter

7). A discussion of the shift itself is presented in chapter 8.3.

Minkoff's work serves to remind us that the role of such national organisati@nsesy
complex one, as they need to cohere the diverse politics of the movement, from a variety of
different local contexts, into coherent national demands. The existence of swcfalnat
organisations is tied to the existence of broader social movements. A magn\idsch

such national organisation may face, and which will be discussed further in tisarttibe

context of the case study, is how changes in an erratic phenomenon such as social
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movements are reflected in the national organisational forms of such movements?

Overview of some international experiescef communitgontrol health care services

around the world

In terms of international experiences in sgdtermination in health, a survey is not a
simple matter. The narratives used in regards to the subject vary ,gaedtlgxamination

of actual power relations behind health movements and health services in each context is
outside of the scope of this thesis. This section presents several examgtassroots

health movements, mostly in a colonial/postcolonial context.

The overview here is by no means a definitive one. It is meant to provide somed obntex

similar struggles in different, yet not unrelated, contexts.

The situation of Aboriginal people in Australia is often examined in comparisdratoft
indigenous people in other peBtitish wettlerstates, mainly New Zealand, the United
States of America (USA), and Canada. There are of course many differeticecontext

of the struggle in each of these states. One such difference is the level taradhiobnal
economies were destroyekh Australia, the destruction of the huntgatherer economy
was one of the most profound. Another main difference, which separates the Australia
case from the rest of these examples, is that fact that in Australia, treagesowvsigned
between the donisers and the indigenous peoples (Brennan et al, 2808)ever, in New
Zealand, Canada, and the United States, “legislation, court decisions and gowernme
action have whittled away the position that Indigenous peoples originally seoyred

agreement wth the colonising power” (Brennan et al, 2005, p. 82).

Griew and Thomas (2008) draw similarities in the development of indigenouseijgeopl
health in these contexts along similar lines during the last few decades.nikisththe
role of social movemest including global ones, in the developments of these struggles, as

discussed previously. In the words of Griew and Thomas:

Broadly speaking, New Zealand, the United States and Canada saw major health
improvements for Indigenous populations up to around the 1980s, leading to an

appreciable narrowing of the gap in life expectancy between Indigenous and
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mainstream populations. However, between the 1980s and the end of the century, a

slowing or stalling of Indigenous health improvements measured by lifetempg
meant that the gap failed to close significantly (Canada) or even widened (New
Zealand and the United State§). 6)

Griew and Thomas then comment on the Australian context of the findings, noting that

also in Australia attempts to improve heaititcomes of Indigenous peoples have stalled.

Another context in which Aboriginal Australian health struggles are sorastplaced is

the Pacific postcolonial context. Anderson and others (2006) offer a comparatiygsanal

of indigenous health in Australi New Zealand, Hawaii and Micronesia. The authors argue
that indigenous health policy is connected to international trends of policy d®war
indigenous populations: the authors tie the rise of indigenous movements worldwide in the
1960s to the increasing public discussion of indigenous rights and indigenous people’s
health. Similarly to Griew and Thomas, Anderson and others also show how in the 1980s
all of their study cases had a national indigenous health strategy (iralfugtiwas the
National Aborignal Health Strategy, or NAHS, of 1989, which is discussed in chapter 7.6),
although they often did not get enough continuing support from the governments to
achieve their aims. Anderson and others also show that in recent years the téndency

eradicate the concept of selétermination in regards to policgaking (2006).

A main aspect of selletermination in Canada is the existence of treaties, and the signing

of land claim agreements. Such treaties and agreements sometimes provide a space for
commurty social services to be recognised and fund2de effect of the existence of
different treaties in Canada is that Aboriginal stdfermination struggles tend to be more
localised, around the specific conditions of different nations, and the role iohalat

organisations is not as prominent.

One example of this is the struggle of the Cree and Inuit people of JamesdBdgréhern
Quebec,who were “the first groups to sign a comprehensive land claim agreement in
Canada” in 1975 (Waldram Herring and Young, 2006, p. 263). These agreements allowed
for some communitgontrolled infrastructures, such e establishment of a Cree Board

of Health and Social Services in 1978 (p. 263). According to Robinson (1988), this

experience offered the Cree people “a measure of control over health andsonoas”
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(1988, p. 1611). This avenue for recognition of community structures is usually a very

challenging process. According to Waldram, Herring, and Young, “[floCtlee, the battle
to gain control was a difficult one, fraught with tense negotiations with the Quebec
government in particular, and accusations that sufficient funding as called for bader t

agreement had not been made available” (Waldram Herring and Young, 2006, p. 264).

Following these developments in the 1970s, the Canadian federal government announced
the Indian Health Policyof 1979 (Young, 1991), which was said to have “sparked the
process of selfletermination in Aboriginal health care” (Waldram Herring and Young,
2006, p. 264). The policy was prompted by both a rise in grassroots activism and the Alma
Ata declaration, which was endorsed by the Canadian government in the sanmighge

policy offered pathways for communities who choose so to take some meastwes alf

over their health serwes via a board. This policy is still at the basis of Aboriginal health
policy in Canada today (Waldram Herring and Young, 2006). The process started with the
Indian Health Policy eventually led to t@ommunity Health Demonstration Program
(1982) and théHealth Transfer Policannounced 1986, enacted 1988), in which control

over existing services was given to community boards.

However, this process was criticised for being focused oradatinistration rather than
seltdetermination. The difference with the political/economic context in which the
project is perceived, and is related to the discourse of degrees of public involvement, as
discussed in further details earlier in this chaptecording to Waldram Herring and
Young (2006),0ne of the isses raised in terms of funding Aboriginal health services in
Canada is that funding was often allocated in advance for a limited amount of times such a
two years. Such uncertainty can be demoralising and harmful. The authors riotdteon

the consultation process: “Aboriginal organizations, while consulted, were not made a

that only communities funded under the Demonstration Program would be allowed to

transfer health services to local contrgd’ 267).

A national indigenous health policy developadCanada at the end of the 1970s offers
some interesting insight into the Canadian context. Canada’s Ih8iééh Health Policy
offered particular focus on some Aboriginal groups rather than others. This dpproac
prevented the formation of a unified Caizad Aboriginal movement. According to

Waldram, Herring, and Young (2006), “this approach to-geférmination, stressing
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communitylevel initiatives and the transfer of some federal powers, was part of the

broader federal approach, one that continuesetanbch criticized by some Aboriginal
groups” (2006, p. 267). It should be noted that, as progressive as rhetoric may sound, there
are fundamental limits to the level of sdtermination groups can achieve under the wing

of the state. Other transfer programs that have been implemented since iachedv

Indian Health Transfer Policyrom 1986 and thdntegrated Communitpased Health
Servicesfrom 1994. A national umbrella organisation, the National Aboriginal Health

Organisation, was finally formed in 2000 (Waldram Herring and Young, 2006).

Such advances in progressive health services were by no means strictlygamaodi
issue. Writing about the history of Community Health Centres in the US, L#fkow
comments that the centres “had a commonsensstib@hilosophy that came from unéer
standing that good health is close to impossible if you have to choose among food, rent,
and medicine” (2007, p. vii). Such centres, according to Lefkowitz, “were governed by th
people who used them, and brought powkere none seemed to exist” (p. viii). In 2007,
over 900 Community Health Centres operated in the United States (Lefkowitz, 2007). In
the early days of this movement, people involved “saw health centres as a model to link
health services to jobs, nutrition, and economic development. Grassroots groups heard
about the model and adapted it as their own” (Lefkowitz, p. 13). In other words, the US
context also shows us the importance of commegotytrolled health services in raising

the social and political determinants of health, in a way that is very difficult to do

appropriately in mainstream services.

An influence of large political movements on health and health delivery can also be
observed in states that are going through fundamental political andh@cdnansitions. A

main difference in this context is the role of the state in supporting and even uilkbetah
community empowerment. In Venezuela, the rise of the social movements, which were
able to access state power with the election of Hugo @hewvé 998, had significant
effects on public health. In Venezuela, there also exists a strong indigenousalpoliti
context, although very different from the Australian one. Chavez, himself fromtlg par

indigenous heritage, is supported by many of Venezuela’s indigenous r{@at2005).

According to Mcllroy and Wynter, “[o]ne of the most successful aspects d2dela’s

Bolivarian revolution has been the “social missions’social programs funded by
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Venezuela’'s oil wealth that aim to solve the mastsping problems of the nation’s poor

majority” (2008, p. 99). Such missions, funded with money from Venezuela’s oil reserves
(through Venezuela’s nationalised oil company, PDVSA), aim to provide essemiaks,

such as health and education, mainly in poor urban aredsa(thies). One major problem

has been the refusal of many doctors in Venezuela to work in such areaded ho
exchanges with Cuba, which supplies doctors to work in the social missions, mainly in
exchange for oil (Mcllroy and Wynter, 2008). In 2008, there were 2500 ‘popular clinics’
across Venezuela, half of the official goal of 5000 (p. 99). Another communitggs0c
which is related to the construction of the social missions with regained pegwigrces, is

the construction of community councils. Throughout Venezuela, councils -@0®0
families are given resources directly through the government for a mot Gical
control, in a bid to bypass oftdmstile local bureaucracies (Mcllroy and Wynter, 2008).
These communal couiks are fighting to practice a meaningful level of local community
control, and in this context, the local accessibility of health and other sociaeseivian

empowering process.

In El Salvador, the role of health care in the revolutionary movemsrtiden documented

in the bookThe People’s Remedy: the Struggle for Health Care in El Salvador's War of
Liberation by Francisco Metzi (1988). Questions of ownership and power over services
were central in El Salvador as well, where in the 1980s an important part of the
revolutionary effort was centred in rural communities, some of which were etgulfiee
armed struggle. These communities also had poor access to medical faanitidbe act

of selforganising health and other social services by comiiesnwas an importamart of

the revolutionary effort.

In conclusion, the concept of community control in a health context is a recurringptonc
in liberation struggles in a large variety of contexts. The scope of the stragdl the
social movementsrém which a communitgontrol movement arises plays a key role in

shaping the size and scope of such movements.

This chapter has presented an overview of some of the key themes and concepés that
discussed in this thesis: health, community control, taedAustralian context. The next
chapter will examine the chosen methodology, a single case study resedrulill ead

into the presentation of the findings and the discussion.
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Chapter three: methodology

This chapter consists of two main parts. The first, 3.1, examines the chosen methodology, a
singlecase study research, and its application in this thesis. The second part, 3.2, discusses
some of the different types of resources used. The main resources usedmary pri
sources, which were produced by the movement in real time. The main such source is the
Aboriginal Medical Service Newsletter, which was produced by the Redfsoriginal

Medical Service from 1973 to 1991. Other primary sources explored are policysreport
some of which have never beefficially released. Another primary source used was
interviews. This chapter includes a discussion about the use of these sourceoimekie

of this research. Such resources are typical resources for a case study regea2603Y.

3.1 Choosing the methodology

As discussed in the introduction, the initial idea for this research project wasutodic

the issue of health services as an arena for confrontation between a smtlesnsk
indigenous peoples. It is my experience of working sinalar field in the Israel/Palestine
context that led me to examine this subject in the Australian context. Yet the same
experience also taught me that the uniqueness of each case is significant, aded! toe

focus on a single case study rather than using a methodology that is based on comparisons
of several case studies. Such a model would not have allowed me to explore the specific
case study in the same resolution and depth, and | believe that the complexitiesastthe

are better served with angle focus. One of the common justifications of using a single
case study is to explore a unique case (Yin, 2003, p. 40). Furthermore, according to Y
“[c]ase studies are the preferred strategy when “how” or “why” questions are beaed, po
when the investigator has little control over events, and when the focus is on a
contemporary phenomenon within some 4ldal context” (2003, p. 1). Similarly,
according to Stake, “[c]ase study is the study of the particularity and catgméa single

case, comindgo understand its activity within important circumstances” (1995, p. xi). In
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other words, a case study research offers a way to approach the observed phemamena i

way that is aware of the different levels of complexities (in the given limitations)

For these reasons, the case study has long been a preferable methodology in the study of
social movements (Snow and Trom, 2002). As early as 1955, Messinger used a case study
of the Townsend Mission Movement in the United States to study the organisational
dynamics of a declining movement. Specifically, in his research, Messingerdstigie
‘organisational transformation’ of the movement (1955, p. 3). More recently, Lefkowitz
explored a case study of the Community Health Centres movement in the United State
(2007).

Another influential use of a case study in social movement research isarredine
Politics of Women's Liberation: a Case Study of an Emerging Social Movement and Its
Relation to the Policy Procesfl975). Freeman set to explore the history and t
development of the women’s liberation movement in the United States, while examining
several types of organisations, including both local groups and a nationalTbee (
National Organization for WomégnFurthermore, Freeman examined the role of gratsroo
organising in the development of the policy process. Similar themes areeekpiothis

thesis, and the case study methodology is a common one in describing such processes.

A case study of social movements may be used to examine a specific aspscciafl a
movement. For example, Shanley,-Bidva, and Macdonald’s recent use of a case study of
a social movement organisation in the Amazonia region of Brazil focuses on the
development of the role of women in the movement (2011). Barchiesi focusesihls so
movement case study research on a specific campaitmt of the South African
Municipal Workers’ Union against the privatisation of municipal services in Joklaarge
(2007). A case study approach provides Barchiesi with a suitable methodology to
Barchiesi’'s research, which emphasises the uniqueness of the case studycasehithe
case study is a campaign that started before the collapse of South Africatheip
regime and continued after the transformation of the country in 1994. Thigctesea
therefore continues a long tradition of using a case study methodology in an eéxplofat

a social movement.

As detailed in chapter 1.2, the topic of this research is health services as an ragena fo
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political struggle between an indigenous sociaement and the settler state, and the case

study focuses on the national organisation of Aboriginal commuaoityrolled health
services in Australia. This research, to paraphrase Creswell’s aefioitia case study, is
exploring a ‘bounded system’ ovarperiod of time (2007, p. 73). In order to do so, and
given the constraints on my research (as detailed in chapter 1.5), | decided to nesty a va
of sources which include interviews and exploration of documents including otgarasa
documents, actist literature, newsletters, and policy reports. All of these tools are

commonly identified as key tools in a case-study research (Creswell, 260209B).

In addition, my research includes some limited aspects of phenomenologicakthese
Creswell 007) defines phenomenology as an examination of “the meaning for several
individuals of their lived experiences of a concept or a phenomenon” (2007, p. 57). In the
case study, the phenomenon is the community control over health services, and some
observabns and discussion of the phenomenon do arise from the case study (as discussed
in chapter 8.1). Yet | recognise that the discussion of community control as a phenomenon
should directly flow from the discussion of the particularities of its politics and
organisation. | prefer to do this type of investigation, allowing me to presenvittenee

that | came across in the data collection process more clearly (as presentedaed exp
chapters 47). The discussion of community control as a phenomentheinspresented as

my interpretation of some of the findings, and is discussed in chapter 8. In a way,
phenomenology is an integral part of the discussion and analysis of the findings from a
gualitative case study. For example, as the data collection of this researel yieldnost

results from activist documents, the discussion and analysis of them is notldistm

Van Manen’s concept dflermeneutic phenomenolo@¥997). According to Van Manen,
“Phenomenology describes how one orients to lived exparjehermeneutics describes

how one interprets the ‘texts’ of life” (Van Manen, 1997, p. 4), an appropriate approach for
this specific case study and type of materials gathered in the data collection.

One methodology that | did not find particularly fitting for this researchthisography. |
do not see the focus of this research as a specific cultural group. This is fal s=ag0ons.
First, the issues that stand at the heart of this case study are politicaline, aad not
specifically cultural. Of course, there are cultural contexts, which atgyiaffect, and are
in return are shaped by the political processes. However, the cultural glefrather the

colonisers or the colonised, is not itself the focus. Furthermore, Indigenous people of
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Australia are divided into many different cultural groups. Australia, adiorerd, included

over 200 different language groups with over 600 spoken dialects at the start of European
invasion in 1788 (Amery and Burke, 1994). What unites this variety of grisufise
experience of invasion and construction of a foreign society hostile to their economi
activity, the loss of land and cultures which follows, and the struggle feivaljrwhich

has continued since. The construct of Aboriginality as its own ugifguiture can only be
defined then by one factor. the shared experience of colonialism (the condtruct o
Aboriginality is further explored in the literature review, in chapter 2.2)rdggcting an
ethnographic approach to the case study, | do not wiagtgte that a cultural element does
not exist in this case. On the contrary. | believe that the cultural elementlis ¢doghplex,

and is often tangled with the political process. Nevertheless, | do rejectistmgex
tendency in the social sciences toetaate the cultural element rather than the political
when approaching political struggles that exist away from the mainstream (Bowma
2007).

Applications of a single-case study methodology and the question of generalisability

The construction of thepecific case study approach for this research was not an especially
difficult task. Observing a single organisation over a defined period of time is a common
example of a case study research (Gerring, 2007). According totivéncése study is used

in many situations to contribute to our knowledge of individual, group, organizational,

social, political, and related phenomena” (2003, p. 1).

The question of generalisability is one of the main problems of a siagke study
research. Can conclusions ofveder scope than the specific case study be made from a
single case, despite the deep role of specific context and circumstances? Some see
generalisability as not only possible in a single case study, but evenaa aurpose of

such methodology. Gerign for example, defines case study as “the intensive study of a
single case where the purpose of that studyas least in part to shed light on a larger

class of cases (a population)” (2007, p. 20). Gerring then offers a distinct tyfse ctady

that focuses on a single case for its own purpose. Gerring defines thssngteesoutcome

study in which generalisability may or may not be possible (2007, p. 187).
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In a way, my research is a singlatcome study, as it seeks to understand the histahgeof

ACCHSs movement in its own unique context. On the one hand, the research and its
conclusions may be relevant to a larger number of cases, which may relabtentoirtty
organisations, local/national grassroots health initiatives, and/or orgamssagt | have a

deep appreciation of the different contexts in which different cases mayepehath

may give this research some aspects of a simgieome study. | believe that some aspects

of the research are more generalisable than others, and whitecemiclusions will be of
relevance to other cases, other conclusions will be more focused on the grasticdy of

this case, mainly the tracing of historical processes in the development ottbeal
organisation of the ACCHSs movement (the conclusions are presented in chapter 8).

Stake (1995) offers another categorisation of case studies that is helpful fasciresdin

of the generalisability of this research. Stake differentiates betweanttimsic and the
instrumentalcase study (p. 4). An intrinsic case study is a case study for its own sake,
without necessarily leading to generalisable conclusions applicable to catbes. An
instrumental case study, according to Stake, is designed for the purpose rafigiege
towards comparison with le¢r cases. Following Stake, | identify this case study as an
intrinsic one. | believe that, first of all, there is great value in studying &sis study for

its own sake, reconstructing events in the development of an important social movement
with a stong emphasis on voices from within the movement itself. The use of
documentation such as activist literature that was written during the time perioesiiog
provides unobtrusive, precise evidence (Yin, 2003, p. 80), which I find especially helpful

in the construction of an intrinsic case study.

Yet an intrinsic case study does not mean that generalisations cannobulat s0t, be
made. | believe that acknowledging the uniqueness of the case, especially scuesidg
complex social subjects suchsxcial movement organisations, is a basic condition for an
informed discussion, which may lead to observe some commonalities with other cases
Furthermore, my first interest in the case study stemmed directty riny previous work

and activism (as explored chapter 1.4). The basic similarities between the Indigenous
Australian context and the Palestinian/Bedouin contexts are strong. Bothdeyenobus
populations whose society has been devastated by a process of colonialismk&ooh |
work in the past, the topic of this thesis involves the political aspects of health ireatcont

of an indigenous struggle. There are vast differences between theositwéhtithe
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Palestinian Bedouin people and that of the Australian Indigenous people, but these are al

some basic similarities. In other words, my first interest in the case study \sas&®
degree created, intentionally or not, by a thought process of generalisaticgfoiidethe
more detailed the case study is, the larger the possibility that readers will findigesila
to cases which they are more familiar with. By not forcing detailed comparisahs in
limited scope of a thesis to case studies that occur in different contextse laleapen
space in the argument for readers to compare thiscagbs and contexts more familiar to
them. | follow Stake (1995), who wrote:

The real business of case study is particularization, not generalization. We take a
particular case and come to know it well, not primarily as to how it is different from
others but what it is, what it does. There is emphasis on uniqueness, and that
implies knowledge of others that the case is different from, but the first emphasis is
on understanding the case itséff. 8)

A similar approach is suggested by Donmoyer (2000), argoes that criticisms of the
generalisability of a singlease study research rely on traditional perceptions of social
science, a paradigm that has since been challenged. According to Donmoyei, “soci
scientists’ traditional, restricted conception of generalizability is consisiéim traditional

views of applied social science but inconsistent with more contemporary ipw4b).

This traditional perception is also said to be “out of sync with contemporargrepisigy”

(p. 46). The tension between traditional perceptions and alternative paradigms is not

dissimilar to that which occurs in the health sciences (as explored in chapter 2.1).

The roles of the case study researcher

As an undergraduate geography student, | learned that all maps of the woeldaavwit

are inherently inaccurate, as they attempt to project a-thmeensional world onto a two
dimensional image. In a way, a qualitative thesis involves a similar limitation, as
qualitative research attempts to project a complex, Hayiered phenomenon onto a single
document. This is why qualitative research acknowledges rather than igm@resntan

element in the researcher, or teman instrumenfMaykut and Morehouse, 1994, p. 26)
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of the research process.

According to Stake, the castudy researcher plays different roles, which “may include
teacher, participant observer, interviewer, reader, storyteller, advacase, counsellor,
evaluator, consultant, and other” (1995, p. 91). Of course, not all of these parameters are
always réevant, certainly not in this particular cast study research. The relevdnce o
different roles depends of course on the particular research and resé@tchéa identify

with some different roles. For example, Stake defines teaching as “not jusintpchot

just delivering information; more, it is the arrangement of opportunities fondesaito

follow a natural human inclination to become educated” (1995, p. 92). As mentioned
previously, it is a similar thought process, which Stake identifies as lmaten, which

initially drew me to the case study.

Another one of Stake’s roles, which | strongly identify with, is that of an adeot fully
agree with Stake who argues that “[r]lesearch is not helped by making it appesafrge.
It is better 0 give the reader a good look at the researcher. Often, it is better to Ieiénee on

wrappings of advocacy that remind the reader: Bew@@95, p. 95).

As discussed in more detail in chapter 1.4, the road to this specific case stadghrgses
direcly through my political activism in the struggle against the oppressions of
Palestinians in my homeland. Through this involvement my interest in politics dedelope
as well as my world view. As a researcher and an advocate, it is my duty toydeohdkt
about my own subjectivity. My tendency is always to support struggles thateevaund
creating a just, equitable society. This phrase can mean many differeyd, thnd | have
some thoughts about my preferred interpretation of those terms. Neverthelesapt
believe that there is always only a single way forward, and | have dpegciion and
curiosity about particular movements that have found new ways of advocating amdjcrea
social change. | need to be as honest as possible about mychpfwahae case study,
because as discussed, without my subjective positioning in support of the basic goals of

such struggles, | would have never approached such a topic and a case study.

This way, the role of an advocate is firmly connected to another role, that of theeiraerpr
Interpretation is the process of analysing a case study through thes mrispnevious

knowledge, “[flinding new connections” (Stake, 1995, p. 97). The way | interpret the data
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that is involved in this case study is inevitalnjluenced to some degree by my own

positioning and advocacy.

These different roles of a case study researcher, of teacher, reader, integnebter,
advocate, were all parts of this research process. It is through thiesendifoles that |
fulfil my duty in this research process, which is to preserve the information about the

history of this important movement, and make it more widely available.

3.2 The use of primary sources

According to Yin (2003), there are six main sources of evidence usedse studies:
documentation, archival records, interviews, direct observations, participsetvation,
and physical artefacts. This research has utilised most of these typesowices, with
varying degrees of success, in terms of the suitability efctillected information to the
specific inquiry. Here | wish to focus on some types of resources that | fouraliaaly
useful and rich in data through the course of my research: activisturgrahainly
newsletters of the Redfern AMS, and varioudigyoreports by state and federal bodies,
some of which have never been officially released. | also conducted several weadniie

this research, which added important insight to the process.

When | first approached this research, | was amazed at tinalrailable literature exists

on the political history and the development of the political/organisational aspebis of
movement. A big part of the research process, which took place throughout the process and
not only in the early stages, was a canstsearch for pieces of information and references

to the movement, in books, articles, theses, and any other sort of documented information.
This search consisted of many visits to libraries, second hand bookshops, and personal
collections, across Austra. Some of these existing texts will be overviewed further in this

chapter.

It is through these searches that | also came across much of the activistrditdratu
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became a focal point in the data collection, mainly in newsletters, as well agty ohr

policy reports, some of which remain officially unreleased. These sountesh are
sometimes referred to as ‘grey literature’ (Luzi, 2000), turned out to hold verpyseci
data and analysis, and became the sources of some of the main findingsreddarch.

The main types of documents that | found, together with data arising from several
interviews | held, will be overviewed in the rest of this chapter. Aménation of the case

study, as portrayed by the collected data, will take place in chapfers 4

Activist literature and alternative media

The most substantial evidence | found through the course of this research wasditera
and media resources written and produced by the activists of the ACCHSs movement

themselves, offering an almasiattime commentary and discussion of their movement.

The search for documents included searches through a variety of librariesclandsa
personal collections, and access to the library of the National AboriginamGoity
Controlled Health Organisan (NACCHO). NACCHO is an organisation that was
established to replace the main organisation in the centre of my case studgfitimalN
Aboriginal and Islander Health Organisation (NAIHO) (the relationshipwdsen
NACCHO and NAIHO is explored in chaptér7). The access to NACCHOQO’s documents
was made possible thanks to the involvement of Dr Mick Adams, then chair of the

organisation, in the supervisory panel.

While there were surprisingly few documents from NAIHO available at the NAQ@C
library, one ofthem in particular is worth a mention as an example of a particular piece of
activist literature, which provides a unique source of information for a resaachhas

this. The document depicts the evolving NAIHO Congress. The document is not dated, but
appears to have its origins in the mid 1980s, with perhaps some revisions and late
additions. The undated documemiyolving the NAIHO Congressncludes a detailed
overview of NAIHO’s philosophy, organisational concepts, commentary on specifisevent
in theevolution of community controlled health services, and even a drawing representing

the themrevolving NAIHO Congress (this document will be further explored in the



74
appropriate context, in chapter 7.1).

Yet the most substantial piece of evidence | camasads theAboriginal Medical Service
Newsletter a publication that was issued by the Redfern Aboriginal Medical Service
(AMS). In my data collection, | was able to gather 54 issues of the Nesvsfedtim 1973
until 1991. The Newsletter was edited (and probably largely written)rdapipent and
influential figures not only in the communitpntrolled health services, but also in the
land rights movement and the broader Australian society (although the ideintite
editor is not always mentioned). Edgoof the Newsletter included notable academic and
activist Roberta Sykes (editor in 191974, 19771978), who stopped editing the
Newsletter when she left for her PhD studies at Harvard; activist andidmsGary Foley
(197541976, 19791983), who remains today a highly influential voice of the movement;
and John Newfong (1981), a prominent journalist who was alsed#or of Dawn

magazine

The issues | found were mostly located in the collections of three librarieSust@lian
National Library, tle New South Wales State Library, and the library at the Australian
Institute of Aboriginal and Torres Strait Islander Studies (AIATSV8hen | found a copy

of the first AMS Newsletter at the National Library in Canberra, thed\ater was stuffed

with other Newsletters in a dusty file. The page of the first edition itséithmwvas the

only edition printed on a single page, was not in a good condition, and the page was
starting to decay. At the bottom, the decay of the paper almost reached the textite

near Sykes’s signature. It is crucial for such unique documents to be preserved.

The AMS Newsletter, though under the name of the Redfern AMS, gave platform to
NAIHO's politics and nationalevel issues of relevance to the ACCHSs and the land rights
movement as a whole. An indication of the national rather than local scope of the
Newsletter is that for some years, the Newsletter was written and editedrpyGeay,

who had already moved to Melbourne by the mid 1970s.

These Newsletters provide a unique source of information. They include comymamda
analysis by activists writing in real time from within the movement itself. The Newsletter
in both their style and their role, are not dissimilar from utilisation of more ¢umass

communication tdmologies, such as blogs. The Newsletters were then also a form of
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independent/alternative media. The sheer volume of information that | acteadnfrtam

the Newsletters, much of it including references and reproduction of meldeauments

and mainstreamewspaper articles, meant that these Newsletters became a main source of
information in the case study. Much of the information presented in the Neveslsttet
available elsewhere. Moreover, the Newsletters themselves have been alowshechby

either health policy or Aboriginal history researchers until now. It is also acatnoi that
resources that are based in social movements and not in academic or professional bodies
are often considered inferior. For this reason, it is worth examining the definitithre of

terms alternative media and activist media, and examine it as a potential resource fo

valuable information.

The term ‘alternative media’ does not have a clear definition, and there farerdies of
opinion regarding the definition oélternative’ in this context. Waltz offers a simple and
broad definition of the term alternative media:

media that are alternative to, or in opposition to, something else... in situations
where a variety of massedia products is available, those media that provide a
different point of view from that usually expressed, that cater to communities not
well served by the mass media, or that expressly advocate social change would

meet this very basic definitio(2005, p. 2)

Activist media, according to Waltzs likely to correspond to the definition of alternative,
but it also sets out to “encourage readers to get actively involved in soarajed’ (2005.

p. 3). Furthermore, according to Waltz, “[s]ocially marginalised or dissgrgroups,
subcultures, etha minorities, and others who inhabit liminal spaces in mainstream
cultures may be most likely to seek out alternative media, and to create théfiitdg/not
found” (2005, pp. B). In other words, it can be said that activist media as a term offers a
particular perspective into the way alternative media is perceived by thosstsaiikio

produce it (Coyer Dowmunt and Fountain, 2007).

From this perspective, the establishment of alternative media is not dissimilar to the main
act of the case study aeating much needed services (critical media, health services)
where no sufficient ones are found. This makes such media a key resource in

understanding the social movement from which they emerge.
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The production of alternative media then is a conscious, ‘grassroots’ (Waltz, 2005, p. 1)

political act. According to Coyer, Dowmont and Fountain, “[tlhe political nature of
alternative media is often present irrespective of content, located in the meoé act
producing” (2007, p. 4). This is why many alternative media sources, includingiBe A
Newsletter, are/were open about their political tendencies. It can be déngtiadl types of
media, by definition of their use of knowledge, hence power, are politicarnative
media then tends to be more honest aliisubwn political stand in comparison to the
mainstream media, both public and corporate. These often hide their politics under the

guise of a supposedly objective, de-politicised, mainstream consensus.

In the context of the AMS Newsletter, its politicale included both internal and external
elements.The Newsletter served a function of keeping ACCHSs and their supporters
around Australia informed about various issues, as well as a call for donationkgpts

4.6 for a detailed discussion of thderamf the Newsletter)The experience of slowly
reading through the collection and learning the unfolding history of the movermentie

pages of the Newsletters was a riveting experience, which offered infmnnaatd points

of view | could not have received elsewhere. The advantages of using documents, as
detailed by Yin, became apparent: the stability of documents, their unobtrusive, nat
preciseness, and scope (2003, p. 86). Furthermore, | agree with Stake, wid'Quite

often, documents serve as substitutes for records of activity that the lheseamald not
observe directly. Sometimes, of course, the recorder is a more expert oblsanvénet
researcher” (1995, p. 68). | wish to reiterate, that this is the case with raycreskuthors

of documents such as the AMS Newsletter, and some of the policy reports which 1
accessed, are greater ‘experts’ than me. And how can they not be? Authors of these
documents lived and created the reality that I, several decades later,ramamgtrace. In

fact, | had no previous knowledge of the movement before moving to Australia in 2007 (as
discussed in chapter 15)-

A heavy reliance on activist literature does not come without dangerssstigemost often
brought up against activist literature is nitsn-objective positioning towards a topic. There

is no doubt that this is the cas@and in fact, activist literature would rarely try to hide the
predisposition of its writers. Availability of resources may cause ecthed bias, and a
reporting bias othe authors of the documents (Yin, 2003, p. 86). The question of bias is

ultimately linked to epistemological questions about the nature of truth and valfdity
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experience. As this research features activist literature, this questispesially pertiant.

This is why | emphasise my personal positioning (in chapter 1.4), offer iledetacount
of the development of this research (1.5), and discuss the application and limitation of my

data set (in this current chapter).

The main weakness of actividterature then can also be seen as its most important
strength: its unique positioning offering an account of a series of events fronyue
perspective. Any unique perspective is inherently biased, and this bias should be
remembered. Although this bias in itself very important to document the unique
perspective on a series of events as documented by the participants. How can someone s
invested in a topic not be biased in her or his approach? Such open approach to bias is
often associated with a meeneutic approach to texts, which seek to shed light on the
process of interpretation as a key part in understanding the text itself (Van ManenA1997)
hermeneutic approach to a text demands the same level of attention and examination to
familiar and unfamiliar parts of a text (Patton, 2002). A hermeneutic approaettdditen
“reminds us of the interpretive core of qualitative inquiry, the importancermtext and

the dynamic wholgart interrelations of a holistic perspective” (Patton, 2002, p. 498).

An important introspection was expressed by Foley, who wfAtea participant in most

of the events discussed, | have both the advantage ochdinst knowledge and the
disadvantage of the constraints imposed by the inherent subjectivity of suchi@pdsi
(Foley, 2001)My own bias and subijectivity is therefore presented in chapter 1.4. By being
open about my own positioning and bias then, | wish to negate the effect of the inevitable

bias.

The activist literature used in this research is verynogeout its own positioning and
subjectivity. In fact, the specific point of view of the activists in thdyedays of the
movement was a significant part of the development of a shared consciousness, on which

the movement was based.

Together with the openly biased positioning, the Newsletters did in many das&s s
evidence to support their arguments, including references to and reproductions of media

items, policy reports, communications, and other documents.
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Policy reports

Of the different types oflocuments gathered in the course of this research, after activist
literature, policy reports were the second most prominent group. | came acrostyaofa
policy reports, often from reading references in the activist literature.yRelorts were

and remain a key part of the process of policy making, and as such often draw public
attention and may be used in a variety of ways by both policy makers and the general
public. Some reports can present very important information regarding aisgecial

issue or phenomenon, but often policy reports are either not adopted, or implemented with

such deep changes that may not reflect the original intent of the authors.

In the context of the case study, there has been wide disillusionment regardayg poli
repots. As Ring and Brown neatly argue, “[i]f policies and strategies amdefr@rks
made people healthy then Aboriginal people would possibly be the healthiest pethyale i
world” (2008, p. 2)

The variety of policy reports | came across include both redleas®l unreleased
documents, commissioned on both state and federal levels. One of the interesting
unreleased reports which | came across was a Program Effectiveness Revigw (PER
written by a committee appointed in late 1979 by the then PM Malcolm Fraser, incrder t
re-evaluate funding agreements to be allocated for Aboriginal health. The ofpive
findings and recommendations of this committee was eventually suppressed andexas ne
officially released. Through the activist literature, | learned attmiexistence of the PER,

but also about the role which the PER played in the development and changes which the
ACCHSs movement went through in the 1980s. A presentation of the findings regarding
the PER is detailed in chapter 6.

The PER report is but one of many different types of reports into various aspdices
health of Aboriginal people. Such reports have become main features of Albhgalth
politics in Australia. Commissioning a report is often a popular move, which neffest

allow politicians and bureaucracies to stall on more direct action (Rochon and Mazmanian,
1993). Many reports are conducted by committed people and offer invaluable ingight int

the specific social and economic conditions of the time. Many report®ai@piemented
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or even released, despite their intellectual value. Often, by the time a reEstad,ia

whole new set of items are on the political agenda, perhaps after a changeastéribin

whole Government, and many remain only selectively implemented,lif at a

A more recent controversial selective implementation of a report is the Nofdeitory
Emergency Response (NTER), which followed the June 2007 releaseRépbet of the
Northern Territory Board of Inquiry into the Protection of Aboriginal Children from Sexual
Abuse also known as thkittle Children Are Sacredeport (Wild and Anderson 2007).

The NTER includes fareaching measures, many of which revolve around forced external
governance in Aboriginal communities throughout the Northern Terri(dustralian
Indigenous Doctors’ Association and Centre for Health Equity Training Réseend
Evaluation UNSW, 2010). The NTER has been criticised since its inception by mtney i
Aboriginal health field from the early stages of implementation, diclyiby the writers of

the report (Adam and Concerned Australians, 2010). Despite this, both the Coalition and
the Labor Party supported the NTER, and the policy largely remains in place today.

Many reports are commissioned as a response to a riseviisraciiround a certain issue,
such as the 199Royal Commission into Aboriginal Deaths In Custaalgich was a result

of a sustained campaign by Aboriginal groups and organisations (includindpohigiaal

Legal Service), families of people who died while in custody, and supporters (Royal
Commission into Aboriginal Deaths In Custody, 1992; Cunneen, 2008). Despite the
publicity, most of these recommendations remain not fully acted upon, and théssuas

remain unresolved (Cunneen, 2008).

The politics of reports on Aboriginal people’s health and dwelhg (and consequently
policy) is almost as old as colonisation itself. In 1837,Aberigines Protection Society
printed a report by a BritisRarliament Select Committee on Aboriginal TribEse report
examines the states of Indigenous peoples throughout the British colonies, and included

chapters oMNew Holland(mainland Australia) ansfan Diemen’s Lan@Tasmania).

The report includes many insights into the effect of contact and colonisationooigifal
people as appeared in the 1830s. The report acknowledges that “[ijn the formation of these

settlements it does not appear that the territorial rights of the natives were @ais{de
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10). The report further acknowledges that “many natives have perished by the various

military parties sent against them” (p. 10), yet there was already an esthblishe
understanding that “it is not to violence only that their decrease is ascrfhelD)( but to

the actual contact with colonisers and the destructionadlsstructures.

The report recommended, among other things, that “every inhabitant of that vast island is
[to be] under the defence of British law as often as his life or property may deedit§a.

126), and that Aboriginal people should be held ttte same responsibility, and to the
same penalties, as if the sufferers were white persons” (p. 126). Suchatsegs and

social inequalities, which are an important part of the context of policy fmmaémain

contested today.

Reports on the poor social and health conditions in Aboriginal communities gagred m
public attention, thanks to publications such as the trilogy of books by C.D. Rowley in the
early 1970s (1970a, 1970b, 1971). Yet some important research remained unpublished at
the time A suppressed report from 1971873 provides a good indication of the immediate
impact of the Redfern AMS on the growing Aboriginal population in Sydney. The report,
Problems and Needs of the Aboriginals of Sydwayg, presented tihe Minister for Youth

and Community Services in NSW in March 1973. The report was commissioned by the
Minister and was conducted by. D. Scott And Company private management
consultant firm. Despite its suppression, copies of it circulated and now exismm S
libraries. Tle report focuses on Redfern and additional suburbs, and is based on 778
interviews with ‘Aboriginal households’ (1973). Among other things, the report offers a
good indication to early effectiveness of the Redfern AMS. The relevant fsmdinthe

report ae discussed in detail in the findings section, in chapter 4.4.
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Interviews

At the start of the research project, it was projected that interviews wouwdcbex main
source of information. For a number of reasons, the interviews conducted, althoygh ver
informative and helpful, became an additional resource, rather than the main ofiestThe
reason is that some of the key players were unavailable to be interviewadydriety of
reasons. Some were reluctant to discuss the events of the cas©#tedy.unfortunately

have passed away. As previously explained, the limited scope and funds of a Rin€hrese
project, together with the strict limitation on the duration of the research duesao vi
constraints (as discussed in chapter 1.5) were further limitations on the number of
interviews held. Eventually, five interviews were conducted, as welleasra other
informal conversations with people who wished not to be named or quoted directly. The
conduction of interviews was approved e University d WesternSydney Human
Research Committe@and interviews occurred after the approval of the application, from
July 2009 to July 2010.

The information gathered in those interviews offers some unique perspeamtidels

some important gaps in the development of the story of the case study. However, the
information gathered in the interviews was not in itself substantial enough tahmmse
research on. As | realised that interviews were not necessarily beaihesource of
information for this thesis, dliscovered a wealth of detailed information in documents,

including activist literature and policy reports, as detailed earlier in the chapte

The interviews which were held included: Mick Adams, former chair of NACQHO

was also a member of the supervisory panel in the early stages of thishrdggarview

in March 2009, and several other discussions throughout the research processhléyary
(July 2009), Sally Goold, the first nurse to work in the Redfern AMS (April 2010), and
Joan Maero, who was involved with a variety of community organisations in Adéhaide
the early 1970s (July 2010). One more interviewee, a leading figure in the fledd, rast

to be identified. In addition to these-aepth interviews, | held several informal and
informatve conversations with a variety of people who are, or were, involved with the

movement.
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As discussed earlier in the chapter, the research process was planned inah wggi

which allowed me to revaluate the sources of information and research plan at several
points throughout the process. This process allowed me to remain flexible with rofy use
resources, utilising the data as it emerged from the data collection, even if it €ictme

initial plan, which had projected a bigger reliance on the interviews rather thameiots

The following four chapters discuss the development of the Aboriginal community
controlled health services (ACCHSs) movement, using the data that has emamy¢ef

data collection process (as discussed in chapter 3.2). As previously explairfedughef

the thesis is on the national level of the movement, and in particular, its umbrella
organisation, the National Aboriginal and Islander Health Organisatioofyah indepth
understanding of the national level oétmovement, | feel that it is important to dedicate
the first chapter of the findings to the development of the first ACCHS, the rRedfe
Aboriginal Medical Service (AMS).

The four findings chapters present a chronological and thematic investigationdaftahie
collected in my research. Keeping a chronological framework was an impoggmd \wort

through the data and establish some of the processes in the development of the ACCHSs
movement and NAIHO. However, some deviations from the chronological &i@v
inevitable in order to explain the findings in an appropriate context. The themes that are
presented stem from my interpretation of the findings, and correspond with the themes
discussed in chapter two: the politics of health and healtd, the conge of community

control, and the particular context of the Aboriginal struggle in Australia.

Chapter four discusses the development of the Redfern AMS, the first ACGi¢S. T
chapter presents findings in regards to some major themes which | identifytHeom
findings, and includes a discussion about the actual process of development in the context
of Redfern in the early 1970s. The chapter then looks at the issue of funding, which
emerged as a main theme throughout the research. The chapter also incisdassaod

of Redfern AMS’s relations with the Department of Aboriginal Affaird\f), the federal

government, and also international relations.
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It is important to emphasise that each ACCHS is unique, and each can be a topic of

research in its own rightThe particular focus on the Redfern AMS is needed due to the
Redfern’s influence on the national development of the movement. It paved a way to the
services that followed, and assisted other communities in developing their owesdrvic
addition, the Redfern AMS played a leading role in the formation and the politics of
NAIHO.

The final part of the chapter examines the development of other ACCHSs thatetbllow
Redfern in the early 1970s. This provides a link to chapter five, which focuses on
NAIHO’s dewelopment in the mido-late 1970s. Chapter five explores some similar
themes in NAIHO as are explored in the context of the Redfern AMS: the isswedofd,
relations with mainstream political structures as well as other social movemeats. Th
chapter als includes sections that discuss specific themes to the findings of NAIHO: a
discussion of NAIHO’s philosophy, the development of the role of Aboriginal Healt

workers, and NAIHO’s involvement with the National Trachoma and Eye Heaitjra™n.

Chapter siocuses on one of the main themes that emerges from the findings, a Program
Effectiveness Review (PER) on Aboriginal Health that was commissioneleblyraser
government in late 1979. The politics around the process of the review and the
confrontation between NAIHO and the federal government following the suppression of
the report are in particular focus. The end of the chapter discusses somarbuoegit
which was achieved through the Victorian and NSW governments.

The discussion of the developmentsthie state level provides the link to chapter seven,
which discusses the demise of NAIHO as emerges from the findings through the mid
late 1980s, and eventually the formation of the National Aboriginal Community Codtrolle
Health Organisation (NACCHOi1991. Some of the main themes of previous chapters
continue, with discussions of NAIHO's relationships with the DAA, the federal tatd S
governments, and international relations in that period, as well as a discussiong&scha

within NAIHO's internal structures. Some of the themes that are particular to this period

®Too little research has been done on the history of particular ACCH&= Mave been studies of the
history of some of the early services, such as Nathan’s (1980) stuthy \dittorian Aboriginal Health
Service; Best's (2003) thesis albdlie Brisbane Aboriginal and Islander Community Health Service; and a
study exploring the first decade in the development of the Central Aaisttdooriginal Congress
(Rosewarne et al, 2007). The Katherine West Health Board released a boalliegdet own history

(2003), which provides an interesting perspective into a formatiariaiér service.
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include NAIHO'’s involvement with the Brisbhane Commonwealth Games of 1982, and the

politics around the development of the National Aboriginal Health Strategy in 1989. The
chapter finishes wh a discussion of some more recent findings regarding NACCHO and

its relationship with the federal government.

In order to emphasise my own role as a presenter and interpreter of thesfindfign

chose to present lengthy quotations. By doing thssh to offer the reader a more direct
presentation of the findings, in a way that also preserves much of the context and
complexity of processes discussed.

Some sections of documents that are of particular relevance and insightsar@quen

text boxes, and some images from the findings are also presented.



85
Chapter four: the development of the Aboriginal Medical

Service in Redfern

This chapter is the first of four chapters that overview the findings of the chs@dre
chapter explores the developnt of the first Aboriginal communigontrolled health
service (ACCHS), the Redfern Aboriginal Medical Service (AMS). In otdesituate the
development of the Redfern AMS in an appropriate context, the chapter starts with a
background of some of the ideological influences on the movement, and the development
of the Aboriginal Legal Service in Redfern, which played a big role in the esttat@int of

the AMS. The chapter ends with an overview of the early national spread of the mgvement
which then links to the next chapter and the discussion of the formation of the National

Aboriginal and Islander Health Organisation (NAIHO).

4.1 Background: ‘Black Power’ in Australia

The period shortly after the 1967 referendum may be described as a ‘changing of the
guard’ in the Aboriginal political movement. The generation that fought daalecivil

rights and acceptance of Aboriginal people into the wider Australiaatg@aw the rise of

a new generation of young activists, influenced by and connected to gltbablonial
movements of the time. This new generation of the movement was influenced, among
other things, by the AfricaAmerican struggle for political and economic independence,
also known as the Black Power movement, with Bfeck Panther Partyas one of its

leading political organisations (Hilliard, 2007).

The influence of the Black Power movement even brought an establishmerlaxdka
Panthers of Australigparty in December of 1971 by Dennis Walker (Foley, 2001; Lothian,
2005), who was also later involved with the ACCHSs movement and NAMBough
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the ‘madefor-media’ party (Foley, 2001) did not develop into a major political platform as

such, it received some public attention, and some of its activists were involved in other
organs of the land rights movement, as well as the ACCHSs. In their platforBlathe
Panthers of Australi@oncentrated on demands such as housing, stopping police brutality,
and equality in treatment by the legal system (Black Panthers of Aast@§9/1970). Its

first point simply states: “We want freedom. We want power to determine the dafstiny
our Black Community. We believe that Black people will not be free until wealaeeto
determine our destiny” (Black Panthers of Australia, 1999/1970, p. 252). Accoaling t
Lothian (2005), while the actuBlack Panthers of Australia Partyas not very significant

itself, the influence of the US Black Panthers is far wider, and its main inlugas the
actual empowerment that contributed to the galvanisation of a natiandl rights
movement. That movement used some of the methods pursued in the United States, such as
the concept of communigontrolled (or community survival), overtly political service

delivery organisations.

Kevin Gilbert, in his seminal booRecause AVhite Man’ll Never Do 1{1973), draws on
the influence of the Black Power movement from tineted StatesAccording to Gilbert,
it is the disillusionment that followed the 1967 referendum that provided the main drive

behind the influence of the Blacki®hers movement in Australia:

The disillusionment after 1967 hit hard. It is little wonder that younger, more
literate blacks began to search for their values in the literature of the Black Panther
movement of the United States. They read somewhere about how some white fat cat
reckoned that Australia was a ‘lucky country’ and said ‘Yea, for the guBbahs
(Gilbert, 1973, p. 101)

Another activist who emerged as one of the leaders of the movement from thi$ peri
onwards is Gary Foley. Of the Black Powervament in Australia, Foley wrote that “the
Australian version of Black Power, like its American counterpart, was esfgeatiout the
necessity for Black people to define the world in their own terms, and to sdek sel
determination without white interfanee” (Foley, 2001).

® A definition of Gubbah (sonetimes spelled Gubba) was offered by Dr &ileR in the December 1985
edition of the AMS Newsletter: “Gubbaoriginally derived from the term “gubbermen man”, because initial
contacts with white men were those bringing orders from the gowaat of the day, and so all white men
came to be called “gubba”, which is essentially seen as a term for those wessdip. 31).
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From the early stages of the posterendum land rights movement in the late 1960s, there
seems to be ongoing positive connection of solidarity and support with other Indigenous
struggles, perhaps mainly with Indigenous peoples irftie&nglishspeaking countries,
mainly New Zealand, Canada, and the United States. Yet the influence ofritenA
American Black Power movement seems to be more profound. A possible explamation i
that the AfricarAmerican struggle for civil rights haal more direct political relevance to

the Aboriginal civil rights movement in Australia. During these days ofatee1960s, the
African-American struggle was at its peak, with leaders such as Malcolm X making a big
ideological impact worldwide, includingamong Aboriginal Australians. The Native
American movement was at a very different stage however at the 1960s, add tifehie
Indigenous movement in the United States was not nearly as high as that of ¢he Afri

American movement.

Roberta Sykes disiguishes the Australian manifestation of Black Power from the
American one. In the United States of America, Sykes identifies two mainiogpgges
of Black Power: ‘Blood and Guts’, and ‘Black Capitalism’, the first being the
sensationalised presentatioof Black Power activists, and the second being of the
emerging layer of “blacks struggling to join the ranks of the oppressorsTuiner, 1975,
p. 9). The Australian Aboriginal manifestation of Black Power differs frorh,katcording
to Sykes, and ewstitutes a stream of ‘Black Action’ that is defined as “action in all possible
forms to solve [our] problems” (in: Turner, p. 10). Gary Foley wrote of the way inhwhic

the concept of Black Power came into use by Aboriginal people in Australia:

The term was catapulted into the Australian imagination when the Victorian
Aborigines Advancement League (AAL) under the leadership of Bruce McGuinness
and Bob Maza who, galvanized by the same notions as Malcolm and Stokely,
1968 invited a Caribbean activist and academic, Dr. Roosevelt Brown, to give a
talk on ‘Black Power’ in Melbourne. The initial result was frenzied media
overreaction that was closely observed by younger activists in Brisbane and
Sydney, thus the term came into use by a frustrated and impatient new indigenous

political generation(Foley, 2001)

The more radical wing of the land rights movement emerged mainly in the large urba
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centres, such as Melbourne and Sydney. The increased move into the cities (the

background of which is discussed in 2.2) had several results. An interesting observat
and analysis of such changes was made in the Scott report, which was conducted in 1972,
handed to a NSW minister in 1973, and was never officially released. One section in the
report observed several rétswof the increased urban Aboriginal population in Sydney, and

is presented in Box 1.

Box 1 Social trends in Redfern identified in a 1972 survey

e More political and social awareness.
A modification of former allegiances based largely on family netaiarkfavour of broader based
identification with other Aboriginals.

A growth of a black intelligentsia who may be able to offer leadershophter Aboriginals.
An increase in economic and social mobility, particularly through edurcati

On the one hand, merboriginals moving into white society; on

the other many Aboriginals forging stronger links with their Aboidjpast.

More conflict and jealousy within the community as differential opputies appear

More discontent and frustration as the level bbAginal expectation rises.

(Scott, 1973, p. 5)

These observations provide some of the context from which the Redfern AMS developed.
It is this context of increased political awareness and organisation in lightrefased
frustrations and disillusionent from existing structures in which important community

organisations developed into nation-wide movements.

4.2 The Aboriginal Legal Service

In this context drawn by the Scott report, Redfern at around the turn of the decaoleewa

of the main suburbs in which Aboriginal people settled and joined the local comnhnity.
Redfern of 1970 (and for many years to come), police harassment of Aborigopdéd pe
was commonplace (Fagan, 1990). In this context, community activists including Paul Coe
and GaryWilliams (Foley, 1991) organised with support and advice of sympathetic non
Aboriginal legal experts (among them, Professor Wooten, then Dean of thechaoi $f

the University of New South Wales, according to Eggleston, 1977, p. 353), to establish a
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legal service for the local Aboriginal community. The Aboriginal Legal $er(ALS)

opened its shofront service in Redfern in 1970, pioneering the concept of community

control (Eggleston, 1977, p. 353), and staffed with volunteer lawyers (Foley, 1991).

The ALS was not necessarily the earliest attempt at an Aboriginal comnrronitrolled
institution: community controlled adult education in Aboriginal communities can bedtrac
back as early as 1958, with the establishment of the Tranby College in Gletheerano
innerwestern suburb of Sydney (Durnan and Boughton, 1999). The establishment of
communityeontrolled educational facilities happened in the context of the civil rights
movement, a decade before the Black Power movement enabled the establishrmeent of th
ALS, and later the AMS.

A major changing point for the ALS movement came with the election of therLabo
government in 1972. A part of the ticket on which Labor contested the 1972 elections was
the inaction of the previous Liberal government in tryingmplement its new perceived
federal responsibility for the Aboriginal people, as a result of the refare and the
growing Aboriginal seldetermination movement. According to Eggleston, this election

result:

completely transformed the scene. The Labor Party'selmetion speeches
included the promise that any Aboriginal appearing in court would be supplied
with legal representation. The new government honoured its commitment by
including in the budget for the period ending 30 June 1973 the sum of $850,000 for
Aboriginal legal serviceqEggleston, 1977, pp. 354-355)

One major change, which Whitlam enacted, was the construction of the Demadm
Aboriginal Affairs (DAA), which was to replace the previous governnsesitialler scaled
Office of Aborigiral Affairs. The DAA was to be the main channel for funding Aboriginal
related projects. Collmann further commented that, “[a]s general advocates imed act
practioners (sic) of selletermination, the ALS personnel regarded themselves as the
vanguard of tB DAAs program and were often dedicated, highly committed activists”
(1981, p. 50).

The ALSs experienced substantial growth within the first five yearseaésbablishment of
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the first service in Redfern in 1970. The Redfern ALS inspired the estabtislifrgmilar

legal services in Adelaide in November 1971 and Melbourne in June 1972 (Eggleston,
1977, p. 355). By the time of the first national conference in Canberra (on September 4
1973), similar services had opened in Townsville and Perth, and by 4&7%4ces were

established in all states as well as the Northern Territory (p. 355).

The concept of the ALS, in which a community board is in charge of the servideeand
relationship with norAboriginal (legal) experts due to the lack of Aboriginal |fieml
lawyers at the time, was not that of clear hierarchy between the professaodatbe
community. The influence of this concept was deep. According to Collmann, “[t]he
Aboriginal Legal Service program was perhaps the major showpiece of the self

detegmination policy” (Collmann, 1981, p. 49), or at least a breakthrough tactic.

The breakthrough tactic of the new ALSs generated an unexpected respong@efrom
federal government. According to Eggleston, an unexpectedly large fihaaotabution

from the federal government had some strong negative effects on the ALS mavement

The finance which has been provided by the federal government was beyond the
wildest dreams of those who participated in setting up the original services. But
money does not sohal problems. It may be that the sudden accession of wealth
has fundamentally changed the nature of Aboriginal legal services and rendered
them less capable of achieving some of their basic éifggleston, 1977, p. 355)

The flow of funding changed dramatically from the 1980s, for a variety obmeashich

are not unrelated to the changes that the ACCHSs movement went through, as will be
explored further in chapters-® The ALSs established a national organisation, the
National Aboriginal and Islanddregal Services Secretariat (NAILSS), which, much like
NAIHO, is very poorly documented. Unlike the ACCHSs movement, the ALS movement
largely did not survive. The first ALS in Redfern closed in 1996. According to Hulsker
(2002), the reasons for the ALS closure in 1996 included its firm political stanasigAm
those, an unsuccessful legal challengeetoa nullius (ten years before the historic ruling

in the Mabo case in 1992) and a challenge to the NSW Land Council over the existing
structure of land rights, and arguing for control of the actual traditional owatbes than

the Land Council, which is funded by the state (Hulsker, 2002). Other reasons for the



91
closure of the Redfern ALS observed by Hulsker were a dwindling commuwmpposg

base and changes$ policy of the Howard Coalition federal government (elected in 1996).
The ALS was replaced by the Sydney Regional Aboriginal Corporation Legats, in

which most clients have to pay to meet private solicitors (Hulsker, 2002). The change of
conditiors in the 1980s, which eventually led to the decline of the ALS movement and to
changes in the ACCHSs movement, will be explored in the latter movemengxicont

chapters &.

Back in Redfern in 1971, a year after the establishment of the ALS, isstschad faced
the grim everyday reality that many in the Redfern community skaare. of the ALS
activists, Gordon Briscoe, wrote of how the experiences of the ALS led to the

establishment of the Aboriginal Medical Service:

In June 1971 Mrs. Shirley Smith, another Aborigine, and | went to a house in
Redfern on some business related to the Aboriginal Legal Service. When | arrived
the person whom | went to see was very ill; so ill, in fact, that he was unable to
speak to me. | asked his family if they had called a doctor and the answer was that
they could not afford it. | left the house appalled and disillusioned in two ways:
firstly, because | was working for the improvement of my people, who have no
hope; and secondly, because through white prejudice aamistr attitudes,
Aboriginal people have been and are being denied the right to receive benefits, and

have been suppressed and alienated. (Briscoe, 1974. p. 167)

This particular encounter gives a strong sense of the urgency in settingsipgtahealth

services at the time. Following this encounter, the Redfern AMS was cothceive

4.3 Establishing the Aboriginal Medical Service

Following the description of the encounter with a dying ALS patient, Briscoatattian

open meeting to discuss ideas to directly address the urgent health needs imbaitom
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Briscoe recalls the meeting:

[1]n July 1971 , | called together a group of interested Aborigines and white people
so that we could pool our ideas. The meeting took place in Redfern at the South
Sydney Community Aid and it was attended by about six Aborigines and about the
same number of interested whites. At the meeting, the Aborigines put forward
general thoughts on health problems that we had advocated previously based on
research findings. Emphasis was given to the high concentration of Aborigines in
Redfern and the fact that this group was becoming or had become-a self
perpetuating ‘sub culture of poverty’ which, if not checked, would become

increasingly difficult to overcoméBriscoe, 1974. pp. 167-168)

Foley recalls the attendees of the first meeting, which included “Paul Cioley3mith,
Gordon Briscoe, Dulcie Flowers, Professor Fred Hollows, Ross McKenna, Johitl Busse
South Sydney Community Aid, and Eddie Neumann of the A L S” (Foley, 1991. p. 5).
Some ofthese early meetings, which decided to establish the Redfern AMS, were hosted
by the Foundation for Aboriginal Affairs (AMS Newsletter, 8-11/1981, p. 17).

In his autobiography, Professor Fred Hollows recounts his involvement witratty days

of the Redfern AMS. Following the establishment, Hollows played an importantnrole
supporting and working with both the Redfern AMS and the ACCHSs movement that soon
followed. Hollows attended the first meeting, which was initiated by GoBiisicoe, after

being approached by Ross McKenna (Hollows and Corris, 1991). Hollows was not fully

aware of what the meeting was about, except of it being related to the ALS.

It was a small group- two or three whites, three or four Aboriginesand to my
surprise they were talking about medical matters. There were no doctors or nurses
in the group, | was the only medico present and it was impossible not to be
interested in what they were saying in general and in particular. In general, the
legal service ws getting swamped by people with a whole range of social and
medical problems. In particular, they were talking about a case in which a sick
Aborigine had died in the back of Gordon Briscoe’s car. Gordon Briscoe was a field

officer with the legal service.Briscoe was at the meeting along with Shirley Smith,

" Both Foley (1975, 1991) and Hollows and Corris (1991) date the first meetiatg idune.
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‘Mumshirl’, who's done a lot for Aborigines over more than thirty years, and Gary

Foley, and they asked me if | could help them set up a medical service for blacks. |
said that whatever lawyers could do doctors could do, and | agreed to talk to a few
people (Hollows and Corris, 1991, pp. 99-100)

At the following meeting a week later, forty people attended, approximatélpfhahich

were members of the local Aboriginal community (Briscoe, 1974). In the secatthgye

some of the important practical ground work for the setting up of the AMS wassskst

Hollows describes the second meeting in his autobiography:

Next Friday there was another meeting, better attended. The Aborigines started to
outline the case for a medical service and they were utterly convincing: blacks
werent welcome in doctors’ surgeries, they got pushed to the back of the line in
Casualty wards and public hospital clinics and so on. Paul Beaumont stood up and
he said, ‘You onlyeed six things to start a medical service. Doctors, Fred and |
can get the doctors; premises, Len Russell can organise that; Aboriginal
receptionists and managers, Shirley Smith can find them; publicity in the pubs and
shops, Ross McKenna can do that; and transport, Eddie Newman can handle that’
... Everyone there saw that he was right and they got very excited. Someone said,
‘When can we start?’. Someone else said, ‘Monday night.’ | said, ‘Whoa, it might
take a bit longer than that.” But in fact we opened just ten days (Hi@iows and
Corris, 1991, p. 100)

According to Briscoe, the meeting reached the following decisions:

To set up a clinic to be staffed by voluntary doctors

To locate and employ a fuilme Aboriginal nurse

To encourage the use of a voluntary Aboriginal field officer and also a roster of
secretaries and receptionists

To establish a roster of interested people with vehicles to act as drivers.

(Briscoe, 1974. p. 168)

Hollows describes some of the logistics in the first days of operation, withnleigd and

no funds: “So we went ahead. We plundered the Prince of Wales Hospital for equipment
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stethoscopes, thermometers, scales, all the accoutrements of a medical pnagctice,

shamelessly stole” (Hollows and Corris, 1991, p. 101). Hollows quickly realised another
problem: even if people in Redfern were now to have better access to a doctorlthey st
could not afford to buy medicine. Sykes observed thaictors were expected to bring
their own instruments and equipment and also seppl drug samples that came into their
hands” (Sykes, 1989, p. 190). Hollows recalled:

We backed a truck up to the pharmacy at the hospital and loaded it halftéuls

of thousands of dollars worth of pharmaceuticals. It wasnt always a matter of
clandestine raids, there were some sympathetic people around. Pretty soon we had
more doctors, GPs, specialists, professors of this and that, volunteering their

services than we could hand(élollows and Corris, 1991, p. 101)

The Redfern AMSirst opened itsloors on July 20, 1971 (“Aboriginal Medical Service”,
1971, p. 6), “in a small shop front at 171 Regent Street, Redfern. The staff of therficst cli
included one doctor, one Aboriginal sister, one Aboriginal field officer and one Admrig
receptionist (Foley, 1975, p. 38).The first doctor to be employed full time in the Redfern
AMS was Dr Ross Macleod (out of ten applicants), and the second was John Mackay
(“Expanding the medical service”, 1973, p. 3).

Sister Sally Goold was the first nurse to wankthe Redfern AMS. She was a young
Aboriginal nurse at the time that had moved to Sydney, and was then approached by Fred
Hollows and Dulcie Flowers (interview with author, 2010). Goold tells that work in those
days was “particularly difficult, because we had no equipment, we had no stockitec re

the downstairs area of a shopfront of a building in Redfern... and we had nothing, nothing.
The doctors used to come in their own time after finishing their day’s work”. Her own
salary was paid by the ALS, whick a further indication of the deep connection between

the two organisations, especially in those formative years.

The Redfern AMS addressed the issue of the state’s responsibility for smeiaes and

the role of the AMS in relations to the statethe first issues of its Newsletter (the role of
the AMS Newsletter is discussed in chapter 4.6): “We are often told thatét daty of the
Government to do something about ‘us’. Well, we waited two hundred years, we couldn’t

wait any longer. Now, we are doing something about us” (AMS Newsletter, 1, 1973).
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The rise of the Aboriginal Medical Service in Redfern themas enabled by several
elements that have been examined, and are summarised below:

e Sudden change in soegeographic conditions, mainly csed by mass migration
from missions to urban centres following the 1967 referendum and relatedapolitic
changes.

¢ High need for social services

e Inaccessible and inappropriate existing services

e Support by other grassroots community initiatives, which coetbactivism with

service provision, the Aboriginal Legal Service.

Briscoe discussed some of the main difficulties of organising in this context:

To organize any voluntary action programme is an exceedingly difficult task. But to
organize a voluntary action programme amongst a ‘sub culture of poverty’ is an
even greater task. Because this level society is an alienated group whose authority
and leadership structure has been destroyed, there is very little incentive to be
committed to any organization, and there is a noticeable lack of community

motivation or goal orientation(1974. p. 168)

It is in this context in which both the AMS and the ALS, according to Saggers and Gray,
“saw their charter as encompassing political activism, and both attempted ¢o fost
Aboriginal modes of operation their structure and management reflected this desire”
(1991a, p. 178). The development of community organisations can perhaps be seen as an
application of traditional social structures in a modern political context. Asvrsh
previously in the chapter (see Box 1), the Scott report (1973) identified both an increase in
political awareness and reaffirmation of traditional social structuresrastive social

trends in Redfern at the time.



96
4.4 The first two years

One ofthe many issues that had to be addressed in the early years of the AMS was the
guestion of premises. According to Sykes, the first premises of the Redf&n AM

consisted of a tiny waiting room, a room used for consulting with an examination
table curtained off under a staircase, and beyond this room were toilet facilities,
small kitchen and storage space. Patients needing to use the toilet had to pass
through the consulting room to get to it. As well, up the staircase there was an
apartment -which was rented out to someone elsecomnected to the AMS. The
entrance to this apartment, however, was located right in the doctor’s consulting
room, and persons using the stairway were able to see directly into the curtained
examination table alcovd 989, p. 191)

The first location of the AMS was always meant to be temporary, and {yeoeganising
meetings seem to have had a clear vision for the Redfern AMS, which, in laigjedphr
eventuate. For example, as early as November 1971, the assessment dpplared
Dawn (p. 8) that the dental services, which were already planned, would not beepossibl
until the AMS could move from the Regent St location to larger premises, which should be
located and acquired. The process of finding new premises was a thagdaous one, as

even when a twenty year lease on an unused school facility was secured in 1973 (AMS
Newsletter, 1976, p. 3), the South Sydney Council tried to block the approval and delayed
the move (Hollows and Corris, 1991, p. 101).

An important parof the initial effect of the AMS was the use of programs that addressed
some of the social determinants of health, which are so crucial in this cénsaytificant
determinant of health recognised by the Redfern AMS as a high priooty the
beginningwas poor nutrition. The issue of nutrition became central after the AMS staff,
during early operations, encountered people who reportedly had not eaten in days and
families without income who could not afford proper food. Some of the children
encounteredwere “even displaying signs of obvious brain damage through lack of

nutrition” (AMS Newsletter 2, p. 3). Two significant projects were mainthilmeaddress
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this situation:

e Shirley Smith (Mum Shirl) organised a weekly fruit and vegetable run, which was
allocated a budget from the AMS (AMS Newsletter no. 2). The program expanded
through the years to a more comprehensive community nutrition program (Foley,
1991), which also included nutrition classes (AMS Newsletter, n. 14, 11/1974).

e Breakfast for Kidgrogran, which later became an independent organisation called
the Murawina Aboriginal Women and Children’s Centre (Foley, 1991).

The nutritional project was recognised as a very important one and continued to develop
and grow. It received some support from fhReedom from Hunger campaign (AMS
Newsletter, 7, 10/1973), although the program was occasionally suspended due to lack of
funds (AMS Newsletter, 16, 6/1975), and once due to a fire in the premises (AMS
Newsletter, 34/1978). In 1973, an article in New Dawassessed that:

Shirley Smith's weekly vegetable run is but the beginning of atéwngand more
fundamental attack on the problems of malnutrition, a move towards prevention as
well as cure. Already there is talk of the establishment of medical anitiamut
centres, initially using a white nutritionist in conjunction with trainee Aboriginal
nutritionist. The programme would of course be directed towards mothers and
grandmothers. The impact of what Dr Macleod calls “a white authority figure”
speaking toAborigines is much less effective than of another AborigiNew
Dawn, 3:8, 1973, p. 2)

Within a few years, the nutrition project developed towards educational anadhiatexe
programs (AMS Newsletter, 5/1977) and was used as a model in other ACCHSs. A
national nutrition seminar that was described as “the first national black nusétomar”
(AMS Newsletter, 17, 08/1975, p. 2) took place in 1975, with 80 people in attendance. The

resolutions of the conference linked the poor nutrition to the lahtsrggruggle:

the expropriation of our land was one of the major causes of the destruction of our
traditional society and hence the rapid deterioration of our once healthy diets. The
return of our land is the first requirement towards establishing fruit orchards and
market gardens, so that firstly, nutritious food can be made accessible to our people
and secondly so that we can have direct control of this accessibility. Espetially i
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the rural areas as fruit and vegetables are too expensive and ofteaxistemt

(sic). (p. 2)

Other major projects that started to develop early included dental selivizeg health
service, health education, family planning consultations, and alcoholism psogram
(Aboriginal Medical Services Workshop, 1974). An urgentasthat the Redfern AMS had

to address was the poor dental health of many Aboriginal people, both in Sydney and in
rural NSW. According to Sykes, when the AMS presented a plan for a ‘dental van’ fo
primary dental treatment and preventative education, “[tjhere was a concern hatsie t

AMS dental van would take business away from local doctors” (1989, p. 195). The NSW
Health Department “felt it could do a better job. It obtained funds from DAA to build a van
and put it on the road” (p. 196). This was afehe first open accusations of ACCHSs for
allegedly doubling existing services, an accusation that was occasionaily bgisstate

health bodies, especially in the first decade of the development and organisation of the
ACCHSs movement (such claims aramined in chapter 8.1). The way in which the
dental van case developed is somewhat indicative to the nature of some of these
accusations. According to Sykes, the NSW Health Department “was umalaliract
dentists to work on the van, and eventually was forced to hand its operation over to the
AMS” (1989, p. 196). Sykes attributes the success in this case of the AMS totttieafac

“the AMS could directly employ doctors and dentists to work in the field” (p. 196).
Furthermore, according to Sykes:

the AMS got better value for each dollar spent on staff because its staff members
were attracted by the ideology and challenge of the service... The AMS was
therefore able to harness what altruism and personal generosity the white
community extended, and totghat into the service to improve the level of care
available to the Black communit}.989, p. 196)

Community response in Redfern to the AMS appears to have been very positivesrand t

is indication that the impact of the AMS was quick and widesprEad.was mainly due

to the nature of the service: “free, accessible, available on their [peadple Aboriginal
community] terms and in a place they could call their own” (Fagan, 1990, p. 26). Foley
indicated in an early article (1975) that “[i]jt was immediately apparent thaethardl far
exceeded the supply, so to speak”, but a “remarkable response from the general public”
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allowed the service to operate “almost entirely upon donations up until December, 1972”

(p. 38). The Sydney Morning Heraldeportel in March 21 1972 that more than 2,000

people had used the AMS in the first nine months of operation.

A good indication of the immediate impact of the Redfern AMS can be found inpibe re
Problems and Needs of the Aboriginals of Sydpesented téhe Minister for Youth and
Community Services in NSW in March 1973. The report was commissioned by the
Minister and was conducted by. D. Scott and Companya private management
consultant firm. The report was “suppressed” (AMS Newsletter no. 11, 02/1974, pt 1), ye
copies of it (markedonfidentia) circulated and now exist in several libraries. The report
focused on Redfern and additional suburbs, and conducted 778 interviews with Aboriginal

households.

The Scott report found that over 40% Aboriginal people who lived in the inner city area
had used the Aboriginal Medical Service, which made the AMS the heaithtioat most

used by Aboriginal people in Sydney (vol B, section 8 p. 6). Considering that the fieldwork
was reportedly undertaken between July and September of 1972, a year after dtierform

of the AMS, this figure reveals a hint of the deep impact that the AMS hasitaal tive

first year of operation. According to the AMS Newsletter, the Redf&kfS saw
approximately 7000 people, plus some 3000 home visits, during 1973 (no. 9, 12/1973).

The Scott report also examined the reasons why mainstream health servicadegeate.
The first reason noted was economic hardship (MI'8, section 8 p. 4) that limits the
use of services to crisis gdtions, as many in the Aboriginal community were not qualified
for subsidised medical schemes and could not afford private health insurance.drte sec
reason according to Scott was psychological, “where Aboriginals have dledagential
and important treatment for reasons of anxiety and diffidence” (Scott,VI®'B section

8 p. 4). The third reason was lack of knowledge about their options in terms of available
health services for their medical needs. Furthermore, even those who did usg exist
maingream services often were not treated in a way that addnesdetedsThose needs
are a product of a “complex interrelating pattern, not only connected divethl health,

but indirectly, through lack of knowledge, poor housing, social problems,oeton
problems, personal habits and life styles which act against good health” (Scottpl 873
section 8 p. 4).
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The Scott report recommended that the Redfern AMS or similar organisatiorizerfiine

key to success in the area of Aboriginal health”, and that “[a]ny proposals from the
Aboriginal community, therefore, to extend or duplicate the present Service tart toesv
Aboriginal Medical Services, should be treated with favour” (1@33B, section 8 p. 8).

The report further concluded from its finds that “[s]ince the Medical Service is an
Aboriginal service, run by Aboriginals for Aboriginals, people feel that theyahle to go

there without fear or embarrassment” (1973 vol B, section 8 p. 4).

An article in New Dawn featuring the AMS pointeditathat many in the Aboriginal
community, because of poor so@oonomic state, gave the AMS a positive assessment

within months after its opening. It mentioned that Aboriginal people in Sydney:

tend not to see a doctor until their iliness is at an extretage, especially as very

few of them belong to the normal medical and hospital benefit schemes. Also, a man
with six children earning say $59 a week, earns just a few dollars too much to get
free health insurance under the Commonwealth’s subsidized¢ahsdheme. Yet he

may be in serious trouble when faced by big medical bills. A free service is a patrtial
answer to these problem@®ew Dawn, 1971, p. 6)

Another early aspect of the Redfern AMS, which later became a focus of theahatio
ACCHSs movements educating mainstream health providers about specific issues and
health needs of Aboriginal people and communities. This has been an important feature of
the ACCHSs movement since its early beginning in Redfern. Accordingkas Sy

As well as providingome access to medical care for residents, Aboriginal Medical
Services set about trying to make white medical institutions less racist in their
practices and more responsive to Black needs. We did this in a variety of lyays
public education, by venturing into medical training institutions to put our views
directly to their students, and by confronting and conciliating with individuals and
institutions about incidents of racism or racist misunderstanding when they
occurred.(1989, p. 192)
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4.5 Early years funding: grants and donations

Initially, the idea was for the Redfern AMS to exist solely on donations, as therslarige
entering into funding agreements with government seemed apparent. Yet the buergvhe
need forced regular grants applications soon after, in addition to continual independent
fundraising (Foley, 1991). According to Foley, the first submission for a grant the

Office of Aboriginal Affairs for a sum of $13,000 was approved almost in full, yet all
subsequent requests from thdfi€@, and later the Department, met with walls of
bureaucracy and, in most cases, only small parts of the amounts requested vosedapp

in processes that often took months without a clear reason (1975). Elsewhere, Foley
describes the early grant applion processes as “battling inept and insensitive
bureaucrats and politicians for resources”, which then became a key occupation for the
AMS (and other ACCHSSs) for many years (Foley, 1991, p. 6). One particular tréloptes

was met with bureaucratic hahigs was for a grant to fund moving the AMS to a new
premise. According to Foley, this early interaction influenced the tonegutiations with

the DAA for years to come:

This was one of the first instances where we detected a degree of double standards
in the attitude of the D.A.A. On one hand the D.A.A. (a purely administrative body)
could occupy very luxurious offices in Canberra, but the A.M.S. (a body directly
working with blacks) could not even get money to make its 100 year old premises
inhabitable (1975, p. 38)

Relations with the NSW DAA were also tense, with accusations from the DA% af
record keeping, which were strongly rejected by the AMS (AMS Newslet®& 1,98, p.
3). The question of funding, and the dangers ebmtion, seemed apparent to the AMS
staff and activists from these early days. A key strategy in #gard, which was
developed in Redfern from the first years of the AMS, was constant attempsute s
funds from a variety of sources, donations and public agencies,iriitisd the reliance

on a single source of funding:

We cannot jeopardiZ@ur lives] by entertaining structural changes in either ideals
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or policy in the A.M.S., and in order to remain 'free’, we have to aspire to financial

independence to some degree.eMeeat the general public, and particularly those
people who have shown support for us in the past, to help us fund our operation
outside of total Government dominatigAMS Newsletter, no. 6, 09/1973, p. 2)

This strategy was a way to partially reconcile the necessary acceptance aofmgaver
funds and autonomy. The AMS received some support fromAboniginal people in
Sydney, as various groups and individuals answered the donations pledge. Shows of
support included a charity race organised by Sydney University students éténifar
charity”, 1972). Another student group, the NSW Film Group, raised funds for the AMS
(and other mainly charity/health organisations) (“Foundation Day filnivéd§t1973). In

1977, it was reported that children from the Shell Harbour School sent donations and
letters of support following a call for donations (AMS Newsletter, 10/1977, p. 4)./An ea
donation was achieved from the Australian Freedom from Hunger Campaign, which
granted the Redfern AMS more than $100,000tHer nutrition program (“Aborigines get
$100,000 grant”, 1972). A note at the beginning of issue 13 of the AMS Newsletter (1974)
thanks those who donated to the AMS for a number of programs, “which the Government
would not finance” (p. 1). These included the fruit and vegetable run, sending medical
supplies and vitamin C to Palm Island and Townsville area communities, food supplie
the Gurindji people in Wattie Creek, and clothes for families in NSW and NT (AMS
Newsletter no. 13, 1974).

The Newsletter &s a key asset in fupdising, and a donations appeal appeared usually at
the beginning or the end of each issue (the Newsletter will be further explotes next
section). A list of donors, which appeared in the AMS Newsletter no. 5 (8/1973), raveals
particularly high response for donations to the AMS. Among the long list of donating
bodies are pharmaceutical corporations (such as Roche, Pfizer), other magoatoams
(Ford Motor Company, Ampol Petroleum), religious groups (Bass Hill Method@ipGr
Religious Society of Friends), and community groups (Woolloomooloo Residents Act

Group).

The Redfern AMS was incorporated as aoperative in 1975. The stated reasons for the
incorporation were to facilitate asset ownership and applying for fiiAdsriginal

Medical Service Newsletter, no. 15, 1/1975). “We are now in the process of becoming
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incorporated” (Aboriginal Medical Service News, AMS Newsletter no. 134)p.The

registration was as a <aperative, rather than as a company. It was a négcessi
registering property ownership, and seems like it was a necessary séspir® @going
funds. The incorporation of the AMS constitutes an important stage in the development of

the dialectical communitgontrol/co-option relationship with the state.

Parallel to this process, as mentioned, the constant seeking of grants continued,tm order
try to not fully rely on a single funding source. As Fred Hollows noted, “you neftea |

session at the [AMS] with any money in your pocket” (Hollows and Corris, 1991, p. 102).

4.6 The role of the AMS Newsletter

In the methodology chapter (3.2), | wrote of the way in which finding the AMS Nters

was a significant find in my research. Its 54 issues that | was able tddHaeethe first

two decadesf the development of the ACCHSs movement. Before being confined to
forgotten library files, the AMS Newsletters constituted an important methtdte AMS

to raise funds and politically engage people in Redfern and the wider commuanityl a
issues relating to the Redfern AMS, the larger ACCHSs movement, as wethas o
Aboriginal rights and land rights issues. The Newsletter was printeddaniyn 1973 until
1991.

The first edition of the AMS Newsletter is undated, but seems to have beeedeiedle

second half of March 1973, as the first dated issue is no. 4 (June, 1973), and the first issue
includes a reference to a storyTihe Australiandated 15/3/1973. It was printed with the

help of the Foundation for Aboriginal Affairs, which moved to different premiseslghort
after. The second issue was printed with the help of the Builders Laboucdasatian

(BLF), which could not print the third edition as they were on strike at the time (AMS
Newsletter, no. 3). The first printing machine that the AM& \able to secure to print its

own newsletters was loaned by Gestetner (no. 5, 8/1973). The first issue of thetaews

had a circulation of about 200, which grew to approximately 700 readers by issue 4 (no. 4,
6/1973).
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There was an early decision tedp the newsletter free, and not to set a subscription fee.

“[W]e hope to be able to keep it ‘our way’. We will send it to whoever is interestedgh

to let us know, until we run out of money and can’t continue” (AMS Newsletter, 2, p. 2).
This meant sometimes irregularity in the appearance of the newsletter: “wet anettme
Newspaper business, we are in the business of trying to save lives” (AMselter, 2., p.

2). The general idea was expressed elsewhere as: “Send us what you can, when you can
andwe’ll send you our Newsletter for as long as we can” (no. 4, 6/1973, p. 2). This policy

continued throughout the publishing of the Newsletter (1991).

The AMS Newsletter remains a precious resource, containing sharp atfzygeints at

the deep connections between the poor state of Aboriginal health and the social and
political oppression. The Newsletters included analysis of a varietytmiah political

issues and their effect or possible effects on Aboriginal people, communuigg issch as

police harassments and community initiatives, and matters regarding the AMfSljngcl
programs, updates on recent developments, and new emerging information regarding
health and wellbeing. Some editions included reprints of articles of inteoestother
newsgapers, reprints of documents of interest, poems, caricatures, and even nedethme
book listings, which included radical classics from Australia and overseaslsfugig
addition, on top of all, the newsletters always remained focused ondignag, eminding
readers in each edition the pressing need for donations, including listing of projécts tha

donations cover (and that the DAA would not cover).

Most of the issues opened with a donations appeal, including a list of projects to which the
donationsassisted. One of the items on the list details communities to which the Redfern

service assisted with the organisation of their own health services.

A good indication for the role and importance that the AMS placed on the Newsette
hinted in a reporby Duckett and Ellen (1979), who studied the work of the Redfern AMS

staff, including the division of their time:

Activities concerning community organisation and development occupied 8% of
total staff time. Nearly onthird of this was spen¢bic) on researching, writing and
printing the AMS Newsletter. A further 28% of time involved ligsa) with other

community groups, particularly agencies such as the Aboriginal Legal Service, the
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Aboriginal Housing Company, and the Department of Youth and Cortymuni

Services. The same proportion of time again (26%) concerned developing an
understanding of community influence in decision making and allocating of
resources, and an understanding of community determinants of health and well
being. This mostly occurred in lecture and discussion situatizunckett and Ellen,
1979, pp. 16-17)

The role of the Newspaper may have also been another indication of the influehee of
Black Power movement from the US, as discussed in 4.1. The Black Panthers’
Intercommunal NewsService was a key tactic of political organising within the
communities (Hilliard, 2007).

4.7 Relationship with the Department of Aboriginal Affairs

As previously discussed, the Department of Aboriginal Affairs (DAA) wakablished
after the 1972 federal elections, which brought Whitlam’s Labor governminpower.
The DAA was to facilitate public funding for projects regarding Aboriginal peepld
communities. Its establishment was enabled due to the 1967 referendum, whidinechder
a public recognition that the federal government has a responsibility forgiktadrand
Torres Strait Islander people, a responsibility that is not solely the sfBtestiepartment
replaced theOffice of Aboriginal Affairs, which was established under the McMahon
Liberal government (Gilbert, 1973).

The DAA was heavily criticised for creating large and expensive bureautradiies,
which leave little actual money for communitytiated project{AMS Newsletter no. 13,

p. 1). In a strong article published Idenity, Gary Foley provides an early, detailed
account of what he describes lasreaucratic obstructionpracticed by the DAA at the
time: “it would seem that the success of the A.M.S. has been in spite of, rathertthan w
the help of, the D.A.A.” (Foley, 1975, p. 38). Elsewhere, Foley points out that the DAA

employed in its bureaucracies “staff of the old hated Aborigines’ Protection8o&the
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various states” (Foley, 1991, p. 9). Some of the main complaints presented by Faey we

detailed accounts of lateness and stalling by the DAA of delivering grant maieh
often put the DAA in large overdrafts (Foley, 1975), which “almost forced the closure of
the A.M.S. on many occasions” (AMS Newsletter no. 18 11/1975. p. 1).

Naomi Mayers of the Redfern AM&rote a letter to Barry Powell from the DAA regarding
this situation on January 14, 1974 (Foley, 1975). In the letter, a number of issues were
raised:

e AMS projects that the DAA refuses to contribute any funds towards, sutte as t
fruit and vegetable run, and supplying clothing and blanket donations to rural
communities in emergencies.

e The DAA s refusal to contribute funds towards rent and renovation of new premises

¢ Recommendations of the Scott report which the DAA have not adopted.
(Foley, 1975)

The DAA reportedly responded with an approval of a further grant of over $30,000 (Foley,
1975).

By the 19731974 financial year, the budget of the Redfern AMS was $93,425, out of
which some $20,000 was raised through fumiding activities, and the rest came from

government grants (Foley, 1975).

The growth of the AMS and concurrently the growth of government grants did not deter
AMS activists from their role in the land rights movement at the time. In the winter of
1974, against the background of a government review into Aboriginal peoples’ sentiment
towards the DAA, protests in Canberra grew stronger, and even included an ioccapat

the DAA offices in Woden by Aboriginal protesters. “The AMS was one of many
organisations which sent representatives to Canberra to seek change, if posside, i
monolithic bureaucracy of the D.A.A.” (Foley, 1975, p. 39). However, it is interesting to
note that at least one of the founders of the Redfern AMS, who was still takingven ac
interest in the ACCHSs movement, was ugerd to work in the DAA. Gordon Briscoe
joined the DAA in 1973, and moved to the Department of Health in 1974, where he

worked as a senior project officer (Grace, 1979).
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The question of coption by the state agencies such as the DAA, which as disq@s3gd

is an integral part of the communitpntrol experience. The potential danger cfoption
seems to have been clear to activists in the movement even in the early yearstidrop

In the sixth edition of the Redfern AMS Newsletter (09/1973), aeresting analysis
acknowledges the possible complications of the relations between comwamityl and
co-option (or ‘takeover’), as a result of accepting government funds. It resonates with

similar processes that the ALS went through (as discussed in 4.2):

With the increased Budget has come the increased fear from those connected with
the A.M.S., Staff and Council, that the Service is now in real danger of being ‘taken
over’ by the Federal Government, and that we, the employees, instead of being
answeable to our own community, to the people whom we treat, will become
answerable to the Federal Govt. No matter how nicely ‘Governmenbtadécan

be made to look, community control is the driving force behind the success of the
A.M.S.(no. 6, 09/1973, p. 1)

From this point on, a new theme developed in the AMS’s demands, which will resurface
both in the Redfern AMS and in NAIHO in several instances in the future (as explored in
the following chapters). The Redfern AMS attempted to disassociatetfi@iAA, and

seek funding from the Health Department as an alternative.

Interestingly, the AMS activists were perhaps unaware at the tintg ithd973, the
Whitlam government prepared a Ten Year Plan for Aboriginal health, althougasit
apparently not publicly announced (Saggers and Gray, 1991a). According to Saggers and
Gray, the plan “proposed that the Australian government, through the Depadfment
Health, be responsible for a national campaign to raise the standard of Adddnealth ...
however, the plan was more like a statement of intention to develop a plan” (Saggers and
Gray, 1991b, p. 390). The Program Effectiveness Review (1980), which was also not
publicly released (as discussed in great detail in 5.4) examines the failbeeén, and

shows, among other things, that the states were reluctant to take responsibility, and ther
was general disagreement and a lack of clarity regarding the roles dhtibe and the

Commonwealth (Anderson, 2003).

The Redfern AMS made its first bid for a move to be funded by the Health Departme
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during the first introduction of Medibank in the latter days of the Whitlam government

The editorial of the AMS Newsletter of August 1975 announced to the readers that

The Aboriginal Medical Service has divorced itself from the bureaucracy, that is of
course, the Department of Aboriginal Affairs, and has gone over to Medibank. This
means that we have set a great precedent in discarding these shackles, one we hope
will be followed eventually by all community controliloloriginal organisations. It

is a step taken in spirit of and in the direction of -sielffermination.(Editorial,

AMS Newsletter no. 17 08/1975, p. 1)

Yet the Medibank scheme did not last beyond the next year. The March 1976 issue of the
newsletter reported that the Redfern AMS returned to DAA financial assstaowever,

the AMS (and at this stage, the ACCHSs movement) continued to try to find ways to
switch to the Health Department for funding:

Gary Foley, Naomi Mayers, Dr David Smith and Professor Fred Hollows, of the
A.M.S. recently met with the officials of the D.A.A. and the Federal Health
Department, to discuss future government assistance for the A.M.S. The two major
officials met were Mr Laurie Malone of the D.A.A. and Dr Langford of the Health
Department. The A.M.S. was forced into seeking government assistance again,
because of the failure of Medibank to provide us with sufficient funds to maintain
our many and varied programs ... Ultimately, however, it seems that the Federal
Department of Health is going to assume the responsibility for funding the A.M.S.
and that move will be greatly welcomed by all of us who detest the D(A.M.S.

Returns to Government Assistance, AMS Newsletter no. 20 3/1976, p, 2)

The issue of the division of fundirgsponsibilities between the DAA and the Department
of Health continues to be central to the relationship between the ACCHSs movehent a
the federal government. It will be further explored in chapter 6, in the xtootethe
Program Effectiveness Review1980), which flagged the sorting of funding

responsibilities between the departments as a main issue.
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4.8 Relationship with the Whitlam government and the opposition

As part of the openly political nature of the AMS and the Newsletter, fedectioale
were treated with serious analysis. The Newsletter focused on the meaeiagtiohs and
possible outcomes for Aboriginal people, while generally being critical of bojar ma
parties (AMS Newsletter n. 12;41974). The analysis of the different elections gives a
good insight into the politics of the ACCHSs movement, and to the way in which the

movement related to different federal governments at the time of writing.

Relations between the McMahon Federal Liberal/Country Party Government adaddhe
rights movement as a whole were cold. As mentioned, the Redfern AMS was sdxtert®
small grants even before the Whitlam Government was elected after sustalitied! p
pressure (Foley, 1991):

most Aboriginal organisations grew out of the upsurg8latk militant activity in

the 60's and 70's. These evolved as a direct expression -ofetefmination and the
complete rejection of oppression, the relegation of our people to setasxl
citizenship. The Labor Party saw the signifafsie) of our movement and quickly
took up our demands as its platform, especially because we potentially provided a
catalyst to the heightened workers’ movement of which we were becoming a small
but significant part(AMS Newsletter no, 17 08/1975, p. 1)

Quoted below is an analysis of the political atmosphere in Australia prior to ti2e 197
federal elections. It was presented in the editorial comment of the AMSétiavsio. 12

of March-April 1974, in the context of the then upcoming 1974 federal elections, which
broughtGough Whitlam into power.

the public were involved in one issue or another, whether it was opposition to the
war in Vietnam, opposition to the conscription, opposition to Australia playing host
to racist South Africa sporting tours; others were involved on a more personal
level, when Federal law and hypocritical morals denied the need to easier access to

divorce, and when the Pill carried a luxury tax; Liberal paranoia had poured
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millions into the coffers of ASIO, and many people were finding their phones tapped

and their persons harrasse@ic), their offices and homes searched and their
privacy invaded, foreign ownership of Australia was almost inevitable; and
suppression of information was widpread. The Black community was virtually
un-heard, and the fate of the Aboriginal protest which culminated in the creation of
the Aboriginal Embassy is wédhown; Land Rights was regarded as some sort of
joke by the national leaders, and a forced assimilation program was in practice if
not in policy.(AMS Newsleter no. 12, 3-4/1974, p. 1)

The expectations aie part of the AMS of the Labor government were clear:

When the Labor government implements in reality, not just the words, its
recognition of our inalienable right to sedietermination, organisations such as
ours will be able to solve the urgent problems of our communities which the
“normal channels” have proved incapable of doingAMS Newsletter no. 17
08/1975, p. 1)

Largely due to the experienced ‘bureaucratic obstructionism’ of the DAAYF®&5), he
approach of the AMS Newsletter towards the Whitlam government was nooisital.

One criticism regarded the government’s use of ‘self determination’ lgagas shallow
(editorial of the AMS Newsletter no. 5, 11/1973), which is mostly used as lip semace (

8, 11/1973, p. 1). The AMS Newsletter even encouraged supporters to contact the PM. In
issue no. 13, readers were urged to send telegrams to PM Gough Whitlam and the
Ministers for Health and for Aboriginal Affairs, and demand that the full budge
submission made by the Redfern AMS would be received (AMS Newsletter no. 13. p. 2).

Yet despite the criticisms, the AMS called in its newsletter to vote for Laboeitai4
Federal electionfAMS Newsletter no. 11, 02/1974, p. 1), and then again in 1975 (AMS
Newsletter no. 19 12/1975, p. 3):

1975 will be yet another year of uncertainty for Aboriginal people. Disillusionment
with the Labour(sic) Government is high in Aboriginal communities. Furthermore,
the general communitiegsic) anti-Labour (sic) feeling is causing concern for

Blacks because a Liberal Party win at an early election would spell disaster for
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many Black projects throughout the country. Add to this the worsening economic

situation generally and the future looks particularly bleak for Blacks, most of whom
are already living close to the poverty ling&ditorial Comment, AMS Newsletter
no. 15, 1/1975, p. 1)

A special edition of the AMS Newsletter dedicated to the 1975 federal election (no. 19,
12/1975) offered commentary on the 1975 Gioutional Crisié

we, as people who never really beleiyait) democracy anyhow, were hardly
surprised by the Governor Generals action. The myth that Australia is a
democratic country where the people have the final say has been exploded for all
time. The recent events in Canberra have highlighted something that most
Aborigines have known for years, and that is that MONEY is POWER! Anyone who
can secure the support of big business and newspaper barons is in a position where
he can rewrite the rules and gain pow@MS Newsletter no. 19 12/1975, p. 1,

emphasis in source)

The Newsletter assessed that the three most urgent issues in Aboritairal 2§ assessed
prior to the 1975 federal elections were: “(1) Land Rights and Compensatiéiofijon
of the Queensland Act and (3) Black control of Black Affairs” (AMS Nettesteno. 19
12/1975, p. 2).

In the lead up to the 1975 federal elections, the Liberal and Country Partyidoali
contacted the Redfern AMS directly to assure that funding would centirihe Coalition

wins the elections. Bob Elliott, Coalition Spokesperson for Aboriginal Affagent a
telegram to Naomi Mayers of the Redfern AMS prior to the elections, announcing that
under a Coalition Government “there would be no cuts in Aboriginal Affairs budget or in
Aboriginal Affairs programs” (the telegram was reprinted AMS Newsletter no. 20
3/1976 p. 1). In particular, the telegram noted that a Coalition government “will support
Aboriginal organisations such as the Aboriginal Medical &edal Services” (p. 1).
Despite these assurances, the Newsletter reported that six months latevwy eatition

government has cut $80 million from funding of Aboriginal organisations (p. 2).

8 The 1975 Constitutional Crisis refers to the dismissal of the svhiGovernment in 1975 by the Governor
General, representative of the Queen of England and officially the headeob&Australia.
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4.9 International relations

The Redfern AMS established international connections from a very earty $tag fifth
newsletter (August 1973) carries a report by Bobby Sykes on her upcomirgdtiprid a
conference in Geneva “and also speaking and-farging in a few other countries” (no. 5,
8/1973, p. 3)It is emphasised that the trip was not funded by the Redfern AMS. It is later
reported that the meeting (perhaps of the World Health Organisation) raikgdof
interest, especially by delegates from ‘third world countries’, into thetstie and polias

of the AMS (no. 6, 09/1973, p. 3)hese early aspirations for strong international ties have
proven crucial for the commun#gontrolled health movement as a whole in difficult times

further on.

Delegations of Aboriginal activists visited different{seof the world from at least 1970, to
network with other postcolonial/liberation movements around the world. These delegations
usually did not represent a single organisation, but included activists fromedy vairi
groups, or alternatively activists whwould try to represent a broader face of the

movement, and not solely a specific organisation.

An early delegation of Aboriginal community activists toured the UniteceStat 1970.
The tour included meetings with leaders of the civil rights movenresitiding leaders of
the Black Panthers movement. The delegation included, among other people, Bruce
McGuiness, who later became one of the founders of the Victorian Atarilgiedical
Service, and was involved with the commusratntrolled health movemefdr decades to
come andBob Maza, who recalled this from a speech he gave in front of 80,000 people at
a rally in Atlanta during the tour: “someone asked, ‘What did they call @lisstrefore the

white man came?’ | was completely rattled and all | couldvgay ‘home
Gilbert, 1973, p. 115).

(quoted in:

AMS activists also visited China as part of Aboriginal delegations. Ghmdathen only
recently opened up to visitors for the first time since the 1949 revolution. A concept in
Chinese public health, the Barefoot Doctors, inspired the early conceptualisatithres

role of the Aboriginal healtiworker (AMS Newsletter, 15/1983) (as will be discussed in
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chapter 5.3). Chicka Dixon wrote about one of the delegations that “[ijn China we were

treated, for the fst time, as human beings” (quoted in: Gilbert, 1973, p. 114).

The AMS Newsletter no. 11, 02/1974, tells of a conference in Guyana, which ersdedit

by the therchair of the AMS, Gary Williams. The conference was hosted by the National
Indian Brotherhod and included participants from different indigenous struggles (AMS
Newsletter no. 11, 02/1974).

On another occasiorzary Foley (AMS Publicity Officer at the time) travelled to New
Zealand for a week and formed connections with Maori organisationsal4dehad an
opportunity whilst there to offer Australian blacks’ support for the Maori Laadchland
Maori “Embassy”, which has been set up on the lawns of Parliament House in Wallingt
(AMS Newsletter no. 18 11/1975 p. 3).

NAIHO, the national body othe ACCHSs movement (that will be further discussed from
chapter 5 onwards) started to send on occasion representatives on overseas t$ips on i
behalf.While NAIHO representatives Bruce McGuinness and Gary Foley toured Europe in
1980, they met with different funding agencies, potential donors, and even the World
Health Organisation (AMS Newslettes681980; Identity, 1979). The trip was related to

the seting up of Aboriginal Information centres in London and other main (western)
European cities. Accordinto ldentity magazine, the cities toured include London, Paris,
Bonn, Munich, Amsterdam, Copenhagen and Geneva (“Going international”, 1979).

The ACCHSs also receivedsits from overseas activisisvolved with other indigenous

struggles. The newslettegported that, throughout 1980:

Aboriginal Medical Services were visited by numerous overseas groups including
Canadian Indians, North and South American Indians, and representatives from

numerous African and third world countries. The irony is that these numerous

overseas people recognise the worth and effectiveness of community health
programs developed by the Aborigines themselves, but our very own Australian
government continues to try and subvert their woRkIS Newsletter, 1412/1980,

p. 4)
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The international relations forged between the Redfern AMS (and e ACCHSSs

movement) and overseas activists and movements is an indication of the intermatianal

of social movements in the context of which the ACCHSs movement developed. The
movement’s ongoing international relations in the 1980s are further explored inrchapte
7.5, while some examples of the movement’s relations with other Australian socia

movements are explored in chapter 5.5.

4.10 The national spread of the movement

Another goodindication of the effect of the Redfern AMS was the number of other
communityeontrolled health services that had sprung up across Australia in the thiee yea
after its formation(Sykes, 1989). The AMS played a key role in providing example and
organisabnal advice to other communities seeking to organise their own services, as well
as help recruiting doctors and at times even material assistance to other communities
Assistance was given to the Melbourne Aboriginal community (AMS Newsleto. 4,
6/1973) and the Victorian Aboriginal Health Service opened in 1973 (Nathan, 1980). Also
that year, services opened in Townsville, Gippsland (AMS Newsletter no. 8, 11/1973)
Brisbane (Samisoni, 1977; Best, 2003), and Alice Springs (Rosewarne et al, 2007). By
1974, communitycontrolled health services were also opened in Perth (House of
Representatives Standing Committee on Aboriginal Affairs, 1975), Ade{Aideriginal
Medical Services Workshop, 1974), and Wilcannia (AMS Newsletter no. 14, 11/1974).
Regarding he influence of the Redfern AMS as an example, an article in New Dawn in

January 1973 assessed that:

Given the connection between the social conditions faced by Aborigines and their
health problems, the Aboriginal Medical Service itself provides the nadelhat
could be an effective attack on the underlying causes of the ailments that

disproportionately afflict Aboriginal peoplé@New Dawn, January 1973, p. 1)

It was also later observed by Anderson that other ACCHSs “were modelled amgihal

service prototype in which health services were managed within a cooperative structure
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that was governed by a board of management elected from the local Aborogimality

by the local Aboriginal community” (Anderson, 2003, p. 230).

Due to the chronic underfunding of the movement and the leading role the Redfern AMS
played in helping other communities to establish their own services, it was quitgooom
for the AMS Newsletter to feature an appeal for donations. In the appeal on the

January/February 1981 edition of the newsletter, it is explained that:

the Redfern A.M.S. is often called on to support Aboriginal groups, particularly in
remote areas, who desire to control the delivery of health care to their own
communities. N.A.l.LH.O. believes that the initial financial and organisational
support which such communities receive, is a key factor in whether an embryonic
Aboriginal Medical Service will survive or not. This is a major reason why the two
major services in the NAIHO network (Redfern and Melbourne) respond quickly
and positively to requests for assistance from communities who have set up a
committee to establish their own health servigeMS Newsletter, 0402/1981, p.

2)

Assistance from the Redfern AMS to emerging services often included fwisitsAMS
activists to early organising meetings. Such trips often included dekvefidonations of
drugs and medical supplies (an example of such a visit to Port Augusta is datastsi
Newsletter, n. 22 11/1976, p. 2). In other cases, Redfern’s helpnalsoed financial
assistance. The-2/1981 Newsletter continues with an example of financial assistance

made for young AMS’s: Port Augusta is reported to have received:

almost $25,000 in its first year of operation, the Kempsey (NSW) and Broome (WA)
A.M.S.s which both received approx. $18,000 each in their first two years of
operations, and Wilcannia and Purfleet (Taree) A.M.S.’s which both received in the

region of $12,000 for the early stages of establishing their seryjze?)

In Fitzroy, which wa home for the largest Aboriginal community in Melbourne at the
time, activists started the long process of organising soon after the exantmeRedfern
AMS.
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The conditions in Redfern that resulted in the construction of the AMS were nelyentir

unigue to Sydney, but reflected, and to a limited extent led, a national ouherWAHS
based in Fitzroy, a suburb of Melbourne, was established in a process that started at 1973
and saw the launching of the service in 1974, according to Nathan, “by socesrel

members of the Aboriginal community” (1980, p. 1).

In 1979, Pam Nathan undertook a major study of the Victorian Aboriginal Healtrc&ervi
(VAHS), which included 239 interviews. The report of the study was later peblias a
book,A Home Away Fnn Homeg(1980). According to Nathan, the study was developed as
“there has been some uncertainty regarding the value of Aboriginal health cgntigsn

the context of the ongoing struggle for funds. Nathan reveals that “although thisotva

the origiral intention of this research, health has been treated as a political matter” (p. 2).
Echoing similar conditions experienced in Sydney as well as other contexisdar
Australia (Briscoe, 1974, as quoted in chapter 4.2), Nathan noted that “[t]hetynafjdhe
Aborigines interviewed claimed they only used mainstream services & @aseergency,
referral or after hours” (Nathan, 1980, p. 116).

The development of the VAHS included weekly community meetings, which after months
of organising, were able teent a property in Fitzroy. The building was painted and
prepared by community volunteers. “The initiative sprang from the commainaygrass
roots level, and not from a government initiative” (Nathan, 1980, p. 22). The VAHS
received its first DAA grantin the sum of $57,000, 11 months after opening, and after
treating nearly 1,000 patients (Nathan, 1980).

According to Nathan (1980), VAHS became somewhat of a community centre, as some:

activities encourage a clulike atmosphere. For instance, films are shown,
birthdays and other events are celebrated, trips are made to the zoo, the river, a
park, the pool or for a barbeque lunch. Speakers are invited to give informal
lectures on various aspects of health care. Fifteen to thirty mothers with their
children attend the Clinic and the numbers in attendance are increasing. It appears
that whilst the health education that occurs is very informal, it is most effective in
this form and the relaxed atmosphere encourages mothers to attend, allowing the

regular monitoring of the health and nutritional status of the child@mathan,
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1980, p. 24)

A major part of Nathan’s work included a detailed comparative analysis of the VAtHS

the Special Services Health Section (SSHS), an Aboriginal health spromided by the

state. Nathan notes that the SSHS has an underlying approach to health as an “individual
problem” (Nathan, 1980, p. 77). This is being expressed, among other things, by an

overwhelming emphasise on helping people to “feel good about themselves™ (p. 77).

Nathan observed, regarding the SSHS approach, that:

[n]o linkage is made between key personal troubles and the reality of Australia’s
social structure. It presupposes that Aborigines have the capacity to control their
lives and if they have not, it's because of the weak ‘constitution of the individual'.
In doing so, SSH&dvocates the notion of ‘selttualisation’, making the object

the fulfillment(sic) of self and in the process ignoring the factors necessary for
fulfillment (sic). A better approach to the problem and its solution might be to
consider the social structure of society and not merely the personal situation of
individuals. The situation is one in which Aborigines’ needs must be stated in a
much wider context than just the personal and the discrimination which Aborigines

face must be seen in relation to society as a widd¢han, 1980, p. 79).

A most revealing observation by Nathan about the animosity of the SSHS taWwards
VAHS is that “[tlhe overwhelming response of the whiteptayees of the SSHS was to
describe the VAHS as a ‘militant black power’ group whose main preoccupagisriav

extend its power base throughout Victoria™ (Nathan, 1980, p. 99).

In Perth, the development of the AMS occurred in a very different context than ieySydn
According to Howard (1981):

[tihe Aboriginal Medical Service and the Aboriginal Legal Service, were begun by
Whites as subcommittees of the New Era Aboriginal Fellowship. At New Era’s
annual general meeting, early in 1973, Aborigines toadr ahe health committee

with the help of a couple of Whites ... The committee’s minimal services were
greatly expanded when in late 1973 the Aboriginal committee members were

successful in an application to the federal government for $100 000 to establish
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Aboriginal Medical Service in PertliHoward, 1981, p. 89)

Another influential early ACCHS was the Central Australian Aboriginaingtess
(commonly referred to simply as Congress). “Established in 1973 as a political ofoi
Aboriginal people in central Australia” (Rosewarne et al, 2007, p. 114), Congress
combined the medical services with other important organisational aspectndept of
membership was very broad within the defined identity base: according to Nathan and
Japanangka, “[a]ny Aborigal person who identifies with the Aboriginal community in
Central Australia is a member of Congress” (1983, p. 37). Congress wasdnitigkene

1973, in a meeting of some 100 people from Alice Springs and remote communities in the
area (Scrimgeour, 89). Japanangka and Nathan observed t@aingress is first, a
political organisation which seeks to safeguard and further the diverse tmtefeiss
people, and second an organisation which offers a medical, welfare and dentekseraic
community catext” (1983, p. xii). Furthermore, they observed that:

In the very early days, Congress staff, operating from an old blue Datsun car, were
engaged in handing out tents and giving shots of penicillin to the homeless
Aborigines stranded in the heavy rain in the winter of 1973. Congress has now
grown into a large organisation, housed in town premises, which has successfully
met many, even if not all, of the emergency needs of its cl{@apanangka and
Nathan, 1983, pxii)

The development of the CongreS€CHS in Alice Springs was recently documented by
Rosewarne and others (2007), and is a testament to the diverse local conditions and
contexts from which very different ACCHSs emerged, with both similaritied an
differences to one another, and not duplicates or ‘branches’ of the Redfern AM§, or an
other.

The next chaptecontinues the discussiam the establishment of these early ACCHSs,

and follows the establishment of a national ACCHSs movement.
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Chapter five: the National Aboriginal and Islander ltea

Organisation (NAIHO)

The idea of communitgontrolled health travelled from Redfern across Australia. As
different communities struggled to establish their own services, it becarmeeapthat the
needs and problems confronting ACCHSs were often similar, despite therdifentexts.
Such issues include funding and dealing with state and federal bureaucra@gploksd

in chapter four, the Redfern AMS played a key role in supporting other senetes the
movement grew the task of suppogtithe national growth of such a movement became
much too big for a single service to handle, especially given Redfern’s dienldds. In

this sense, the development of a national organisation seems almost natural. Irptars cha
I will explore the dgelopment of NAIHO, as well as some of the main issues that the
ACCHSs movement faced in the second half of the 1970s.

5.1 The establishment of NAIHO

The earliest written discussion of a future national organisation of theji@g&CCHSs
movement tht | located is expressed in a position paper of the Redfern AMS, submitted on
April 17 1973 to theSenate Standing Committee on Social EnvironnTér.submission

was presented jointly by Naomi Mayers and D. R. Laing, a medical doctorngdthe

AMS at the time. In their submission, Mayers and Laing predict that the ACCHSs
movement could become national, and advocate for an increase in grassroots. gamvice
interesting passage in particular discusses a future national organidatisnalso
interestng to note that as early as April 1973, when other ACCHSs just started to take
Redfern’s lead and to organise their own ACCHSs, the Redfern AMS alesatisaged

not only a national spread for the movement, but also started to discuss the nature of its

future national organisation:
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The A.M.S. certainly have the contacts, rapport, and enthusiasm to ensure the
involvement of Blacks nationally, and should finance be available to employ the
necessary expertise and to furnish the necessary equipment, A.Mdcertainly
become a viable, national, and successful organization. However, it is not
envisaged that a national organisation of the A.M.S. should become another
bureaucratic structure, but rather consist of a network of Services, with
involvement of théocal people at grassoots level at every centre, and merely co
ordination of available medical expertise, and information dispensed from a
national research centre to avoid unnecessary digitstate duplication(Mayers

and Laing, 1973)

The potential issues alluded to in this paragraph, the question of a bureautretticesbf
a national organisation versus an autonomous network, will prove to be a key issue for the

movement for years to come.

There are conflicting stories regarding the inceptioNAfHO. Some, such as Littlewood
(1982) and Foley (interview, 2009), attribute the formation to a meeting or meetings,
between people from the Redfern and Fitzroy ACCHSs, with perhaps other repi@senta
of early services, from around 1973. A more formalised beginning, which was perhaps

agreed upon in advance, happened in July 1974.

In July 1974, a Workshop on Aboriginal Medical Services was held in Albury, on the
Victoria - New South Wales border, organised by the Federal Department for Health.
Gordon Brscoe was also elected by the Aboriginal delegates to chair the workstsopf It i
note that, while Briscoe was perhaps the initiator of the Redfern AMSg@ssded in 4:2

3) as an ALS activist at the time, by the time of this workshop Briscoe was wankiihg
Department of HealtfGrace, 1979).

The then Federal Minister, Dr D.N. Everingham, opened the seminar. The ihscuss
included reports given by representatives of all existing services anheftom Sydney,
Melbourne, Brisbane, Perth, Adelajdand East Gippsland in sotghstern Victoria, as
well as representatives of other Aboriginal communities, which reported ongpeatan

and action towards setting up their own services. Other guests and observers included
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representatives from thealonal Aboriginal Consultative Committee (NACC), various

members of Aboriginal and Health department bureaucracies (both faddr8tate level),

and representatives of national and international organisations, such as the WiiHd Hea
Organisations, thAustralian Medical Association, and the Royal Flying Doctors Service,
as well as other doctors and healdtbrkers. The July 1974 conference in Albury was
planned for over a year by the Federal Minister for Health. Kevin Gilli®te in 1973

that, on Apri 12, “Federal Minister for Health announces a national conference ‘next year
to discuss the health of Aborigines and their situation in each state” (Gilbert, 1973, p. 63)

In his opening remarks, Minister Everingham stated that:

The idea for this Workshop arose from a meeting held in Canberra in August 1973
to discuss Aboriginal Medical Services. The delegates at that meeting made it clear
that there were many deficiencies and problems facing the medical services and
these needed to be resolved as soon as possibieWorkshop on Aboriginal
Medical Services, 1974, p. 6)

It is of note that elsewhere, the AMS Newsletter was very critical of Evennglwho
reportedly advocated for sterilization of Aboriginal men “as the answéretdloriginal
‘problem™ in 1969 (AMS Newsletter, 2/1978, p. 1). This workshop should also be
contextualised in the attempts of both federal and State/territory agencieBnio tteir

share of the responsibility for policy related to Aboriginal and Tornest $tlander peog,

in the wake of the 1967 referendum. The rise of the ACCHSs movement added further
complexities to the issue of authority and control over Aboriginal issues. Inaihiext,

Everingham also stated in his opening remarks that:

Responsibility for the actual delivery of health care lies with the various State
authorities, except in the Northern Territory and the A.C.T. where my Department
[Federal Department of Healtlg responsible. | believe we must be flexible in our

planning, always ensuring that the Aboriginal communities are involved at every

stage.(in: Workshop on Aboriginal Medical Services, 1974, p. 7).

The most notable outcome of this seminar was a unanimous agreement by th€ ACCH
delegates on the formation of NAIHO. The motion, which waditserecommendation of

the seminar, was moved by Dennis Walker, representative from the Queexisbaigihal
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and Islander Community Health Service (QAICHS), and Bruce McGuinness from the

VAHS in Fitzroy, who was representing the NACC at the work&HBipe recommendation
reads that the role of NAIHO would be:

as a concrete and positive step towards-determination of Aboriginal and
Islander people, to enable them to formulate and implement Medical and Health
policies and priorities which are directly and indirectly related to the immediate
needs and aspirations of the Aboriginal and Islander peoféorkshop on
Aboriginal Medical Services, 1974, p. 32).

It was also decided that NAIHO'’s structure “would enable easy two way coroation at

all levels.It would also provide the ways and means to tackle the immediate and pressing
Aboriginal health problems and the local Aboriginal community level” (Workshop on
Aboriginal Medical Services, 1974, p. 32). NAIHO was to be composed of “one elected
member fronthe State and Territorial assemblies as well as one from Torres Saadgtsis|

(p. 32). The outline of the desired development of national commcaiitiyolled health
infrastructures was put forward as the first proposal of the workshop, and is @desent
Box 2.

The regional boundaries at this stage, it should be noted, were to be designated by NACC
electorate boundaries, and not state/territory boundaries. The question of li@giosa
interesting, and reflects at this stage the commitment teagloaial geographies. When
NACCHO was established to replace NAIHO in the early 1990s, the regionabuivis
followed modern geography, with a state/territory division. Thesengdsa are later

explored in chapter 7.

° Gordon Briscoe and Bruce McGuinness are good examples of the waichy miany of the players in this
complicated scene, were often active in a few different organisationsjandven have worked for
governmental deartments, as was the case with Briscoe. This should help us tmkeen that, while
organisations may strictly define their own boundaries, thesreliff agencies are connected by several
levels, such as funding relationships and even an exchapgepie themselves.
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Box 2: the proposal for the establishment of NAIHO from the Workshop on Aboriginal

Medical Services, 1974

Local Community Groups
1. define the problems and needs in each specific area.
2. disseminate information to local indigenous people on all health matters
Regional assemblies
e collate, identify angbrogram priorities.
State and Territorial Assemblies
e communicate with relevant State and local government and othegavernment
organisation including all indigenous groups
o formulate state budgetary policies.
¢ allocate financial grants.
National Aboriginal and Islander Health Organisation (N.A.I.H.O.)
o formulate national policies for the permanent and rapid improvemene dfethlth status
of all indigenous people.
e provide a direct link with Federal Government Ministries, Austral@aavernment
departmentand other instrumentalities concerned with Aboriginal health.

e receive and allocate all forms of financial assistance for AborigindlIslander health
programs.

(Workshop on Aboriginal Medical Services, 1974, p. 32)

Back to the 1974 Albury workshop, @mmment was written in the health department’s
report from the workshop on the discussion in the workshop about the prospects for
NAIHO:

There was lengthy discussion on this recommendation. It was argued that the
establishment of such a national organisation would give the Aboriginal and
Islander people more effective control over their own health problem. Howser, t
view was expressed that it was a big decision to take and should therefore be given
further consideration; that the autonomy of the Abioiad) Medical Service could

be adversely affected; and that such a move could signal yet another attempt to
impose on the Aboriginal people the establishment of a black bureaucracy. It was
also pointed out that the proposal should be referred to local Aboriginal community
groups in the first instance for ratification. The proposal was said to be consistent
with the N.A.C.C. manifesto. It was agreed that the recommendation be forwarded
to the National Aboriginal Consultative Committee for consideration, and that the
proposal be referred to local Aboriginal community groups for comment before
submission to the Minister for Aboriginal Affairs and Health for consideration by
the Australian Governmen{Workshop on Aboriginal Medical Services, 1974, p.
33)
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This omment sheds a lot of light on some of the politics behind this recommendation.

Some of the issues raised are still active arguments within the movement.

It should be noted that NAIHO seemed to only start organising actively and indepgndentl
later in thedecade. The Redfern AMS hosted a meeting of ACCHSSs representatives fro
across Australia at Sydney University in 1976 is when NAIHO started smiggy more
actively and regularly (NACCHO, 20064, p. 14).

5.2 NAIHO'’s philosophy

NAIHO produced a few acuments that shed some light on its guiding leading political
philosophy. NAIHO, as any other organisation, was comprised of people with various,

often conflicting, world views.

An interesting indication of some of the ideas from which the movementidsgivation

is to be found in the recommended reading lists, which appeared in a few AMS tiéaw/sle
from 19741976. Some of the readings included classics from overseas struggles, such as:
Franz Fanon’s 1961 classic work on resistance to colonialismyretched of the Earth
(recommended in: AMS Newsletter n. 10, 1/1974), written in the context of texidwh
anticolonial struggle; Dee Brown’s (197Bury My Heart at Wounded Kneevhich
documents the displacement and massacres of native Americansyis Wwelstern regions

of the USA, from 1864890 (AMS Newsletter n. 10, 1/1974, no. 19a, 1/1976); Emal
Autobiography of Malcolm XMalcolm X and Haley, 1965, recommended in: AMS
Newsletter n. 18, 11/1975, no. 19a, 1/1976).

Recommended Australian bookscluded some literary classics and up to date social
science books. These included: Thomas Keneally's (IBA@)Chant of Jimmy Blacksmith
(AMS Newsletter n. 18, 11/1975, no. 19a, 1/1976); Mudrooroo’s (186l6) Cat Falling
(AMS Newsletter n. 19a, 1/19763.D. Rowley’s trilogy of books about the current state
of Aboriginal people in Australia (1970, 1971, 1972, recommended in: AMS Newsletter n.
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10, 1/1974); Geoffrey Blaney’s (1973)iumph of the NomadéAMS Newsletter n. 18,

11/1975, no. 19a, 1/1976); aKevin Gilbert’'s (1973Because a White Man’ll Never Do It
(AMS Newsletter n. 10, 1/1974, no. 18, 11/1975, no. 19a, 1/1976).

The development of NAIHO during the second half of the 1970s went through some very
different stages. In its early days, it stdrées a coalition of the early ACCHSs, and was led
mainly by the Redfern AMS and VAHS.

Regarding formal structures, the data | collected suggests that NAltHGadie some
formal structures. Throughout the 1970s, as more ACCHSs emerged, the need feda unifi
national approach demanded the formalisation of structures. These appetiveccarly

1980s, and are further explored in chapter 7.1.

In a 1984 NAIHO meeting at Minto, NAIHO adopted a document titBaimmunity
Initiative, Participation and Control The document reveals much of NAIHO’s basic
ideals, and is perhaps the best document to detail NAIHO’s philosophy. The document is

presented in full in box 3.

Box 3: Community Initiative, Participation and ContrddlAIHO document from 1984.

The concpts within this document have formed the basis of our operations frobegening,
and we see it as the most valuable reference point for judging the quaditynafunity activities and
decisionmaking.

We believe it most closely reflects traditionalthms of community, and is a most appropriate
vehicle to carry our communities forward in the regeneration processn aineliri progress towards ful
health.

COMMUNITY CONTROL is basic to the philosophy of Aboriginal heatthre delivery as
exemplified by Aboriginal community initiated, community based hesdtlvices throughout Australia.
This philosophy of Community Control of necessity is reflected in thectstre and workings of the
national support organization of Aboriginal Health Services, wlidnown as the National Aboriginal
and Islander Health Organization.

COMMUNITY CONTROL means that each independent and autonomous healtbeser\
controlled by the community it serves, in order to provide that coritynwith health care delivery to
meetits health needs as defined by that community. The solution to eachucdtyimmhealth is in the
hands of each particular community.

To ensure the highest level of community control, there must be patibsi by the community|
as a whole in the decisionaking process. This process, for practical reasons, varies fromtorhanal
to traditional communities but participation remains a key element.

PARTICIPATION is a process in which a community or group of comitias exercise initiative
in taking action, stimulated by their own thinking and decianaking, and over which they exercise
specific control.

PARTICIPATION has been described as the collective effort by the people conderaad
organized framework to pool their efforts and whatever otbsources they decide, in order to attai
objectives set for themselves.

It is through action generated by community thinking and initiatives thatand women give
expression to their creative faculties and develop them and thereby dewdimy the pesonalities of

n
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those community members, who participéttés for this reason that participation is a basic human ne

(It is important to note that it is a basic human need still being denied feoptes today by
Federal, State and Territory Depaetnts, even by some Aboriginal bureaucrats)

Membership of the Service should be open to all Aboriginal and/or Islandetep@othe
community, so that they may contribute to the selection/election of the dffesgers of a
Board/Committee/Council of thelealth Service. The selection/election process should take place at
regular intervals as determined by the community.

To guarantee ongoing community control, this selected/elected groupopfepmust be
accessible to community opinion, and should ensa¢ Health Service staff respond to communjty
health needs and that the administrative staff in particular, convey toftbe Bdarers their assessmept
of the evolving health needs of the community.

COMMUNITY CONTROL means the community’s control of the health care dgliservice,
NOT the control of the community by the Service or its Office Bearers.

These principles must be reflected at the national, regional and local levels.

In order to ensure that a national organization reflects communityotofitAboriginal Health
affairs across Australia, PARTICIPATION must be maximal, the conitywghecks and balances must be
in place at all times. This demands that the National Organization must mégranie the decisions of
the communities but rathee ready to respond to community requests for support and development. That
is COMMUNITY CONTROL. This means that there must be a constaatffow of information to and
from all levels.

This builds trust, builds community and will ensure protectioairey the forces in Australia
which are opposed to Aboriginal real community development and Aboriggahlcommunity self
determination.

The talents and abilities of each individual in a community in a commuomist be encouraged,
so that every individal can develop their full potential. With community support, this is possilolgian
turn, those talents and abilities can be applied to help the community denéltipraeet its needs.

Individual decisiormaking breaks down community, and so breaks down the support system for
individual development. An individual in isolation cannot underwdtahe total needs of his/her
community, and therefore both the desire and the ability to meet ieesis are lacking. This does not
mean that the talents of each individual are not valued, but rather that theyuak asbpart of the sum
total of talents within the community. They are of most value to eacomewhen they are devoted fo
the development of community initiatives, inoperation and consensus witte total community.

The essence or essential element of community control that distinguisghgsrotess of
community control from all other methods of control, rule or go&ece is the coming together of the
minds of the community- the use of all theéalents within the community to come to consensus.
Consensus meaning agreement, concord reached after feeling togetheringetegéther, and thinking
together, best described as the sum of pooling together of the indivilduas ta

COMMUNITY CONTROL is like a living, developing, evolving tree, which is the sum total of
the individual elements of the seed, the soil, the sun and the rain.

Community Control means that we have control in the face of Gowans and institution,
which continue to seeo oppress us, to make us dependants, to satisfy us with-¢cheasidto perpetuate
a welfare mentality- a mentality which is a total contradiction-of:

ABORIGINAL COMMUNITY INITIATIVE, PARTICIPATION AND CONTROL OF
ABORIGINAL BUSINESS

(NAIHO, 1984, reproduced in: NAIHO, nd, emphasis in source)

This document is very revealing as to some of the concepts of community control and
participation, which NAIHO developed from its experience and was guided by.utetl
definitions of participation and community control that were developed directly out of the
living experience of the authors, who signed on the document as one group. This document
remains today a good summary of the philosophical approach bmdrmdunity controhs

a concept.
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Other documents reveal other approaches by NAIHO to different aspects ofiAdlorig

health, society, and politics. The question of political organising was also atress

elsewhere. Here in a quote from the AMS Newsletter, it is asserted that:

It is pertinent for membersf the press to understand that, as a people who found it
more appropriate to be governed by consensus in small social units, we have never
had the hierarchical values of Western society. We tend to be suspicious of
hierarchical government administration and we tend to view the society and the
media with extreme distaste. As a result, we have never had the chieftains,
warlords, monarchs, or papier mache presidents one sees in Western
administrations throughout the world and we do not particularly want thewm

(8-11/1981, p. 18)

Other documents reveal that the struggle for land rights was deeply held assithe ba
concepts that the ACCHSs movement is a part of, and aspires to. According to a document
titted Land Rights, Sovereignty and Healthigned by Broe McGuinness and The
Victorian health service (VAHS), it was stated that:

Land rights and sovereignty are basic to the full restoration of Aboriginal health.
This is a challenging statement. Yet the individual is doomed to failure who seeks to
establisha strategy for lasting positive change in the health status of Aboriginal
people but ignores their relation to land and their struggle to maintain and restore
this relationship. To place this statement in context, we must examine theagality

history and the reality of todagMcGuinness and VAHS, 1988)
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5.3 The Aboriginal Health-Workers: development, education, and philosophy

As the ACCHSs challenged some of the traditional concepts of health seavites role

was developed in the ACCHSs experiesic that of the Aboriginal healthiorkers.
Aboriginal healthworkers were employed locally by State health departments from the late
1960s, but under ACCHSSs, the role of the Aboriginal heatitker and the practice itself
became a much more central ratethe services. According to Bill Genat, who recently
published a book entitledh& Aboriginal Healthworkers: Primary Health Care at the
margins “[tlhe unique situation of healthworkers, with their dual status as community
members and health service providers, and their painful familiarity with the twaitex
complexities facing clients, prompted the development of a distinct professrantte’
(Genat, 2006, p. 174). One of the important developments of Aboriginal ealters
education came on thedal level in the VAHS, in Fitzroy, which sought funds for a
training program for ‘community health resource people’, another term for ghbali
healthworkers. The idea behind the development of this role was directly inspired by the
Barefoot Doctor, a development of public health in China that saw the training of-health

workers within communities:

The role of such community health resource people was envisaged as monitors of
the general health of the community; to be able to deal with a wide rangeaf mi
health problems; to act as intermediaries between the community and outside
professional medical personnel; and also the important role as agents of social,
political and economic change (through community development projects,
negotiations with localstate and federal government agencies, etc.). In short, the
VAHS believed that the Aboriginal community should train their own equivalent of
China’s “Barefoot Doctors”.(AMS Newsletter, 15/1983, p. 18)

The actual development of local “Barefoot doctaraih be seen as the development of the
role of the Aboriginal healtivorker. The role of the Aboriginal healttorker became
central to the ACCHSs experience. Years later, when NACCHO was estabhistesl
early 1990s to replace NAIHO, it released its neanifesto, which included some

discussion of various aspects of the ACCHSs movement. In the document, the role of
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Aboriginal healthworkers was emphasised:

Since their inception, Aboriginal community controlled health services have viewed
Aboriginal Health Workers as the most important link between the community and
the health care system. In fact, Aboriginal community controlled health services
conceived of and were the first organisations in colonial Australia to employ

Aboriginal Health Workers including the need to equip them with primary health

care skills (NACCHO, 1993, p. 21)

Due to the specific context in which Aboriginal healbrkers were employed in the
ACCHSs, the development of the role and education was a political act. As such, the
developnent of these programs was occasionally on the political front line of the eternal
struggle by ACCHSs to secure funds. In the early 1980s, local struggles lielbourne

and Sydney ACCHSs (VAHS and the Redfern AMS) saw the establishment and

development DAboriginal healthworkers education programs by these services.

The VAHS healthworkers education program started to develop in the early days of the
service. “By 1975 the VAHS had prepared a detailed submission for the funding of
Aboriginal Health Workr Education Programme”, which was sent to “various government
funding agencies, both state and federal” (AMS Newslett&/1983, p. 19), at first in
vain. This is how the reaction of the Victorian Health Commission, the statalthh

department, was deribed in the AMS Newsletter:

However, the Victorian Health Commission had an even more novel response. They
were sent a copy of the submission and, whilst in public responding negatively to
the idea, secretly and hurriedly prepared an almost identichhsssion rushed it

to D.A.A. in Canberra and immediately received funding to set up a health worker

education programme under the auspices of the Health Commission! (And people
wonder why we distrust the bastardg®MS Newsletter, 15/1983, p. 19)

The Newsletter further reported that “[w]hile this happened and the Victddealth
Commission used the money to extend its existing and very inadequate internal
departmental training programme, the VAHS was naturally outraged assubmdtted to
DAA for an Aboriginal controlled programme” (AMS Newsletters/11983, p. 19), which
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was denied due to lack of available funds. VAHS then appealed for public donatidres for t

plan for Aboriginal health-worker training. It was reported that:

VAHS was able to make contact with a private trust fund whose trustees were most
impressed with the idea of an Aboriginal inspired, conceived and administered
“self-help” project and they subsequently provided sufficient funds to enable the
course to run for its first yeafAMS Newsletter, 15/1983, p. 20)

While there was no detail about who donated these funds, this is another good example of
how the use of the tactic of multiple funding sources, as discussed in chapter 8.2, has th
potential to allow ACCHSs more actual contirothe context of funding relationships with

the state and the question of co-option.

The education program, now relying on donations, had its first class in 1982, and was
described in the Redfern AMS Newsletter as “Australia’s only commuuotytrolled
Aboriginal Health Worker Education Programme” (AMS Newslettéy/1D83, p. 18). The
process of recruiting students is worth noting. As the AMS Newsletternliescrecruiting
students:

was conducted in a uniquely Aboriginal manner and in that individpplications

were not necessarily sought, but rather Aboriginal communities were invited to
nominate students chosen by them on the basis that these communities should have
the say who would ultimately be their “health resource person”. Furthermore, if
the communities selected their own students it would give them a very real and
positive sense of involvement and provide strong psychological support for the
individual student and thus circumvent potential personal problems that may
otherwise force the studeto “drop out”. Despite the fact that this was a “new”

idea, Aboriginal communities responded positively with the result that almost all
areas in Victoria were represented in the final group of twentystudents chosen

to do the course. The students ranged in age from 17 to 42 and came from a variety
of backgrounds and employment situations, most being unemployed prior to
starting the coursAMS Newsletter, 45/1983, pp. 20-21)

The curriculum was drawn up by members of the VAHS, including one daéntipdoyed
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physicians, together with other NAIHO members (AMS Newslett&/19283). The list of

subjects taught reflects on the philosophy of the ACCHSs and some of its leadieg.them
Mainly, the emphasis was given to both the social and the political determinangdtbf he
although, the critique of health politics, including of health under capitalism, goes hand in
hand with a serious study of some of the key biomedical terms and aspects of nagéjcal c
which are also being integrated with traditionaltie concepts. The subjects, as presented

in the AMS Newsletter, are quoted in box 4.

The Newsletter notes that 20 out of the 26 students who started the course gratkrated af
nine intensive months, “and were presented with their graduation certifitategeremony
attended by a significant proportion of the Melbourne Aboriginal community” (AMS
Newsletter, 15/1983, p. 23).

In Redfern, a program based on the VAHS’s model was launched in April 1984, and was
funded by CEP and DAA grants (AMS Newsletter, 3/1985, p. 4). The program was run
along similar lines to the VAHS program, and put similar emphasis on the social and
political determinants of healttAccording to the December 1985 issues of the AMS
Newsletter, “vith responsibilities for promotional, @ventive and curative health of the
community, the Aboriginal Health Worker is a powerful weapon against cppnégp.

34). One of the subjects presentPd]itics of Health “deals with the demystification of
medicine, the reason for Aboriginal community controlled health services, utig st
“Western” medical institutions and the structure of societies and their relapotes
community health and medicine” (AMS Newsletter, 12/1985, p. 34k is an example of

the importance of communigontrolledhealth services, in ‘demystifying’, or overcoming
the false gap between the medicalised ‘health’ sphere and the sodielpstructures of

society.

Another subjecin the education prograns titted Community Organisatian“here the
trainees are begn armed with the necessary skills to be able to organise in their
communities, research resources, submission writing and meeting procedA#S” (
Newsletter, 12/1985, p. 34). About pecentof the course focuses on medical and dental
subjects. By 1988he Redfern AMS Health Worker Education Program has been running
for four years, with some 37 graduates (AMS Newsletter, 09/1988 p. 9).
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Box 4 curriculum for the first class of Aboriginal healtfork students, VAHS 1982

Community OrganisatianThis subject was done one half day per week and included such topi
Administration, Organisations, Comparative Culture, Research, iDecMaking, Law and Society,
Meeting Procedures, Oral History, etc.

CommunicationsThis subject dealt with the followintppics: Personal Communication, Interviewing
Techniques, Public Speaking, Media Studies, Newspaper Production and progglamme which was
produced by the students each week on Melbourne radio station 3CR.

Politics of Health In this subject studentsx@mined the development of both Western and Traditignal
Aboriginal medical concepts and how today the two can be integratedsarttbay powerful lobbies on
behalf of medical practitioners and pharmaceutical interests can and do subver¢sent commuty
aspirations of community control of health care. The profit motiveeth care delivery and all it$
implications for disadvantaged groups would also be dealt with.

Medicine This was to be one of the most important components of the coursealttbacupy half the
working week for students. The idea would be to give students a basistanding of as many aspects
of medicine as possible. This segment of the course would be dividegvinmain parts:

Theoretical StudiesSubjects included Anatom Physiology, Microbiology, Audiometry, Embryology
Gastrointestinal pathology, Parasitology, Sexuality, Neurology, @aebcular pathology, Preventativi
Dentistry, Otolaryngology and the Cardiovascular, Respiratory andgéhital systems, as well a
Obstetrics, Gynaecology Ophthalmology and Paediatrics. These sub@etsovbe taught by Dr Galak,
VAHS doctors and a team of over twenty Doctor/Specialist volunteers.

Practical ExperienceThroughout the course, students were to be given many opp@sutiti be
involved in practical experience situations. Thanks to thepavation of Melbourne health institutions,
students would be given placements in St. Vincents Hospital, St. Andteapital, Royal Childrens
Hospital and the Fairfield Infectious Dases Hospital. Field work placements were also offered by
many community health centres, infant welfare centres and when the cegeseibwas conducted in
the Eric McGuinness Study Centre and, apart from the medical studmersegvas taught exclusiye
by Aboriginal lecturers and tutors, particularly Bruce McGuinneaterlin the year a major field trip to
central Australia was undertaken. This trip was intended tadbfohthe students understanding of the
different situations confronting Aborigihaommunities throughout Australia. The students travelled| by
bus through Victoria, South Australia and the Northern Territoritingsmany Aboriginal health centreg
and communities. Most students agreed that this was the highlight altlise and thait really
accentuated the relevance of the theoretical studies back in Melbourne.

(AMS Newsletter, 15/1983, pp. 21-22)

(20 ¢)

Through NAIHO's network, the developments in the role of Aboriginal headttkers and
the education procedsecame availabléo othe ACCHSs as indeed is the cas€&his
development is another example of a significant change in the entire practiceltbf he
service delivery in Aboriginal communities, and to the significance of ianahtnetwork

of communityeontrolled services.
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5.4 Funding of services and relationship with the state 1974-1979

In the second half of the 1970s, more ACCHSs were organised by local communities, and
the early services continued to evolve and develop more programs. By 1976, most
ACCHSs were incorporated under the Aboriginal Councils and Association Act of 1976
and DAA bylaws (Eckermann et al, 2006). Securing ongoing funds was (and still is)
essential for an ongoing operation and development of services, and a substamial par
the workload of ACCHSs had to be dedicated to secure funding (as shown in tloé case
the Redfern AMS in chapter 4.5). It was estimated that by 1976 ACCHSs dwideck

over $1 million in DAA grants (Hay, 1976), yet uncertainties and funding issues cahtinue
as the different plyers— State and federal DAAs, Health Departments, and the ACGHSs
continued to struggle to find an ongoing formula that was acceptable to all sides and could
allow for an expansion of the movement. The question of funding emerging services was
becominga major problem, which revolved around the question of control. In 1976, the
DAA released &Review of delivery of services financed by the Department of Aboriginal
Affairs. In the assessment of the ACCHSSs, the report reveals some of these tensions:

Assesad against the high priority they accord to curative services, Aboriginal
Medical Services appear to have performed effectively, although they have not
responded readily to Departmental attempts to control their rates of expansion.
However, in relation to the stated Objectives of the health program which give
priority to health care over clinical treatment, this judgement has to be qualified,

unless it is the statement of objectives which needs amendheyt1976, p. 13)

In a further comment that reveals the tension about the growth of the movement and the
implication of a subsequent need for growth in funding, the report stated [that “
evidence has been seen of other options being considered when most of the Services were

established and expanded. They just grew” (Hay, 1976, p. 14).

This issue is a recurring theme in the question of control, or rather, the community
control/coeption relationship, which is created through funding agreements. This

relationship can be further observed in some of the report’s recommendatiorepdhe
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recommended that ACCHSs “receive only limited finance to cover prescript®n fe

charges. They should consider instituting a fee where appropriate or meeting this
expenditure in other ways” (Hay, 1976, p. 90). Also, the report recommended that the DAA
and Health Department “make a condition of all grants the right to inspect and take
extracts from all the books of account of organisations receiving health grantgytohatr

the Commonwealth grants have been properly spent” (Hay, 1976, p. 90). The reserved

approach of the report can be summed up in the following quote:

There is little doubt that Aboriginal Medical Services are effective in doing what
they set out to do, i. e. provide a clinical service for Aboriginals with maximum use
of Aboriginal staff. It is less clear whether the Services should continue toereceiv
grants. The clinical service which they provide does not appear to accord with the
stated purpose of the health program, in which the emphasis is moraltmdsee.

(Hay, 1976, p. 8y

Emerging services were not the only ones to struggle for funds, as the saniees
continued to face financial insecurities. The Redfern AMS, for example, faaetea
threat of closure due to lack of funds in July of 1977. Graham Williams (1977a) reported in
the Sydney Morning Heraldhat the recent threat came in a context of reports by the AMS
nutritional project and AMS employee Dr Archie Kalekorinos that about 25% of the
Aboriginal children in Sydney can be desedbas ‘Biafran babie¥’. As part of the crisis,

23 staff members of the Redfern AMS were asked to agree to have their salandsatfut
(Williams, 1977b). The staff agreed, even though it meant that most were thed igas
than they would be on unemployment benefit (‘the dole’) (Williams, 1977c). The public
exposure, which was partly ignited by reports of hunger and malnutrition in Abdrigina
communities at the time, succeeded in ensuring more federal funds for th&onzeof

the AMS within days (“More cash for Aboriginal centre”, 1977). It should also belnote
that Vilner, DAA Minister at the time, argued in a letter to $yelney Morning Heralthat

no actual cuts were made (Vilner, 1977), a claim that was rejected in a letter of waply fr
Naomi Mayers, Redfern AMS administrator (Mayers, 1977).

°The Nigerian civil war (19671.970), which claimed the lives of up to two million people, included a siege
on Biafra, a secessionist region in east Nigeria that declared independence (pa8&6ve, 2003). The

siege caused mass staiwn, which created an epidemic of Kwashiorkor among children, a conddigsed

by severe malnutrition (Ifekwunigwe, 1971). Images of children disgiayhysical signs of the condition,
including a bloated stomach, appeared in western media at thetiheame to symbolise the plight of
people suffering from starvation.
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Two weeks later, on August 24, Williams further reported in the Sydney MornirajdHer
that the DAA refused to help fund a nutritional education project by the AMS in Redfern
(Williams, 1977d), despite a governmental report that strongly backed the sdggest
nutritional project (Williams, 1977eMonths later, funds for the projects were raised
through the=reedom From Hunger Campaigwhich pledged $132,000 (Williams, 1977f),
the exact sum that the DAA reka to add to the then existing biannual budget of $60,000
to nutritional projectsLess than two years later, in July 1979, Dr Kalekorinos announced

that the Biafran baby syndrome has been eradicated from Sydney (Williams, 1979).

Tensions between the mawent and State and Commonwealth health agencies were also
evident in the objection of ACCHSs to a joint Commonwealth/States conference on
Aboriginal health, which was held on -13 December 1978 (AMS Newsletter,-10
12/1978, p. 5). Some of the main concenegarded an agenda item for the conference to
discuss changes to ACCHSs funding arrangements, which would see the move from
federal DAA grants to State health agencies. Despite the strong criticisting fefderal

DAA (as discussed in chapter 4.7), Sthgslth departments were seen as worse. State
health bodies were seen as responsible in large part for Aboriginal peopldisbedare

the construction of federal bodies (Office of Aboriginal Affairs, then DA&)meet the

new public perception of federedsponsibility to the state of Indigenous Australians after
the 1967 referendum (as discussed in chapter 2.2). The conference was to discuss these
funding arrangements without the ACCHSs themselves, and by 1978, the ACCHSs
movement’s scope and influencassignificant enough to raise strong public objections to

such conferences to discuss them in their absence.

In 1979, parallel to the study of the VAHS by Pam Nathan (that resulted in theAbook
Home Away From Homel980), a study of the Redfern AMS was conducted by S.J.
Duckett and J.M. Ellen from the University of New South Wales. The writers riaed t

the AMS has been under constant threat of funding cutbanks for any reason

related to the need for the service provided by the AMS, but possibly because of
what is perceived as a change in the philosophy of the funding agency and the
Federal Government. Any information provided may be used as evidence to justify

cuts in funds, and so, not unreasonably, the AMS is loath to supply such information
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on an ongoing basigDuckett and Ellen, 1979, pp. 2-3)

Five years after the 1974 Albury workshop (as presented in 5.1), NAIHO madetdame

first national headlines, around the first such attempt to participate not just serthee

level, but also inarger picture policy formation. One of the needs for such intervention
was the uncertainties that arose regarding the expansion and development of the

movement, as explored above.

In early 1979, NAIHO suggested a new policy plan for the Fraser governitfiesn
document that proposed these changdsational Black Health Progranwas considered

a consolidation of the views of NAIHO at the tinigepartment of the Prime Minister and
Cabinet 1980, p. 36). The plan would have seen funding for the establishment of thirty
five new ACCHSs, in all National Aboriginal Council (NAC) electoratdsede were to be
based in communities in the process of setting up a board, and NAIHO suggestakethat
three years, it would work with these communities “to implemdr@ bhecessary
administrative techniques” (Ester, 1979, p. 468). NAIHO calculated a proposed bardget f
the development of these services, which amounted to some $24.2M, about $5.8M less
than the budget allocated to the State governments for Aboriginal health, which would be
superseded, thus saving the Commonwealth the difference. “But Fraser is restedlte

and Finance Minister Eric Robinson is understood to have told the NAIHO bluntly that the
plan would interfere with State rights” (Ester, 1979, p. 468). Furthermore, it waseckport
that “[tlhe Minister for Aboriginal Affairs has advised NAIHO that he will napend to

the organisation’s proposals until the PER has reported. NAIHO argued gtfonghe
National Black Health Program in its discussieith the PER” Department of the Prime
Minister and Cabinet, 1980, p. 36) (a detailed discussion of the PER is found in chapter 6).

In some cases, when new services were not able to raise enough funds for thieamopera
the Redfern AMS supplied somedincial assistance. In the SepteraDetober 1980 issue

of the Redfern AMS Newsletter, it is reported that Redfern AMS provided tda$30,000

in assistance to such communities in the twelve months prior, including Wilcannia,
Broome, Geraldton, the Pitjgatjara Homeland Health Service and Purfleet/Taree (AMS
Newsletter, Septemb&ctober 1980). In some areas, such as Wilcannia, the AMS was

also serving local neAboriginal patients, due to a dire lack of health services in the
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remote areas (AMS Newslettduly-August 1980§!

The development of these five services provide a good example of the importance of an
organised movement. All five services were initiated by local communities follotvang

lead of Redfern and other early ACCHSs. The existing movement provided example,
advice, and even some of the material needs. The new services also enjoyed $mme of t
hardgained changed achieved by the movement. For example, these new services could
bring in a doctor that was funded by Medibank, when it exiGd®dS Newsletter, 1976),

and later Medicare, thanks to earlier and ongoing efforts of previous ACCHSs.

Concurrently, NAIHO and the ACCHSs continued to actively seek donations and other
funding opportunities. Some donations were received from international sources. For
example, the Wilcannia serviceceived a donation from United Statessed computing
company IBM for the sum of US$22,000 (AMS Newslettef-B379, p. 3). One fund
raising source that caused some controversy at the time was the Counailrcigstin

1980, some key figures in the land rights movement agreed to join an Aboriginal Advisory
Committee (ACC) set up by the Council of Churches, “to advise the Council on matters
relating to Aboriginal affairs, and also to dispense grants to Aboriginal groops &
special fund which was established by the A.C.C.” (AMS Newslette201981 p.13).

The committee was chaired by Gary Foley and included Bob Bellear, Paul Coe (founder
the Redfern Aboriginal Legal Service), and thpiest Pat Dodson. In December of 1980,
the AAC gave NAIHO a grant of $5,000. In February of 1981, Geraldton and
Purfleet/Taree ACCHSs, which the DAA was still refusing to fund, weretega$2,000
each. According to the AMS Newsletter:

The Committee has three conditions which have to be met before any group is
eligible to receive grants. They are: 1. That the applicant group be Aboriginal
controlled. 2. That the group is in no way associated with the State or Federal
Government. 3. That the group has no possibility of receiving funds from any other
source.(AMS Newsletter, 0102/1981 p.13).

1 Apart from the financial assistance, the Wilcannia service is one of theseaglinote services that the
Redfern AMS was able to assist organisationally. It has its rootmgetng organised by the “Organization
for Aboriginal Unity” (AMS Newsletter, no. 14, November 1974, p. 4 Tieeting was held on 25/5/1974
and was attended by Naomi Mayers of the Redfern AMS. The meetingcatddastrongly that this
organization do somethgrconcrete about this situation as the Government Organizations apparently
wouldn'’t or couldn’t do anything” (p. 4).
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A year later, the activity of the Council of Churches research team on the state of
Aboriginal people was accused of being a ‘Communist operation’ by the Inbealat
Council of Christan Churches (AMS Newsletter941982 p. 13).

5.5 Relationship with other movements, 1974-1979

As explored so far in the thesis, the ACCHSs movement arose out of a broademaborig
struggle, in an environment of a tide of progressive movements;aasditutes a part of
the land rights movement. The first ACCHS, in Redfern, was a result of thetifomno&
the legal service a year earlier, another commtoutytrolled initiative and a part of a
rising tide of activism. The ACCHSs movement maintaigednections with different

parts of the movement, and took part in some of the key events in the land rights struggle.

In this section | will explore two examples of the connection of the ACCHSs movements
with other movements. The first example is of relations with another progressive
movement, the feminist movement, and the other example looks at the connection of the
ACCHSs movement with the more reformist wing of the land rights movement. A third
example, which looks at the relationship between NAIHO and the National Aboriginal
Congress (NAC), will be presented separately in 6.7 in the context of the 1980 Program

Effectiveness Review (chapter 6).

The connection between the ACCHSs movement and broader movements in the context of
which it operates was and remains dynarRieflecting on the Aboriginal tent embassy 10

years later, an article in the AMS Newsletter reported that the Aboriginagsyb

remains to this day, the biggest and most successful mass protest ever undertaken
by Black AustraliaWithout the 1972 Embassy demonstrations it is unlikely that the
Aboriginal movement today would be as well organised and successful as it is

today. It is also unlikely that organisations such as the Aboriginal Medical Service
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would exist today had it not be for the “Embassy” demos or the people that were

involved with thenfAMS Newsletter, 11/1981-4/1982, p. 23)

In 1975, a group of about fifty protesters interrupted a reception in Panlidtoeise in
Canberra of the Women and Politics Conference, which attesded by 700 delegates
(Sydney Morning Heraldl/9/1975). The reception was also attended by PM Whitlam and
other ministers and parliamentarians, and was intended partially to welcomehback t
Australian delegation to the UN World Conference of Women in Mexico. One of the
leaders of the protest was Naomi Mayers. The protest was about a lack ofintapicesef
Aboriginal women, and a lack of understanding of feminism within the context of
Aboriginality and racism by the wider feminist movement. One sifjthe protesters, as
appeared in a photograph in tBgdney Morning Heraldead, “Germaine cops all, we get
nothing” (*“Women’s talks begin in uproar”, 1975), referencing Germaine Gasea
symbol of the focus on white feminism and ignorance towardsitih&tion that Aboriginal
women were facing. This is how the event is described in the AMS BliarsIThe

description of events in the AMS Newsletter is presented in Box 5.

Box 5. Description of events surrounding International Women'’s Year, 1975 in
the AMS Newsletter

On Sunday 31st of August Mr. Whitlam opened the reception of the WorddPdditics Conference
in Parliament House in Canberra. But the hallowed halls were reckedy(sioyroup of Aboriginal
women singing “We shall overcah Naomi Mayers, our venerable secretarganiser took the
microphone from the Chairwoman and addressed the session to make knovacthatomen had
bypassed the official channels of International women’s Year, épesentatives to the Mexicp
Confeence had been undemocratically appointed and no attention had been [paid] to tiet fact
black women’s needs and aspirations were difference from those of thétynaf the women at the
conference, and in fact those who were struggling for women'ssrigtid are firstly oppressed b
racism and secondly by the sexism not significantly by our men but by thenmmasitions of
power who are by definition white. The Secretariat after not invitiagkolvomen and immigran
women apologised (sic) and alloedttwo days to Aboriginal and Island women for a “Black Spejak
out” where we spoke to a packed house. After our revelations on the effedsvimfual racism, the
stifling effects of the bureaucracy, the Queensland Acts, our attitudéetmadtional Wome's Year,

overseas speakers stated that Australia was more racist than Sazah Afr

(AMS Newsletter no. 17 08/1975, p. 2)

<

The events around International Women’s Year remind us that solidaritydretseeial
movements is not always guaranteed, as sow@ements may sometimes see each other
as in competition. The two movements have some key joint gdhks creation of a more
equal society being perhaps the most central one. There are also living @mmecti

between the movements (as famously explanetie US context by Deborah King, 1988)



140
yet disagreements between the movements are understandable in a context of consta

competition for general support and identification.

Another interesting example of NAIHO’s debates with other social movemeaisis e
within the context of the land rights movement. One of the key debates within ikabrig
communities revolves around the concepts of autonomy versus integration (or aesimilat
into Australian society. This question is debated on both tactical and ideol@yieksl. [In

the ACCHSs movement, the strongly autonomous approach focuses on health
infrastructures. The ACCHSs movement developed from a distinct leaningdtsowa
autonomy, or communitgontrol. Furthermore, in this context, the question of aarton
versus integration is manifested in the commuodstrol/coeption relationship, which

the movement and the mainstream infrastructures enter.

The question of autonomy versus integration can be further observed through the argument
between the Autonoynleaning elements of the land rights movement and those elements
proposing integration within existing political structures, to try to influencesystem

from within. This debate is commonplace with progressive movements, or ebegkjag
movements in other contexts as well, often referred to as the question of ‘refous vers

revolution’.

Roberta Sykes, the Redfern AMS publicity officer and Newsletter editoreatirtie,
polemicised with Senator Neville Bonner about the Black Power movement inlfausira

a fascinating booklet title@8lack power in Australia: Neville Bonner versus Bobbi Sykes
(edited by Turner, 1975Neville Bonner was the first Aboriginal senator in Australia, and
represented Queensland for the Liberal Party between the yearsl9369He had a
tumultuous relationship with the radical parts of the movement ever since hedentere
office. Kevin Gilbert wrote in 1973 that:

Far from being proud of Bonner as the first black member of parliament, many
blacks have become alienated in theaare by the statement that Bonner will keep
making. Blacks suspect that he is a stooge being used by the Liberal Party to show
Australia, tongue in cheek, its commitment to blagks73, p. 130)

For the booklet, Bonner and Sykes wrote two essays each, the first presantipgning
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statement, and a second essay of rebuttal. While Bonner argues for working tiagthi

existing political system, Sykes advocates for communities to take power Hnd se
organise. This booklet is a precious document as it fesata debate between two key
characters representing two competing political ideas in Aboriginal coitynis it more
effective to work within the system or to openly oppose it? Today this debate cotinues
create a deep divide in Aboriginal politics. In the introduction, Editor Ann Turnégsari

The difference between ms Sykes and Senator Bonner lies less in posing the
problems than in seeking the solutions. Both believe that blacks are at present
underprivileged and have legitimate claims to imprdieir position in society.
They disagree on the ways of attaining this; on just how to make blackddsst

citizens.(in: Turner, 1975, p. 1)

Senator Bonner presents his own advancement in the ranks of the Liberal Padyfas pr
that “if | can do this then a lot of others can too” (in: Turner, 1975, p. 43), and that “[m]y
fellow Aborigines have got to learn the intrigues of politics they have tm leaibe
ambitious” (p. 46). Bonner also tries to emphasise improvements in Aboriginal peéc

the 4 years leading up to the writing of this document. “What Aborigines can do is learn
to use the political process to make sure this advance continues and is accdjerd®@d”

In regards to the tactical question at hand, Bonner emphasised that ‘faijsosty,
Aborigines must realise that their primary tactical goal is to win the support ofdjoeity

in achieving what the minority wants” (p. 52). Yet with all the criticism, Borwoacedes

that “I have to admit that if | were thirty or so years ygem | probably would have been

tempted to become a Black Power activist” (p. 46).

In her essays, Sykes mainly wrote about her definition and perception of theF@laer
movement. According to Sykes, “Black Power is the power generated by pdupkew

to identify their own problems, and those of the community as a whole, and who strive to
take action in all possible forms to solve those problems” (in: Turner, 1975, p. 66). The
position that Sykes represented in this debate is indicative of bottctivaltanindset and
ideology of the movement at the time, especially the emerging national lepdeirshe
ACCHSs movement. More on the concept of Black Power, including some of Sykes’ input,

can be found in chapter 4.1.
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5.6 NAIHO's involvement with the National Trachoma and Eye Health Program

The battle over control of the National Trachoma and Eye Health ProbfBEHP) offers
another case study of the political power NAIHO had obtained by the early 1980s.
Trachoma, an infectious eye disease thatlead to blindness if untreated, was a major
epidemic among Aboriginal communities. One of the main people to publicise the need for
tackling the issue of trachoma was Fred Hollows, who as discussed earlies$s®dain

the establishment of the RediekMS, and had a supportive working relationship with the
ACCHSs movement ever since. Hollows started to call for a national approaathoma

from about 1974, together with Gordon Briscoe and Dr S.I. ‘Pip’ Ivil of the Depattofie
Health (Hollows and Corris, 1991). They decided to organise a national campaigghthrou
the College of Ophthalmologists. The main mission of the program was to @aate t

that would eventually cover the entire mainland, set up field clinics to treabtrea and

other eye balth issues. The teams were composed of about ningniellmembers, of
which at least half were Aboriginal people, including field officers that ctedaand
liaised with communities. “All up, we visited 465 Aboriginal settlements, performed a
thousandoperations, treated 27,000 people from trachoma and delivered 10,000 pairs of

individually prescribed spectacles” (Hollows and Corris, p. 147).

Like other conflicts between the movement and the state, conflict over thelINWas
essentially over the quigsn of the means of control over the program. According to the
AMS Newsletter, “conservative elements” in the Royal Australian College of
Ophthalmologists (RACO) “seemed determined to hand control of the program over to the
various state health departm&nhi{AMS Newsletter, 11/1984/1982, p. 6). It is also
reported that the same conservative elements are “determined to remove Profassor Fr
Hollows” from the program (p. 6). NAIHO “strongly opposed” the idea, and Naomi
Mayers, who was appointed by RACOas advisor, prepared a report that “called on the
college to reestablish the [Trachoma] Program under the control of regional committees
with a majority of Aborigines on each” (p. 6). RACO is reported to have “injtrajected

the main findings of theilAboriginal Advisors report, but after a meeting with the
N.A.ILH.O. executive, slightly modified their attitude” (p. 6). The Newsletiport

concludes: “Nevertheless, the current situation at the time of writing, is ¢hatajor issue
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of authentic Abaginal control of the program remains unsolved, and this is an issue about

which you will read more in the near future” (11/1981-4/1982, p. 6).

In early 1980, federal Health Minister MacKellar advised the NTEHP hieat funding for

field programs for e year would be cut (AMS Newslettes6B.980). The Minister
informed, via letter, the NTEHP that it would no longer be funded by the Department of
Health. The move to block funding for the program by MacKellar was heavilgiseiti by
NAIHO, and gave Faser a good opportunity to signal good intentions during the meeting
with NAIHO as he overrode MacKellar’s decision and assured NAIHO that theapmogr
would continue (AMS Newsletter,-&1980). The apparent tension between Fraser and
MacKellar continued, after MacKellar reportedly tried to stop funding of Whhgarvey in

and around Alice Springs, which was organised by NAIHO and the Centrablarstr
Aboriginal Congress (which operates a commundwptrolled health service, among other

projects).

Accarding to the AMS Newsletter, the refusal was made on the grounds that Dr Trevor
Cutter, one of the two doctors who was to run the survey, was involved in publicising the
Maralinga nuclear test and its effects on the health of Aboriginal paodieommunies

in the are’ (AMS Newsletter, 5/1980). Such involvement may have been seen as a
tendency to identify with popular struggles. The Newsletter reports tlsatabviously

was a purely political motive for stopping the project, and MacKellar manadmdstully

ignore a series of telexes from NAIHO demanding that the project go ahead” (AMS
Newsletter, 56/1980, p. 3). Eventually, Naomi Mayers of the Redfern AMS *“sent
MacKellar a telex stating that NAIHO was prepared to make an international ishise of
political interference, by having our NAIHO representative who was attgndin
conference in Holland, expose his actions to the international medi&/1980, p. 5)
Fraser’s direct intervention overrode MacKellar’s original decision, laadunding fo the

health survey was granted.

On March 13, 1981, Fred Hollows, joined by Gary Foley as the NAIHO representative,
attended a meeting of the Western Australian Department of Health, whsdio \geve the
WA Government control over the Western Austrafant of the NTEHP (AMS Newsletter,

2 For more on the Maralinga nuclear test and aftermath, see: Parkinson, 2002.
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1-2/1981, p.14). Despite the fact that the meeting decided on the control over the WA

section of the program, Aboriginal people were not allowed into the meetingisalréfat
stood even when Hollows pointed out the absurdity of it, as Aboriginal groups were
protesting outside the meeting. After the meeting, Hollows reported to a gextin
Aboriginal groups that took place simultaneously. Hollows reported “that the ‘ofd me
with outdated ideas’ had virtually decidedgo ahead with a state Trachoma programme
without his involvement” (AMS Newsletter;2/1981, p.15).

The tension between both NAIHO and the NTEHP and the federal government continued,
which at this stage was also in the context of the Program Effectivieeessv, as will be
explored in the next chapter (6). In 1981, Gary Foley invited Fred Hollows to attend a
meeting at the Redfern AMS between representatives of various ACCHSseudtalf

DAA Minister, Peter Baume, to observe the way that the Ministaardeg Aboriginal
people (Hollow and Corris, 1991). Hollows’ recollecsoof the meeting arpresented in

Box 6.

Box 6. Fred Hollows describes meeting with DAA Minister Peter Baume and
ACCHSs representatives, 1981

| went to the meeting ansht there for two hours. Every time an Aborigine made a point, Peter Bg
would stand up and contradict him or her, completely disregarding theafattsircumstances. A woman
from the Davenport Reserve stood up and told a story about their attenspdlitish a medical service.
They'd run it on a shoestring with a visiting doctor and the police batkcand confiscated all thei
records and notes, kept them for three months and returngglooiocopies, not the originals. Now
knew that Aborigines arvery sensitive on those questions of privacy and confidentialityeadoators,
so | thought, Here's a chance for Peter [a Gastroenterolagistiow sympathy with these people. He
stood up and lectured them on the duties of the police. | was in¢céresedvas a privileged, middi#ass
professional who had never had a copper’s hand on him, telling black peoplehabpotice who had
been their natural enemies for generations. Bruce McGuinnes, an Abonigs& the chair and he asked
me if | hadanything to say. It was another of those occasions when | was ahmolserent with anger. |
couldn't trust myself to speakthe result would have been too violent and obscene. | had some papers in
my hand, notes I'd been taking. | walked up to the talilere Baume was sitting and threw them down in

front of him. ‘I will never work with this man again,’ | said, and ft khe room.

p———

(Hollows and Corris, 1991, pp. 155-156, emphasis in source)

In that meeting, NAIHO, for the first time in its existenpassed a vote of no confidence

in the DAA Minister, “condemning Government policy and administration in so doing”
(AMS Newsletter, 67/1981, p. 2). This event, on top of ongoing funding difficulties,
caused Fred Hollows and Gordon Briscoe to resign from the NTEHP (Hollows and Corris
1991). PM Fraser subsequently invited Hollows and Briscoe to a meeting (AMS
Newsletter, /1981, Hollows and Corris, 1991). After their meeting, it is reported that
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Hollows and Gordon Briscoe retracted their resignation and resumed their positibas i

program. This move created some tensions between Fred Hollows and some of the NAIHO
leadership, who believed that Hollows was “swiadited” by Prime Minister Fraser, and

was promised vague new health arrangements (AMS Neersledt7/1981). The
Newsletter then reported on a NAIHO conference that took place in mid 1981 inrRedfer
where, in the aftermath of the latest incident over the program, represent#tACCHSs

from across the country discussed the latest developments in the talks with Gaternm
(this conference needs to be also understood in the context of the PER, as explored in

chapter 6):

With Professor Hollows and Mr Gordon Briscoe’s return to the National Trachoma
and Eye Health Programme, the Government undolptielt it had effected a
coup which might ‘defuse’ the situation. However, at the National Aboriginal and
Islander Health Organization Conference at the A.M.S. in Redfern several weeks
later, debate on ‘The New Health Arrangements’, the Programme Eéeets
Review, and the three other reports before Parliament, indicated even more
resentment and discontent at the Fraser Government’s attitude towards Aboriginal
health. More than one hundred representatives of commoiitirolled Aboriginal
Medical Serices throughout the country denounced the Government’s ineptitude
and lack of action over the four Aboriginal health reports and described ‘The New
Health Arrangements’ as reactionary. Great concern was expressed for those
Aboriginal people who do not hawaecess to a communitpntrolled Aboriginal
Medical Services and whose ‘disadvantage’, under the New Arrangements, would
be meangested(AMS Newsletter, 6//1981, p. 8)

The battle over the NTEHP bears similarities to other main conflicts between @id3C
movement and the state. Most of these revolve around the question of control and
authority, and include both a practical and a theoretical debate about the rstigtah
funding communitygoverned projects. The next chapter will look at perhapsrtae

clash between the ACCHSs movement and the state during the first two dec#des of
movement, a clash that revolved around the Fraser governrReotjsam Effectiveness

Reviewof 1980, and its subsequent suppression.
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Chapter Six: The Program Effectiveness Review (PER) and

its suppression

This section will trace the crucial period of 198883, a period of intensified political
struggle over health services and control between the ACCHS movementataite&tral
agencies. This period is bookendegl two significant developments: thBrogram
Effectiveness Review on Aboriginal Heal(h980), which was commissioned and
subsequently suppressed by Prime Minister Malcolm Fraser, and the New Salath W
Task Force on Aboriginal Health (1983). This drampgciod has shaped the presday
topography of Aboriginal health infrastructures, yet it remains almostianéd by health
policy researchers. Studying this period is central in conceptualisingjalestics of ce
option/community control in the Aboriginal Australian context. The Redfern iginad
Medical Service Newsletters from the period are used to gain uniqugmeahsight into

the politics of that struggle, as was captured by health activists at the time.

Despite the importance of the “loffigrgotten and actively suppressed” (Kunitz and Brady,
1995, p. 554) PER and its significance in the process of the development of policy around
Aboriginal health, the report has raised very minor attention from health policy
researchers, with some discussion (Bartlett, 1998; Kunitz and Brady, 1995n Nettha
Japanangka, 1983) and passing mentions (Brady, 2002; Anderson and Saunders, 1996) in
accessible literature. Together with the historical significance and me#uen policy in

the area of Aboriginal dalth, the PER and the events that unfolded as a result of its
suppression remain a good example of the way in which policy is formed in the points of

contention between social movements and the state.

13 An earlier version of this chapter was published as a gdamticle (Gillor, 2011).
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6.1 The commissioning of the PER

By the end of the 1970s, two major reports brought some more public attention to the
unbearable state of Aboriginal health across Australia and the neeéexam@e state
funding in light of the emerging communitpntrolled health services movement: the
Federal Parimentary Committee on Aboriginal AffairReport on Aboriginal Health
(House of Representatives Standing Committee on Aboriginal Affa8%9), and the
Report of theNational Trachoma and Eye Health Prograii©80), which included an
Australiawide study of the prevalence of trachoma in Aboriginal communities and ways to
tackle the disease. The latter report was conducted by Fred Hollows wittocatian of
NAIHO and ACCHS around Australia.

In the wake of these two reports, Prime Minister Malcolm Frasermissioned another
committee to carry out Brogram Effectiveness Review on Aboriginal Healthich was

to reexamine the question of Aboriginal health funding (AMS Newslettet/1980;
Bartlett, 1998).The committee was first proposed by PM Malcolnader on October 4,
1979, as he approached DAA Minister Fred Chaney and Health Minister Michael
Mackellar, who agreed to the committee before the end of November (Department of the
Prime Minister and Cabinet, 1980)he PER was to “take into account allsiig reports

on Aboriginal Health” and “would itself be the ‘definitive’ report on Abanigi Health”

(AMS Newsletter, Januatyebruary 1981, p. 5).

One of the main recommendations of the House of Representatives Standingt€emmit
Aboriginal Affairs Report (1979) was to establish “an independent evaluation team
responsible to the Minister for Aboriginal Affairs... to evaluate the effecéss of all
Aboriginal health care services and programs in accordance with the World Health
Organisation’s definition of health and the principles of-determination...” (House of
Representatives Standing Committee on Aboriginal Affairs, 1979, p. 109). The PER, whi
was commissioned later that year, offered an evaluation of effectiveneswvioéseyet

they did not refer to the WHO definitions as principal guidelines. Also, the PER was
commissioned and was responsible to the Prime Minister’s office, ratherhiaddAA

Minister. The report further recommended that “Aboriginal communities ben give
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opportunityto determine the type of health service that will best suit their needs and

available resources and that a Task Force be established to place the fellofang
alternative health care services before them” (House of Representatives Standing
Committee on Aoriginal Affairs, 1979, p. 117). Such Task Forces were eventually
established in Victoria and NSW on the State level, after the suppression &Rha$

will be explored in the following sections.

The PER committee was chaired by an officer from thpallenent of the Prime Minister

and Cabinet, and included officers from the Department of Aboriginal Affairs, the
Department of Finance, the Department of Health, and the Social Welfare Policy
Secretariat (Department of Prime Minister and Cabinet, 198@jng its research, the
PER committee held a meeting with representatives from NAIHO member servibes at
time (AMS Newsletter, -2/1980), as well as meeting with representatives of Aboriginal
organisations such as NAIHO and the NAC and visiting a ‘smathber’ of Aboriginal
communities (Department of the Prime Minister and Cabinet, 1980, p. 7). The meeting
with the ACCHSs representatives took place on February 11 1980, and reportedly went on
for about seven hours (AMS Newsletter, JAlygust 1980). In the meeting, community
controlled health services representatives complained that the existing fegsiiam was
giving about 80% of the existing Commonwealth budget allocated to Aboriginal health
directly to the State Health Departments, leaving only 2@% the ACCHSs. The
Newsletter reports that those who attended described the meeting as “vive p@MS
Newsletter, JubAugust 1980, p. 4) as it allowed them to have their say to a committee that
was directly appointed by the Prime Minister, and had the potential to bring about a

progressive change in funding structures.

6.2 The PER: findings and themes

Despite the importance and significance of the PER, its report and conclusians wer
scrapped, and were never officially released, however, a few copies have leaked to th

media (Anderson and Sanders, 1996; Kunitz and Brady, 19BB)report itself included
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about 75 pages of findings (including ten pages of recommendations) and some further 75

pages of attachments and bibliography. | was able tatdothe findings and the
recommendations, but not the attachments, which include (according to the table of
contents) overview of related reports, programs, and policies, as well astatstiesand

a bibliography. The PER report noted that a “sigaificconstraint” of the committee’s
work was “the difficulty of establishing causal relationships even where changealth

status occur because changes result from the interaction of social, celtwisdbnmental

and economic factors” (Department dietPrime Minister and Cabinet, 1980, p. 7). The
committee also acknowledge its drawback of being allAooriginal, and the lack of
comprehensive statistical data (Department of the Prime Minister dndefal980).

The PER included detailed analysis tbe different types of health services that are
available for Aboriginal people. One of the main themes explored in the reporhevas t
recurring issue of federal and state relations and division of responsib#ity,iralthe
context of the rise of the ACCHSs movement. The PER report noted the increased
involvement of the Commonwealth in the provision of health services throughout the
1970s, which until then was mainly a function of the individual states. The PER made an
interesting comment on tAien YeaiPlan for Aboriginal healthannounced in 1973, which
aimed to raise Aboriginal people’s health status to “at least that cAboriginals”
(Department of the Prime Minister and Cabinet, 1980, p. 10) by 1983. The report
emphasised that “the PER was umatd find any indication of formal state endorsement”

of the plan (Department of the Prime Minister and Cabinet, 1980, p. 11).

A main issues that State authorities struggle to come to terms with, accordingepadiie
was the rise of the ACCHSs moveme

It is not clear how far the State authorities subscribe to the principle of Aboriginal
selfmanagement. Insofar as the principle may apply to States Grants programs, the
States are adamant that policy, planning and management of health care must be
undertaken by properly qualified personnel, and this tends to exclude Aboriginals
because of their lack of training and particularly of formal qualifications. (In
relation to the delivery of health services the States also require appropriate
gualifications,but are able to employ Aboriginals at lower levels). This conflicts

with the Commonwealth’s view that selanagement can be pursued concurrently
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with the training of Aboriginals in health caréDepartment of the Prime Minister

and Cabinet, 1980, p. 14)

The PER noted that, because each state interprets its agreements with then@eaitimo

in different ways, a consistent coordinated approach to policy was hard to achieve.
Specifically, the PER identified “three main areas of policy differenceimgibetween the
Commonwealth and the States” (Department of the Prime Minister and Cabinet, 1980, p.
15):

1. appropriate division of financial responsibility and the role of special
supplementary funding;

2. co-ordination of policy and planning; and

3. the emphasis to bgiven to Aboriginal selmanagement and the level at which
Aboriginals should be involved effectively.

(Department of the Prime Minister and Cabinet, 1980, p. 15)

The PER also touched in its discussion on the recurring question, whether the DAA or the
Health Department should fund Aboriginal health projects. The report mentions that the
DAA “believes that financial responsibility should be transferred from DAACDH
[Commonwealth Department of Health]”, as the “CDH holds consultations witke Stat
health athorities on all health matters and believes that such transfers of funds would
enhance its position in these consultations for promoting Aboriginal health in botlalgene
and special Aboriginal health programs” (Department of the Prime MinisteCabiret,

1980, p. 16). The PER also noted that there were differences between the CDH and the
DAA regarding the policy of selihanagement. On this, the PER agreed that “it is not
DAA's responsibility to provide all health services in areas where 8bals arehe great
majority of the population” (Department of the Prime Minister and Cabinet, 1980, p. 50).

Regarding ACCHSs, some of the main findings were to the system of grdmty, w
became the economical basis for most ACCHSs. The program, which igdédem the

PER as th&rantsin-Aid program, was recorded providing grants to 17 AMS in all states
and territories, except Tasmania (Department of the Prime Ministe€Cabinet, 1980). It

was noted that “[d]uring 1979 AMSs extended access to an estimated 40% (72,500) of the
Aboriginal population involving an estimated total of 120,000 patient contacts”
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(Department of the Prime Minister and Cabinet, 1980, p. 35). These services relied on a

total of under $3m in DAA grants for the financial year 19880, ad a further estimated

$1m from Health department grants (Department of the Prime Minister dnmae€d 980).

The PER noted NAIHO’s plan of expansion, which was rejected by the government (as
discussed in chapter 5.4): “There are other organisations seeking Commonwealth funding
to operate as AMSs, and the Minister for Aboriginal Affairs has indicated hibas
awaiting the PER Report before making a decision on these applications” (Detanfm

the Prime Minister and Cabinet, 1980, pp. 34-35).

The PERnNoted that “the technical standard of the services provided by AMSs is
comparable with that provided through other health services” (Department of the Pri
Minister and Cabinet, 1980, p. 55), and was supportive of Aboriginal involvement in health

care:

The PER supports the increased involvement of Aboriginals in health care delivery
and emphasises the need for community participation and support, for an
increasing number of male health workers and for a greater Aboriginal role in the

development and modification of health care services as well as in actual delivery.
(Department of the Prime Minister and Cabinet, 1980, p. 56)

Furthermore, the PER attributed a low level of involvement in the policy proceskegs

reason for failure of such programs:

Thelow level of effective Aboriginal involvement in the existing health care delivery
system is, in the PER’s judgement, a major reason why general programs have had
little effect in improving Aboriginal health. Aboriginal involvement is greater for
the Grans-n-Aid programs than for the States grants programs. It is clear that
Aboriginals can and do take responsibility for their own healéimd this is most
important if their health status is to be significantly impro@epartment of the
Prime Minister ad Cabinet, 1980, pp. 60-61)

The criteria that the PER used to assess the different programs included ifoyrans
accessibility, quality of services, program organisation and delivery, and niotgialet on

health status (p. 42). “The fifth criteriddegree of Aboriginal involvement) is a special
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criterion adopted for an evaluation of Aboriginal health programs” (Departmetiteof

Prime Minister and Cabinet, 1980, p. 42) in table 3.

In terms of its recommendations, the committee emphasised tha fEtommendations

set out below are put as a package. The PER believes that if Ministerstatcpptkage

as a whole, then measurable progress in improving Aboriginal health statusowithde
apparent within a 3 year period” (Department of the Prime Minister and Cabd98, p.

67). The PER presented 10 pages of recommendations on the various aspectgjiofahbori
health policy. It is of note that the first recommendation was “that Abotigamamunities

and organisations be involved in implementing any course of action that follows from
Government consideration of the PER report” (Department of the Prime Minigder a
Cabinet, 1980, p. 68).

One recommendation of the PER was to establish a new national Aboriginhl hesdyt
“responsible to the Ministers for Health and Aboriginal Affairs, to be involveet®fely
in the planning, development, administration, evaluation and monitoring of
Commonwealth programs affecting Aboriginal health” (Department of the Rvimister

and Cabinet, 1980, p. 68). The body was to consist of an all Aboriginal membership. The
members would be nominated by Aboriginal bodies such as the NAC and NAIHO

(Department of the Prime Minister and Cabinet, 1980).

Table 3:the PER on the different types of health services avaitalA&original people.

Type  of | Access Quality of care Program Impact on | Aboriginal
service organisation health status involvement
General “good for “when received “is generally “given the large “negligible” (p.
medical hospitals, and at the levels | centralised and volume of health | 44)
and moderate and available, is gives little resources
hospital variable fc_)r GPs tec_hnically oppo_rtynity for a\(a}ilable to be
services and poor in satisfactory, but Aboriginal input, | utilised by

relation to there can be resultingin the Aboriginals and

specialistsLack significant fitting of the technical

of access to GPs | problems in Aboriginals to competence of
increases use of | relation to such the general health personnel,
hospital factors as programs rather | the results
facilities. There attitudes, and also| than vice versa” achieved are

are major socio sociccultural (p. 44) disappoining”
cultural and differences and (p. 44)

financial barriers | lack of income”

to access (p- 44)

(including lack
of information
and significant
geographical
variations...)"” (p.
44)
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State “appears to be “good on a “centralised and | “hard to “greater than for
Grants satisfactory, but | technical level, gives little establish. Has general medical
Programs socia], cultyral when available oppo.rtynity for pontributeq to and .hospitall
(largely and_flnanmal and gt the levels Aborlg_lnal input improved infant services, which
concerned barriers often provided. on major and maternal enhances
- impede access in| However, questions of health and effectiveness.
with . practice. Uneven | problems arise policy or communicable Aboriginals
preventive | geographical with the high resource disease control: | employed have a
care) coverage in most| turnover of staff allocation. but less effect on | significant role,
States. Variatins | which disrupts Limited other women, but mainly at
between States the continuity of professional older children lower levels” (p.
and within them” | services and the advice from and men 46)
(p. 45) opportunities for CDH to DAA, generally. [PG]
staff to establis especially at Programs are not
rapport with local, area or fully acceped by
Aboriginal regional levels. many Aboriginal
communities. There is a communities.
Other factors maldistribution Major
such as attitudes | of these funds improvements in
to and between and health status
relationships with | within States” (p. | require improved
Aboriginal 45) living
communities and environment,
sociocultural which these
differences also programs
hamper mutual generally cannot
understanding. affect” (pp. 45
Training and 46)
career structures
require
improvement,
particularly for
Aboriginals” (p.
45)
Grants-in- “variable “quality of “decentralised “hard to “dominant in these
Aid geographically primary care and flexible with | establish, but selfmanaging
Programs and concentrated| service is good, self appears services e.g. in
in major urban both technically management, favourable and determining
centres. Potential| and in réation to low turnover may be priorities and
access to AMSs | cultural and rates for staff, substantial for program
for some 40% of | sociceconomic and links AMSSs” (p. 46) administration, in
Aboriginal factors” (p. 46) between employing
population employment and Aboriginal staff,

involving some
120,000 ptient
contacts in 1979,
successful in
overcoming
socic-cultural
and financial
barriers to
access. Often a
wide range of
services is
available e.g.
dental, health
education, etc.”

(p. 46)

training” (p. 46)

and in deciding
when to seek and
take expert
professional
advice. The high
proportion of
Aboriginal staff
minimises social
and cultural
barriers, staff
recruitment is not
a problem,
turnover rates are
low by
comparison with
Government
programs, and the
activities of AMSs
are welcomed by
Aboriginal
communities” (p.
47)

(Department of Prime Minister and Cabinet, 1980)
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The PER called on the government to alter funding arrangements by tragsferrin

“administration of special Aboriginal health policies, programs and funds 0bi"C
(Department of the Prime Minister and Cabinet, 1980, p. 71) gradually over 3\ithrs.
this, the PER reaffirmed the responsibility of the DAA in developing, adminisgyedimd
co-ordinating national policies, in consultation with Aboriginal people (Depattioietihe
Prime Minister and Cabinet, 1980).

Regarding funding of Aboriginal healthqgrams, the PER recommended that “the States

to be advised that cost sharing arrangements on a 50:50 basis will be introduced from the
198384 year, on the basis that the health of Aboriginals is a shared CommorStasdth/
responsibility” (Department of the Prime Minister and Cabinet, 1980, p. 72). The
Commonwealth’s share, which by 1980 was about 20% of money designated for
Aboriginal health, is mainly aimed at providing grants mainly to ACCHSs, sifeict.ethe

PER recommended to redistribute Aborigihahlth funds so about half go to mainstream
State health infrastructures, and about half would go as grants to Aboriginakatigemi
principally ACCHSs. It was further recommended that the CDH would providenigindi
national health bodies, including both NAIHO the newly proposed national Aboriginal
health body. With this, the PER emphasised that, concurrently, the CDH neegachioee
existing health infrastructures and try to make these as accessible akepogsimriginal

people. For example, iterms of hospitals, the PER recommended to increase Aboriginal
representation on hospital boards, and provide accommodation when needed by families of
Aboriginal patients. (Department of the Prime Minister and Cabinet, 1980)

Another recommendation of treER was to widen the scope of what the government
recognised as health programs, to include what the report referred ¢onvaiorimental
factors” (Department of the Prime Minister and Cabinet, 1980, p. 73). These rhaeinc
main infrastructures such as water, electricity, sanitation, and hougwegPER also
emphasised the need for “greater employment and training of Aborigintl peesonnel”,
especially of Aboriginal healttvorkers, in mainstream health bodi@epartment of the
Prime Minister and @binet, 1980, p. 75).

In terms of implementation, the PER recommended that cabinet committee woulekovers
the implementation, which would be put in place by a Task Group of officers fromneleva

departments.
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6.3 NAIHO meets Fraser

Through the PER exgience, the Fraser government first met with representatives of
NAIHO. Following Fraser’s decision to suppress the findings of the PER, NAIH®D ke

pursuing the public release and implementations of its recommendations.

By May of 1980, there was increasing pressure on the Fraser government te ttteang
existing funding structures to Aboriginal commurtiyntrolled health services. Two
months after the completion of the PER report, PM Fraser invited for the firstatim
delegation from NAIHO for a meeting Canberra On May 14. NAIHO was represented
by Bruce McGuinness and Gary Foley (Melbourne), Naomi Mayers (SydneytiGdri
George (Townsville), and Muriel Olsen (Port Augusta). The meeting aléaedet the
Minister for Aboriginal Affairs Fred Chaney drthe Health Minister Michael MacKellar
(AMS Newsletter, Maydune 1980).

The meeting was reported in great detail in the Miaye edition of the Newsletter, which
provides a fascinating insight. PM Fraser and the Ministers, Fred Chaney ahnaeMic
MacKellar, for the first time made sure that the NAIHO delegation would be accepted in
Canberra with respect and good conditions, which the NAIHO delegation did not expect.
From Fraser’s point of view, forging close relations with the NAIHO lesddprwas a
priority, as an ‘elite’ of the movement that the government could negotiate with, ttainer t
adapting to more complex structures of commuadytrol. In other words, for Fraser, this

meeting seems to have been a chance-tiptthe leadership of the movement.

In the meeting, the delegation was given general verbal assurances of an gpdwange

in Commonwealth funding structures for Aboriginal health, but without a clear bhaeta
They were also asked by Fraser to keep the content of the discussidiedlastil the
governments make a final decision about how to proceed with the recommendations in the
PER report. Here is a detailed description of the trip to Canberra by the Nadldé@ation

and its meeting with PM Fraser, as printed in the AMS Newslette
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Most of the delegation are veterans of innumerable trips to Canberra over the past

twelve years, but none ever recall being on the receiving end of such a con job.
From the moment the delegation arrived in Canberra, it seemed that every time we
turnedaround there was a chauffeur driven Commonwealth limdsicgready to

drive us anywhere we wanted to go. Upon arrival at the great white phallic Woden
tower, which is D.A.AlDepartment of Aboriginal AffairsHead Quarters, we were
immediately given elusive use of the main D.A.A. boardroom on tHe fidr, for

the whole day. A seemingly never ending stream of top D.A.A. brass then paraded
through the room offering anything and everything. The delegation quickly
discovered that those D.A.A. top nobs were willing to do anything to stay on the
good side of us, so we took the opportunity to have some of the more negative and
obstructionist D.A.A. beaurocrafsic) hauled before us to be ‘grilled’ on specific
problems some NAIHO member organisations wexeng ... this was the first time

| had ever seen the D.A.A. allow a Koorie group to do this, and it was an
interesting insight into many aspects of the D.A.A. mentality. NeverthelessPthe VI
treatment continued with us being invited to have ‘drinks’ WitA.A. head, Tony
Ayres. Then it was a quick limosir(sic) ride to Parliament House where
Aboriginal Affairs Minister Fred Chaney saw fit to give us an hour of his valuable
time verbally sparing with us whilst we waited to see the P.M. (not to mention the
chicken sandwiches delivered on the P.M.’s sterling silver trays) and after an hour
and twenty minutes with the P.M., Chaney and ‘Empty Head’ MacKed#arring

to the Minister for Health, Michael MacKellait,was on to more drinks, this time
courtesyof the Minister for Aboriginal AffairsS’)AMS Newsletter, MayJune 1980,

p. 3)

A further remark is interesting when evaluating the role of NAIHO in Ajnoal politics.
Organisations that developed out of the Land Rights movement, such as NAIHO, often

hdd deep disagreements over ways of engagement with mainstream Auswétias. p

The only incident to mar an otherwise pleasant day was an encounter in the
corridors of Parliament House with a very upset Aboriginal Senator, Neville
Bonner, who was obviously distressed that he had not been included in our
discussions with the P.M. (an understandable exclusion NAIHO {@INS
Newsletter, MayJune 1980, p. 3)
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Regarding the outcomes of the talks, the Newsletter reports that “[tlhe propaserks

are stil confidential at this date but the NAIHO hopes that the P.M. and Cabinet will accept
the major recommendations of the P.E.R. in the near future” (AMS Newslettgr]iMa

1980, p. 3). It was clear for the NAIHO delegation that the stakes were high.nifee

years of inckoy-inch progress of the dialogue with the DAA and other government
agencies, they hoped for a fundamental shift of funding structure, which, they had hoped,
would allow greater development of commurdtyntrolled health services and sem
financial securities. The NAIHO delegation left the Canberra meeting witliogau
optimism, a will to engage with Government yet enough experience anejdiasti
political astuteness to know that nothing of the potential changes that Frasernes

were yet set in stone:

Overall, NAIHO representatives were impressed with the apparently genuire des
of the P.M. to improve Aboriginal health. At the same time they were realistic
(cynical) enough to know that the P.M. obviously has ult@ig motives (e.g. his
desire to be an international statesman could be torpedoed by the Third World's
increasing awareness of Aborigines), but NAIHO nevertheless believes that if
Fraser does implement the proposed changes, he will be the first Australian P.M.
ever b adopt a realistic and positive approach to Aboriginal hegl&MS
Newsletter, MayJune 1980, p. 2)

Despite the cautious optimism following the meeting, the PER itself was ne\aselé\
formal explanation for the shelving of the program’s recommendations was neser gi
According to Anderson, “[tle Program Effectiveness Review was never to be officially
released, apparently entangled by conflicting perspectives of the diffierersts, and its
recommendations for the time being were put in absg/a\nderson, 2003, pp. 231-232).



158
6.4 The Townsville 1980 NAIHO Conference

Two months after the meeting between the NAIHO executive and Malcolm Fraser, th
PER report and recommendations were yet to be made public. The governmahitstalle
dedsion to follow the recommendations of the PER. In light of this, NAIHO was preparin

a national conference to be held in Townsville in July 19-21.

On June 30, NAIHO made a request to the DAA for a grant in the sum of $28,000 to assist
with funding the caference and the transportation of delegates from the existing services
to Townsville. NAIHO had held about three conferences a year since 1976 (AMS
Newsletter, JubAugust 1980). These conferences provided a space for direct interaction
between the exisig services. Such interaction is crucial for a joint decision making
process, especially in a vast land mass such as Australia. Despite the fregnénc
financial burden of the conferences, this was only the second time NAIHO souginta g
from the DAA D assist with its organisation (AMS Newsletter, dJalygust 1980).

On July 11, eight days before the conference was to begin, DAA Minister Freg\yCha
sent a tele¥ to NAIHO in which Chaney announced the refusal to fund the conference.
Chaney argued théiiecause it was taking the government “longer than we had hoped” to
consider the PER recommendations, “it appears to me that you [NAIHO] would not be in a
position to discuss the various ‘future developments’ referred to in your tedéafemncing

one of he listed items on the agenda of the conference report on the state of
negotiations with government (AMS Newsletter, JAlygust 1980, p. 20). Chaney
therefore attempted to use the grant request to influence NAIHO’s inner glolitic
mechanisms, in an attempt to define/confine, and essentiabptcNAIHO and override

its internal political mechanisms.

Towards the end of his telex, Chaney reiterates that “I would be most intekes$tadet
comments from N.A.I.LH.O. on the decisions when announced, pofisibugh a meeting
with Government officials and would be prepared to consider sympathetically prowfsi

funds for that purpose” (p. 20). Here, Chaney hints at the rules of the garrmmonittal

14 A copy of the telex was reproduced in Kteoriginal Medical Service Newsletter of Juugust 1980.
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community consultation (‘comments) yes; a more meamgful community control and

participation in policy development — no.

The denied financial assistance for the Townsville conference for thefss28,000 needs

to also be understood in the context of Redfern AMS’s assistance to other consmanitie
seting up their own communitgontrolled health services, which were estimated as close
to $30,000 at the time (AMS Newsletter10/1980; see also previous discussion in
chapter 5.4). The refusal was seen by NAIHO as an attempt to intervene inrialinte

structures and process.

As a result of the cancellation of the Townsville conference, NAIHO decided tisipti
content of their talks with the Prime Minister and Aboriginal Affairs Mimistdaney,
using a “special national edition” of the Redfern ANI®wsletter copy of JubAugust
1980. The cover included a caricature of the Commonwealth Minister for Abdrigina
Affairs, Fred Chaney, with the words “King Freddy of the Gubba Tribe”, and the suibhea
“Chaney Vs NAIHO” (AMS Newsletter, JuWpugust 1980) (seimage 1).

The Townsville NAIHO conference was finally held on September 4 and 5, elébpit
continued funding refusal. The Redfern AMS newsletter reports that “N.®.1.Was able

to secure alternative funding from an overseas source”1p. 6)

The SetemberOctober 1980 edition of the AMS Newsletter reported in detail from the
conference, including reports about the state of different ACCHSs. Thitednes sent
delegations to the conference: “Alice Springs, Melbourne, Mackay, Brisbamee,T
Kempsey, Geraldton, Kalgoorlie, Perth, Port Augusta, Adelaide, Townsville, andsCair
(AMS Newsletter, 910/1980, p. 6). Some services reported receiving only partially grants
as submitted to the DAA. The Geraldton service reported an outright refusal otdAA
provide any funds due to the disapproval of the WA government of the health service,
while the local Townsville delegation reported a refusal by the DAA to fudehtal clinic

at the service (AMS Newsletter;19/1980). Furthermore, the local Towns¥illielegates
reported that the Queensland government continued to refuse the Townsville wdborigi
and Islander Health Service (TAIHS) to operate on Palm Island (AMS N&swslg

!5 The specific source was not mentioned. NAIHO members travelled ovérssaseral occasions, mostly
as knowledge exchange and fenadsing with various other indigenous organisations as well as ititarah
health groups, as detailed in 4.10 and 7.5.
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10/80). One of the more significant advances reported from the conference is how newer

health services were taking regional leading roles, helping other commumigstablish
health services. For example, the Durri (Kempsey) delegation reportedingsshe
regional community in Nambucca Heads, despite being in financial ulliis, as the
DAA gave only partially the funds asked for by the AMS1(®80). The Geraldton
delegation reported that the process of establishing and running the headth ‘fought
the Aboriginal community closer together and had overcome identiis groblems
amongst many in the Aboriginal community” (AMS Newsletted, (880, p. 10). Among
other things, these reports help to demonstrate the importance of such natiomahcesfe
to the movement. The local reports allowed representatives of servicestherassintry
to identify systemic issues emerging from the cumulative local experiencegllaas

advice and mutual support.
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Image 1: From the cover of the July-August 1980 AMS Newsletter.

(AMS Newsletter, JuhAugust 1980, front cover)
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6.5 Further meetings and negotiations

After the Townsville conference, NAIHO called for another national cenfe at
Hamilton Downs, outside Alice Springs, to be organised by the Central Aastral
Aboriginal Congress, between October 20 and 24, TPi@®.theme of the conference was
Health and the Community, and hosted guest delegates from Nigeria, Papuzuiea,

and Canadian Aboriginals. A funding request for this conference was also deniegl by t
DAA, and the conference was cancelled due to irgefft funds (AMS Newsletter, 11
12/1980, Lippmann, 1981). The Newsletter reports that a delegation of Aboriginal
Canadians who travelled to Australia to participate in the conference found out labout t
cancellation only when landing in Melbourne, as NAIHO was reportedly informed only
three days before the conference was to commence (AMS Newslett&/19B0).

Shortly after the cancellation of the Alice Springs conference, followneg11980 re
election of the Fraser government, some cabinet changes were made, and aAew DA
Minister was appointed, Peter Baume, who replaced Fred Chaney. The November
December 1980 edition of the AMS Newsletter reports on a meeting betweenONAIH
activists and the new Minister Baume. The meeting was held on December 11, 1980, and
NAIHO was represented by then Chairperson Bruce McGuinness, Naomi sylayel

Gary Foley. The meeting was originally to be held earlier, and was totdveled by
NAIHO representatives from each state. According to the Newsletter, the gnéetia

cdled off when the Minister refused to provide travel costs for interstate N.A.LLH.O
representatives. Because Aboriginal Medical Services are not allowed tuands by
D.A.A., that meeting had to be cancelled” (AMS Newsletter12/1980, p. 5). The
negdive impression of the new Minister was strongly captured on the cover page of the

Newsletter (see image 2).
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Image 2: Cover of the AMS Newsletter, NovembBecember 1980.

minister
oe of gw&'“

(AMS Newsletter, 1112/1980, front cover)
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The NAIHO representatives especially looked for a commitment to the PER’s conclusions,

which PM Fraser and former DAA Minister Chaney did not pursue. Another issue was the

continued refusal of the DAA, and governments in general, to fund the ACCHSs of

Broome, Geraldton, Wilcannia, and Purfleet/Taree (AMS Newslettet,2111980). The

three delegates expressed hope that the new minister would be sympathetic to their

struggle, as he is a medical doctor:

Unfortunately, these illusions were shattered in the first 1utesof the talks. The
new Minister proved himself to be a pompous, arrogant little man who attempts to
hide his monumental ignorance with an officious attitude which seeks to browbeat
Aboriginal groups into acceptance of Ministerial authority as the paramount force
in Aboriginal affairs.(AMS Newsletter, 1412/1980, p. 5)

The poor approach of Baume to ACCHSs was also described in some detaildby Fre
Hollows, in a passage that was quoted in 5.6, in the context of NAIHO’s involvement in
the NTEHP, which wa$ed by Chaney. As described earlier, Baume’s approach was the
final stroke that drove Hollows to temporarily resign from the project.

Regarding the PER, Baume reportedly stated that “he had yet to prepare aisulioiss
cabinet on the report, but that other reports (includif@ise of Representatives Standing
Committee on Aboriginal Affairs, 1979; National Trachoma and Eye Heallyrémn,
1980) had to also be taken into consideration” (AMS Newslettell2/1980, p. 5). The
NAIHO members pointed out tthe fact that the PER was supposed to consider and
supersede all previous reports (AMS Newsletter, 11-12/1980):

Senator Baume’s reaction to this was to launch into a stern lecture that he, as
Minister, would make the final decision on any matters relating to health because
after all he was the ultimate authority and that was that. After being asked
whatever happened to the government policy of self determination and self
management, the Minister pointed out that what the Government really meant is
‘resporsible’ self management, ad infinitum, ad nause(®WMS Newsletter, 11
12/1980, p. 6)

The estimation of NAIHO’s delegates after the #aur meeting was that “it seems that
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the government is determined to defuse the P.E.R. and thus avoid confrontatidmewith

W.A., N.T. and Queensland governmen(&MS Newsletter, 1412/1980, p. 6), mainly

over the changing of funding rations between State health bodies and grants to AGCHSs
was later reported in the Newsletter that Baume “told a journalist ‘off tled’ebat the
government would not release the P.E.R.” (AMS Newslett2f1281, p. 5), but would act

on the recommendations of thdouse of Representatives Standing Committee on
Aboriginal AffairsReport on Aboriginal Health (1979), one of a few previmorts that

the PER was to take into account and effectively supersede. Recommendations of the 1979
report favoured selfletermination in the health field and were well received by ACCHSs
(AMS Newsletter, 4/1979, p. 1), yet stayed clear from detaileitypodcommendations,
which the PER did offer. One of its main recommendations was for ‘greater ediosult
between the DAA, health bodies, and ACCHSs (House of Representatives Standing
Committee on Aboriginal Affairs, 1979, p. 134).

6.6 “Top Secret Govt P.E.R. Report Unveiled”

“Alas”, wrote Jack Waterford ofhe Canberra Times‘the report on reports has now
assumed the status of just another report” (1981, p. 18). A year after the PER was
submitted to the Cabinet, and the report remained unreleased and not implemertked. Ye
findings and recommendations of the PER were too far reaching to be ignored. NAIHO
and the ACCHSs simply could not allow the PER to vanish at this stage, and the
mobilising around the demand for its release and implementatioinued. The AMS
Newsletter summed the feeling by the end of the year:

Generally 1980 saw N.A.I.H.O. consolidate its bargaining power and consequent
government attempts to weaken the organisation. The Prime Minister continues to
ignore his own personally commissioned P.E.R. report and we go into 1981 with
our highest political priority being to force the government to implement the
recommendations of the P.E(RMS Newsletter, 1412/1980, p. 3)
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After the discouraging meeting with Baume, NAIHO feltaached a dead end with the

Fraser government, who, by the end of 1980, did not appear to have any intention of
releasing or implementing the PER rep®AIHO then decided to publish the content of

the PER as they knew it, especially the recommendafldrese were released in a special
edition of the AMS Newsletter, for Janudfgbruary 1981. The cover of the Newsletter
announced, in all capital letters: “In this edition: top secret govt P.E.R. reportedtivei
(AMS Newsletter, 12/1981, p. 1, see imagg. 3t appears that copies of the PER had
leaked to the mainstream press in early 1981 (“The States’ health polgied981).
Earlier, The Agereported that NAIHO is set to publish “secret talks” with Government
(Mills, 1980). It appears that the AMS Wsletter (AMS Newsletter,-2/1981) was indeed

the first public exposure of detailed content from the PER report.

Image 3: From the cover of the Janudfgbruary 1981 AMS Newsletter.

IN_THIS EDITION; B
TOP
 SECRET
GOVT PER. REPORT

(AMS Newsletter, 12/1981)

Regarding the decision to publicise their knowledge of the PER, it was stated in the
Newsletter that:

Representatives of N.A.l.H.O. were briefed on the results of the P.E.R. in a meeting
with the P.M. in May 1980, and N.A.l.H.O. officials at the time gave an undertaking
to Mr. Fraser that whatve were told about the P.E.R. would not be made public by

us. We gave that promise as a result of certain undertakings given to N.A.I.H.O. by
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Mr. Fraser, that the P.E.R. would be acted upon within a certain period of time.

Unfortunately, the promises mad® N.A.ILH.O. have been broken by the
government and we therefore no longer feel bound by the promises N.A.l.H.O.
made to the government. We now then are in a position to publicly reveal the major
findings and recommendations of the P.E(RMS Newslette, 01-02/1981, p. 6)

The Newsletter names two PER recommendations that were mostly significant for
ACCHSs. The first is an increase of the share of Commonwealth funding for Aabrigi
health allocated to ACCHSs through grants. The Newsletter reportoteata three year
period the level of funding to C.B.A.H.'s [communitased Aboriginal health services]
would increase from the 20% of existing funds, to reach a peak of 50% of available funds”
(AMS Newsletter, JubAugust 1980, p. 4) by July 1, 1983 NS Newsletter, January
February 1981, p. 8).

The second significant PER recommendation reported in the Newsletbat ihé¢ funds
would be channelled via the Community Health Branch of the Commonwealth Department
of Health rather than through the DAA. The ACCHSs had expressed ongoing disconte
with the DAA due to ongoing bureaucratic hardships that started in 1972 when the Redfern
service first applied for a grant (Foley, 1975). The department was set up bitee\V
administration and was supposed smpport the interaction between Aboriginal
communities and the Commonwealth. A main issue with this arrangement is that the DAA
operated with an allocated sum to be distributed as grants for Aboriginal oftigasisa
NAIHO argued that, as health servica® essential services, their funds should not be
reached in competition with other community organisations. The PER accepted this
position, and proposed a transfer of funding responsibility over a period of three years
(Department of the Prime Minister@abinet, 1980).

A further major recommendation, of which NAIHO was much more critical, \Wwas t
establishment of a new national consultative body on Aboriginal health, assidcin
6.2. The AMS Newsletter provided NAIHO’s comment on the propos&l HO believes
that usually Aboriginal advisory committees are a waste of time becausefattithat the
Minister (or whoever the committee advises) is never required to take theg"a@AMS
Newsletter, MarckApril 1980, p. 2).
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6.7 United Front with the National Aboriginal Congress (NAC)

One of the interesting developments of this period of heightened tension over the
suppression of the PER was some of the alliances forged by NAIHO with other
organisations of the movement. On December 12, 1980, a NAke¢Cutive delegation of
Gary Foley, Bruce McGuinness and Naomi Mayers met with the National giieri

Congress (NACY and announced a “united front”:

in an effort to force the government to implement the recommendations of the P.E.R.
Report, and to makether necessary alterations to government and bureaucracy
policy in order to generally improve the delivery of primary and preventative health
care to Aboriginal peopld AMS Newsletter, 1412/1980, p. 6)

The NAC unanimously supported the united front, and passed a resolution that
acknowledged NAIHO as the umbrella organisation of Aboriginal community claatrol
health services, reaffirmed its solidarity with NAIHO and commuadsgtrolled health in
general. Furthermore, the resolution called for the 8fiamifor Aboriginal Affairs “to make
public all the recommendations contained in the P.E.R. report, and to fund the health
services in Broome, Geraldton, Purfleet/Taree, Wilcannia and Cergsteifl (WA) AMS”
(11-12/1980, p. 6). As previously mentioned, the Broome, Geraldton, and Wilcannia

services were finally approved for funding in the following year.

The employment of a united front was a significant political development, as®l&s
openly critical of the NAC, including in past Newsletters (sast®708/1980). The united
front then “represented a major policy change for N.A..LH.O. who up till now had
considered the N.A.C. to be a ‘paper tiger’”” (AMS Newsletter]1 21980, p. 6).

The Newsletter then provides three goals for the united front:

e Tofully brief N.A.C. Members on the latest developments in the area of

®The National Aboriginal Congress (NAC) has developed out of an eartigrdadied the National
Aboriginal Consultative Committee (NACC), which was originaét up by the Whitlam government in
1973. Though initiated by the government, the NACC became a morealblitndependent body, and its
members were elected by communities across Australia. In 1977, the NAGCttesland renamed the
National Aboriginal Council (NAC) which were active until 1985 (&sord, 2006).
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Aboriginal Health (in particular the P.E.R. Report).

e To seek solidarity and a unified approach to Government on Health
issues
e To determine ways in which greater communicatioroperaton, and
sharing of resources between the two organisations could be achieved
(AMS Newsletter, 1412/1980, p. 7)

The NAC continued to endorse NAIHO until the last days of the NAC in 1985. This
support mainly included favourable resolutions. The NAC exesutassed a motion
strongly supporting NAIHO’s demands of government on their meeting in Ma31,17
1982, and a further motion in their meeting of JunelZ§AMS Newsletter, 11/1981
4/1982). After the election of a Labor federal government in 1983, th€ MNpassed
unanimously a resolution" to endorse NAIHO’s demands of the new DAA Minister (AMS
Newsletter, 8/1983 p 9). It was further reported in that Newsletter that:

The NAC has, on every occasion asked, always been prepared to give NAIHO
support in thestrongest possible terms. NAIHO has been appreciative of that
support and has, in turn, supported many of the philosophies and activities of the
NAC. But our support is not without criticism where we feel it is due, and at the
Canberra meeting NAIHO officials bluntly told the NAC that NAIHO was not
always happy with either the NAC secretariat or executive. Specifically, the
assembled NAC multitudes were told that NAIHO had been most upset at the fact
that NAC Chairman, Roy Nichols, had taken over five weeks to pass on an urgent
NAC Executive resolution regarding NAIHO, to the Minister, Mr Holding. Mr
Nichols gave a public apology to NAIHO and said that he had “bearably notified”
the Minister NAIHO officials felt that this was a lame excuse, but were prefare
forgive and forget(tAMS Newsletter, 8/1983 p. 9)

The same edition of the Newsletter contained a separate piece, criticising NACeaselegat
for accepting to fly on first class to a conference in Geneva, while otbepgisuch as
NAILSS (Legal servies umbrella organisation) could not raise enough funds to go to the
same conference (AMS Newsletter9d.983).
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6.8 The Victorian Working Party on Aboriginal Health

The dead end in the relationship between the ACCHSs movement and the federal
governmat opened room for states (Victoria and New South Wales) to improve their
relations with the movement. The first sign of change came from VictorMS(A
Newsletter, 910/1980). Victorian Health Minister Bill Borthwick announced the
establishment of &Vorking Party on Aboriginal Healthwith representatives of various
Aboriginal communities and communitpntrolled health services. The main
responsibility for health delivery to Aboriginal people was transfdin@d Victoria Health

Commission to the Workingdety. According to the AMS Newsletter:

a state committee on Aboriginal health was established, comprising representatives
from virtually every Aboriginal community in Victoria, the Vic. Health Comionss
D.A.A., and the Federal Health Dept. That committee then fully conseNey
Aboriginal community in Victoria, and asked the people vhey perceived their
health needs to be, and whiiey thought was the most practical, efficient and
effective means of delivering health care to their own people. With the support of
the most enlightened State Health Minister in Australia, the recommendations of
that committee were then implemented in full. The result was that at least six new
community controlled Aboriginal Medical Services are being established in
Victoria. (AMS Newsletter, November 1981 — April 1982, p. 5, emphasis in source)

The AMS Newsletter comments that this move shows that “Aboriginal peoplprbaen
beyond all reasonable doubt that they could deliver health care to their own people in a fa
more efficient and costffective manner than could the monolithic bureaucracy of the
Health Commission” (AMS Newsletter, 11/19811982, p. 15). Specifically in Victoria,
evidence had recently emerged that evaluated very favourably the effectivedestsng
financial effectiveness) of the Victorian Aboriginal Health Service H®A in Fitzroy,
Melbourne (Nathan, 1980). Furthermore, the Victorian changes were hailed by the
Newsletter as “the greatest step forward in Aboriginal health for 2G0sY (AMS
Newsletter, 11/1981-4/1982, p. 17).
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The significance of the working party was clear after its meeting onmhlose18th, as a

decision was made to hold public meetings in every Aboriginal communiticiarM in

order to get the most effective and direedback from the Aboriginal population itself.
This is a significant change to usual States attitude towards Aborigir@ieénvent in
policy formation. “This is a remarkably innovative approach to the deliveryaithheare

to Aboriginal people, and thRdctorian Government, in particular Mr Borthwick, are to be
congratulated on the progressive steps that they have taken” (AMS Newsle1i2{1980,

p. 9). The Victorian Working Party cannot be properly understood outside the context of

the previous tegears of ACCHSs grassroots activity.

This development from Victoria also provides an interesting development into ti@ntens
between States and the Commonwealth regarding the areas of respgnaibitiby was
also one of the focal points of the PER. TIA sent a “notorious D.A.A. ‘hatchet man;
and former A.S.1.0. Operative, Mr George Brownbill” to attend meetingheofvorking
party and to “examine the Victorian proposals” (AMS Newsletter] 2/1980, p. 9). His
presence in the meetings “was the sabjef strong objections from the Victorian
Aboriginal Health Service which regarded his presence as an attempt by the [@apaftm
Aboriginal Affairs to sabotage the operations of the Working Party” (AM&d\stter, 11
12/1980, p. 9). The Newsletter thasserts that:

The Federal Government’s concern appears to be that the restructuring of the
Victorian system of Health Care delivery to Aboriginal people will set a major
national precedent which will ultimately lead to calls for restructuring in other
Staes. Whilst this is in line with N.A.I.H.O. policy, it is precisely what the Federal
Government has been resisting for the past 5 years. The Fraser Government is
extremely reluctant to involve itself in any major confrontation with the States (in
particular W.A.) over the issue of Aboriginal Health. Consequently it would seem to
be in their own interests to subvert the progressive action of the Victorian
Government(AMS Newsletter, 1412/1980, p. 9)

It is also interesting to note that these changes iVitterian health system took place
under the Liberal state government and its Health Minister, Borthwick. WHeabar
government was elected shortly after, its new Health Minister provdestaccessible to
ACCHSs Melbourne Time24/11/1982, reprintein AMS Newsletter 9.2/1982 p. 18).
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6.9 The NSW Task Force on Aboriginal Health (1983)

NAIHO lauded the changes in Victoria as an example of an approach that could be adopted
in NSW, and across Australia. As a result of the positive developmenttorigjdNAIHO

started to apply heavy pressure on the NSW government to follow suit with a glarar

The NSW Parliamentary Committee on Aboriginal Affairs received submissions
supporting a similar change to funding and delivery of health to Aborigimamcmities

from, among other submissions, Dr. Garvanic, former director of the AborigeealtiH
Section of the NSW Health Commission, Fred Hollows, and NAIHO itself (AMS
Newsletter, 11/1981-04/1982).

At the time when developments in Victoria were announced, the NSW government
continued to resist such change. The premier at the time, Neville Wran, anncatcad t
new strategy for Aboriginal health would be prepared by the existing NSWithHea
Commission, which the AMS Newsletter asserts, is “the governiedy which is
historically to blame for the appalling state of Aboriginal health in NSW/1@8%
04/1982, p. 16). It is important to remember that merely ten years prior, the distamina
and dehumanisation of Aboriginal people in the mainstream hsedtiices triggered the
setting up of the Redfern AMS (Briscoe, 1974), followed by others.

The Redfern AMS *“has completely rejected” the -o&lv plan (AMS Newsletter,
November 198 April 1982, p. 17), and used the Victorian changes as an example and a
concrete demand to the NSW government. Furthermore, the Newsletter everemtiiaat

the Redfern AMS would not join any committee in which they would be a token minority
among representatives of the various bureaucracies (AMS Newslettembvé981-—

April 1982). Furthermore, it should be noted that the changes in Victoria occurred under a
Liberal Party government, while NSW Premier Neville Wran, of the Alistra abor

Party, was much more resistant to change. The AMS Newsletter at the tionbatbsie
demand to establish a Victorsdyled force in NSW:

We believe that a state task force on Aboriginal health should be established along

the lines of the Victorian Working Party on Aboriginal Health. The Victorian group



173
was comprised mainly of Aboriginal community reps from throughout the state, as

well as one rep from each of, the Federal D.A.A., the Federal Health Dept and the
Vic Health Commission. We call on all our supporters to urgently send letters,
telegrams etc to Mr Wran and Health Minister Brereton, demanding that they adopt
a more modern and progressive approach to Aboriginal health, and specifically
that they make immediate moves toward giving Aboriginal people more control of
the resources and facilities to provide health care to their owople. (AMS
Newsletter, 11/1981-04/1982, p. 17)

The results of the pressure were immediately clear. At the end of the samketiéews
edition, a “stoppress” article appears with a repbeck of a meeting between Naomi
Mayers and Joe Mallie (representiige Redfern AMS), Gary Foley (representing
NAIHO), and NSW Health Minister, Mr. Brereton. The meeting has reglgrtbeen
“productive and positive”, as the Minister “gave an undertaking to the group that he would
consult many more organisations involved in Aboriginal health, before he made dny fina
decision on the composition of the proposed new Aboriginal health consultative group”
(AMS Newsletter, 11/1981-04/1982, p. 24).

The new optimism with the NSW government’s approach to change in funding igsuctu
to Aboriginal health services continues in the next edition, dated-8pptember 1982. It

is reported that the proposed changes in NSW take the lead from changesria.Vitte
changes are specifically understood as changes in the democraticohdieméh delivery:

“If the NSW Government goes ahead with its plan to ‘democratise’ Abatigiealth Care
Delivery, it will represent a major victory for N.A.l.LH.O. in its efforts tor@aboriginal
people throughout Australia gain more extensive cormver their own affairs” (AMS
Newsletter, 49/1982, p. 3). NSW Health Minister Brereton, who receives ample criticism
in previous editions, is now applauded for his “political courage” and his “willingieess t
allow the Aboriginal people of this State taie a meaningful say in their own Health Care
Delivery” (AMS Newsletter, 4/1982, p. 3). Even at this embryonic stage of the Task
Force there was some concern over “potentially serious problems looming”, stibb as
NSW Health Commission is expected tmoagly oppose the changes to the system”,
because “the Task Force concept represents a threat to the power and empirg @iuildi

the bureaucrats who currently control the system” (p. 4).
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By the time of the next issue (Octod@ecember 1982), the new kaBorce on Aboriginal

Health had reportedly already held two meetings (AMS Newsletter21®82, p. 6). The

task force’s main function was to examine “how Aboriginal health needs cahbeaset”
(quoted in: AMS Newsletter, 102/1982, p.6), as well &advise on the respective roles of

the Health Commission and the Aboriginal Medical Services” (quoted in: AM&ISer,
10-12/1982, p. 6), and to recommend “on the general effectiveness of current health
arrangements including the respective roles ofGbmmonwealth and the State” (quoted

in: AMS Newsletter, 112/1982, p. 7).

The Task Force was made up of fifteen representatives: eight repressnvé&i\boriginal
organisations, and seven representing State and federal bureaucraciesofigaah
representation included one representatives from the five established commoabityied
health services in NSW at the time: Redfern, Kempsey, Taree, Wilcanniapamd (hote

that the Campbelltown health service was in its early stages of organisatientene),

one representative from the Aboriginal Sobriety House in Moree (MASH), and two
representatives from national organisations: NAIHO and NAC (AMS N#eslelG
12/1982). The inclusion of a NAIHO representative in addition to the various health
savices representatives is a good indication of the authority NAIHO had gayn®@i8a.

As explored in 6.7, the relationship between NAIHO and NAC knew some turbulent times,
yet by the time the Task Force was put in place, NAC and NAIHO were in a umited f
over the demand to release the PER report and recommendations. The restaskthe T
Force included four representatives from New South Wales (all represghe NSW
Health Commission) and three representing Commonwealth departments (tveemgpge

the Department of Aboriginal Affairs, and one representing the CommonweaihhH
Department).

At the first meeting of the Task Force (November 26, 1982) the decision was made to hold
a series of 25 public meetings to consult and hear from Aboriginal coit@suacross the
statel7. This resolution was considered by ACCHSs representatives as an ‘absolute
minimum’ and threatened to disassociate from the Task Force without a broadatmmsult
with communities, despite the NSW Health Commission representataresng that there
might not be sufficient funds allocated the project (AMS Newslettdr2/9982, p. 7).

" The communities specified are: Broken Hill, Wilcannia, lvanhoe, BoBteyarrina, Walgett, Goodooga,
Coonamble, Coonabarrabran, Cobar, Condobolin, @xiffbeniliquin, Peak Hill, Orange, Grafton, McLean,
Wollongong, Nowra, Wreck Bay, Sydney (including Western Suburbs angligitown), Bega, Wagga
Wagga, Moree, and Lismore (AMS Newslettef,Z31982, p. 7).
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Furthermore, the Newsletter reported that “one of the more interestsgutiens of that

meeting was to put a call for the NSW Minister for Heélthseek an official copy of the
famous ‘P.E.R. Report on Aboriginal Health™ (p. 7). At the end of the articleAKhS

invites readers to send submissions to the task force.

The Task Force continued to work during 1983 and published a report at tloé ted
year. As a result of one of its recommendations, the Aboriginal HeadéaRdn Capp was

set up in 1985, which is today known as theoriginal Health and Medical Research
Councilof NSW (AH&MRC). The AH&MRC today continues to play an immense nole
Aboriginal health. At the time of writing (2010), it represents 60 commuaaityrolled
health and healthelated services across NSW, as well as providing ethical reviews and
guidelines on research into Aboriginal health issues (Aboriginal Health &icisle
Research Council, nd)fhe AH&MRC is the NSW affiliate of NACCHO, the current
national organisation of the ACCHSs movement.

The process and recommendations of the NSW Task Force received great isupport
AMS Newsletter. Especially, the proposed new body (that became the AK&MRS
perceived as a particular victory of the demand to channel Commonwealth funds through
Aboriginal bodies. It was noted thdfa]fter almost ten years, the struggle by NSW
Aboriginal people to gain control of Federal G@&boriginal health monies in this state
($2M. Annually) it now seemsWE HAVE WON'" (AMS Newsletter, 89/1983, p. 3,

emphasis in source).

This declaration of victory came at the end of over three years of fodnsgdls around

the PER and its suppressi It is interesting to note that the victory of the establishment of
the AH&MRC, and later similar bodies in the different states, signified tideoé this
intensified period. Despite this victory, the PER itself remained untouched, arydoman

the isses that it presented remain key contentious issues today.
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Chapter seven: NAIHO after the PER

The experience around the Program Effectiveness Review (PER), as detailed in the
previous chapter, strongly affected NAIHO and the movement. Despite gaininyg muc
political recognition, NAIHO went into a series of changes and, somewhatrioystg

had dissolved by the end of the decade. In this chapter, | will examine samé¢hemes

in NAIHO’s development in the 1980s after the confrontation with the government over
the PER. Towards the end of the chapter, | will discuss the last days of NAIH®end t
formation of a new national organisation, the National Aboriginal Communityr&ieat

Health Organisation (NACCHO), in the 1990s.

An appropriate place to statte description of the final years of NAIHO’s existence is
with the following quote from 1983, which reflects on the first decade of national

organising of the ACCHSs movement:

[l]n the final analysis, the development over the past ten years of a national
network of Aboriginal community controlled health services is, in itself a living
testament to the genius of Aboriginal people and their ability to adapt to the most
difficult and holistic circumstances, without necessarily compromising theic basi
cultural values and identity as Aboriginal people. The A.M.S. is proud to have
played a vital role in those ten years of developments and we can assure you that
we will be at the vanguard for another ten yed®MS Newsletter, 15/1983, p.

12)

7.1 Changes imational structures

After working loosely as a coalition of ACCHSs through the 1970s, the E38s saw a
restructuring of NAIHO. The NAIHO Congress was established as #ia decision
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making body. Congress was formalised and organised in-198D NAIHO, nd), and

bodies such as the national secretariat and regional bodies emerged. Treeastablish

such structures seems to have been the growing number of ACCHSSs, as wededsar

a “singular approach to GovernmenkAIHO, nd). It is likelythat national developments,

such as the confrontation with the government over the PER, emphasised for the
movement the need to establish more concrete structures. An undated document,ywritten b
“the NAIHO Collective” and entitledrhe NAIHO Experience: lving To The NAIHO

Congressdetails three fundamental working principles of NAIHO:

e Each service remained completely autonomous.

e Each service or community seeking to establish a service had equal representation
and equal voting rights.

e All resolutions were passed by consensus. If consensus was not achieved after
negotiation, motion was shelved until next full meeting.
(NAIHO, nd)

According to the document, the structures of the Congress were accepted iINABSR (

nd). The congress was perceived ie a “decisiormaking, policy development and
programplanning body. It is open to all Aboriginal commundyntrolled Health Services
and Health Committees/CouncilfNAIHO, nd). Decisions were to be made by consensus
decisions. A chart that depicts thstructure is presented as Image 4. The chart is
reproduced in the NAIHO Experience documéNAIHO nd), although it gives no
indication of date or the artist’s identity.
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Image 4:The NAIHO congress.
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While the document and the chart are not dated, these changes seem to acbmgtbpon

national restructures that were discussed in the ASmitember 1982 Newsletter. The
editorial explains restructures in NAIHO and their reasoning in a way tnegsponds
with the chart (see Image 4). Itsdusses the division into regions of work, and the

integration of the pre-existing positions of nationabcdinators and secretary:

The basic idea of the NAIHO restructure is that Australia is administratively
divided into seven regions and that responsibility for Aboriginal Health issues
within these regions be entrusted to NAIHO regionalo@bnators and member
services in these regions. This will give AMS’s in the different regionscontel

over NAIHO work in their own areas. The move is also designed to encourage more
active involvement of Aboriginal people in health issues in their own areas. Each
region will also be able to call on the NAIHO National -@alinators and
Secretary for assistance in matters which may require certain negotiatiother

skills which are not available in their own ardAMS Newsletter, /1982, p. 5).

While the chart and the above quote indicate a clear internal structure, thery is on
scattered evidence in the data about NAIHO's internal structure, and it cteao when
exactly the first national structures emerged (the discussion about thdoeardtion of
NAIHO is presented in chapter 5.1). The quote discusses a ‘move’ and a tugstruc
which indicates that there was indeed an earlier structure. Sbthe positions that are
mentioned in the quote were mentioned in older editions of the Newsletter: the only
NAIHO secretariat to which | found reference by name of its members i®thetariat
during 1980, which included Chairperson Bruce McGuines®980 (AMS Newsletter: 5
6/1980, 1112/1980), Mitional Secretary Gary Fol€$1-12/1980), and National Convenor
Naomi Mayerq11-12/1980). It is also indicated that, at least after the restructure, regiona
coordinators of the different regions also becompada of the executive, as well as
coordinators of specific health areddA(HO, nd). The specific health areas included
mental health, women’s health, public/environmental health, preventative,-\veakir
education, dental health, justice, finance, sport and fitness, information, homelands, and
trachomalNAIHO, nd).

The circular shape of the NAIHO chart itself, it was noted, is appropridtealisws for

expansion ofthe wheel, when new members joinddA(HO, nd). The last national
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NAIHO position holder that | found a reference to in my data is Shane Houston, who was a

National Ceordinator at least during 1986 (6/1986). The relative unclarity surrounding the
date of NAIHO's internal structures is of course not necessarily an imgicdiat such

structures were loose. It should be a reminder of the limitations in the data.

The regional division of ACCCHSs changed during the 1980s. As discussed in 6.9, in the
fallout of the battle over the PER, new state health bodies started to emergebrwhight
together ACCHSs and state health bodies representatives, the first of valsishosiginal

Health & Medical Research Council of NSW (AH&MRGyhich was discussed earlier
(6.9). Although some of these bodies were only established in the 1990s (such as the
Queensland Aboriginal and Islander Health Forum, 1990, and the Aboriginal Medical
Services Alliance Northern Territory, 1994), today these are theiadfACCHSs peak
regional bodies, which coalesce under NACCHO. It is also of note that the Visbuwli

into traditional divisions corresponded with NAC electorates, and in 1985 NAC became
defunct, which may have decreased the motivation to keep that division into traditional

regions. Image 5 presents NAIHO member services in 1982.

7.2 Brisbane Commonwealth Games protests (1982)

During this period of the early 1980s, the influence of NAIHO seems to have been at its
peak, because of the continued growth of the movement, as well as the publoffstand

with the Government over the PER.
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Image 5 Map of NAIHO members in 1982.

E

*The NATIONAL ABORIGINAL & ISLANDER HEALTH ORGANISATION (N.A.LH.Oj+

MAP SHOWING LOCATIONS-BF ABORIGINAL MEDICAL SERVICES WRICH ARE MEMBER ORGANISATIONS
OF THE NATIONAL ABORIGINAL & ISLANDER HEALTH ORGANISATION, (N

ALILH.0.).

(AMS Newsletter, 4/1982, p. 21)
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In 1982, the land rights movement organised major protest events during the Brisbane

Commonwealth Games. This was seen as the first time the land rights movemelntounite
such an extent nationally since the Aboriginal embassy, ten yearsAM& Newsletter,
4-9/1982). In the months leading up to the games, as the land rights movement organised,
so did the Queensland police. New laws against protests during the period of the games
included outlawing most protests during the games, aroused much public debate and
discussion, and seemed to have further galvanised the political motivation for trstsprote
(AMS Newsletter, 11/198#/1982). The Newsletters tried to encourage people to join
protestactions. Aside from the vast coverage of the lead up to and outcomes of the 1982
Commonwealth Games, the April-September 1982 edition featured a story on tzentama
young people” who are said to take to the streets in land rights rallies inaoresver

(AMS Newsletter, 49/1982 p. 9).

In the lead up to the Commonwealth games protests, the AMS Newsletter publistryd a st
regarding harassment and alleged frarpe of Aboriginal activists, and activism as a
whole, by ASIO, including a specific incident in which a fake documenbaittd to the

fictional Aboriginal Fighting Frontwas circulated to mainstream mefia

The protests themselves drew thousands of participants from around Australiagdod du
the farreaching legislation before the games, hudslref protesters were arrested during
the games (Townsville Bulletin, 9/10/1982, in: Moody, 1988). Despite this, the mass
mobilisation received some international attention and was the biggest Aborigitedtp

in ten years. The next Newsletter issue @NNewsletter, 942/1982) reports on the

success of the Commonwealth Games protests:

Brisbane was, without a doubt, the most successful attempt yet by the Black
movement to take a case into the international political arena, and because such a
move is a lag term one, Australia has yet to realise the serious implications for
this nation, unless Aborigines gain Land Rights and Economic independence.
(AMS Newsletter, 912/1982, p. 3)

18The story is detailed in the AMS Newsletter of AfBéptember 1982, in pages-18. The pamphlet itself
was mentioned in the media at the time (“AAP reports blacks’ pamphlé?2)18ut the story was never
followed up. There appears to be no further moendf such Aboriginal Fighting Front outside of the single
pamphlet, which is an indication that, regardless of who actually wreteamphlet, it was never a genuine
organisation.
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By the time of the Commonwealth games of 1982, NAIHO’s leadership roleeitaid

rights movement allowed it to play a part in the organisation of the protests.ONAIH
activists did not seem to intervene specifically in the name of NAIHO, but they we
among some of the leaders of the protest, and the AMS Newsletter presenyedctads,
information, calls to action, and analysis of the protests. One of the storiestpces the
Newsletter tells of a delegation of students from the Aboriginal HealtlkéiEducation
Program (AHWEP), conducted by the Victorian Aboriginal Health Serwédi§) (and
discussed in chapter 5.3). The students decided to travel to the protestsben&riA

description of the involvement of students appears in Box 7.

The political involvement of Aboriginal healimorker students seems like a natura
outcome of the social/political approach to health, which the movement championed. The
involvement of the ACCHSs movement in the protests also provides some good context to
the next section, which discusses NAIHO's relations with the Commonwealth yedhe

following the confrontation over the PER.

Box 7: Account of the participation of Aboriginal healfork students in the 1982

Brisbane Commonwealth Games protests.

Towards the end of the course, approximately-thivel of the students volunteered travel to
Brisbane for the Aboriginal demonstrations during the CommonweatheS. They wanted to be on
hand to act as medical personnel in case of expected police violence and conseqiestDnjtng
those demonstrations, several students were arrested, despite clgidity atmbands identifying
them as medical workers... But this did not prevent the Brisbane trig bebrilliant medical and
political learning experience for those students who went. In facAHWEEP group at the Brisbane
demamstrations proved to be superb ambassadors for the Victorian Aborigmalunity and created a
profound impression on other Blacks throughout Australia. Many Abotigeple from other states
were heard to remark how impressive they were with thedialipline, pride and professionalism ¢
the VAHS health workers. This in turn led to many interstate Blaxksessing interest in attending the
course which had produced committed health workers as this!

(AMS Newsletter, 15/1983, p. 22)

—
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7.3 Relationswith the Commonwealth

The relationship between NAIHO and the second Fraser government reached a low point
in the first half of 1981, in the context of the events surrounding the PER, and in particular,
the appointment of Peter Baume to Aboriginal Affairs Minister. In a tegfahe board to

the AGM of the Redfern AMS, the board reported on the increasing activity tiQIA

and the increasing involvement of the AMS in these national processes: “1981 saw the
A.M.S. involved in national issues to a greaéxtent than ever before. This increased
national involvement was primarily caused by the A.M.S. increasingly iamtorole in

the continuing development of the National Aboriginal & Islander Health Grgiomn”

(AMS Newsletter, 11/1981-4/1982, p. 5). Furthermore, according to the report, NAIHO:

continues to expand and give Aboriginal communities strong logistic support in
their desires to control the delivery of health care to their own people.
Unfortunately, as N.A..LH.O. has become organisationally stronger, the Federal
Government, particularly Aboriginal Affairs Minister Senator Baume and his
Department Advisors, have become increasingly belligerent in their attitudedtowar
the organisation. Senator Baume's attitude appears to stem from the fact that
N.A.lLH.O. seems to have become too effective in criticisingadatl government
policy, and too effective in winning public support for our cause. The minister’s
attitude is very childish given the very important position he is in. N.A.[LH.O.
believeshat rather than him using his position to politically attack us, he would be
better off spending his energies trying to change the “irrational” government
policies which at present contribute to, rather than alleviate, the massive
Aboriginal Health problemm throughout Australia(p. 5)

In the long editorial of the Jurnkily 1981 edition of the AMS Newsletter, editor John
Newfong offered an analysis of the dangers that the movement was facing. flewfon
identified three main areas that affect the ACCHSs movement: ‘federalism seifus
management’ (AMS Newsletter,-81981, p. 3), issues of funding (p. 4), and the
withdrawal of the social movements, which is referred to as “[wlhen the ‘Winds of

Change’ Blow Cold” (p. 5): Newfong raises the problem that, despite the enducicess
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of the ACCHSs movement and the recognition it got in official reports, it gejslitle

recognition and general support for its struggle outside of the Aboriginahaaity:

[A] large section of the Australian press, politicians, and public servants still holds
to the racist notion that community control by Aborigines is not really feasible
because Aborigines do not know what is best for them and need to be told what is
by distant figures who are unavailable, unaccountable, amtquainted(AMS
Newsletter, 67/1981, p. 5)

The election of a Labor government in 1983 brought about a new Aboriginal Affairs
Minister, Clyde Holding. This election led to new promises and new optimism from
NAIHO. The Newsletter assessed that the election result “theoretizadiycreated the
climate whereby Aboriginal people could assume a greater degree of comtrdiealth

care delivery systems in their own communities” (AMS Newslett&r1983, p. 3). The

new minister contacted NAIHO within theast week in office, which NAIHO saw as an
‘encouraging sign’ (p. 3). Yet there was still a strong understanding thatdless of how

well intentioned a minister may be, there needs to be a deep change in bureaucratic
structures (possibly hinting at teappressed Program Effectiveness Review):

there still remains the spectre of the monolithic D.A.A. Bureaucracy which has
historically been the biggest stumbling block to such progressive change. Just how
Holding manages to overcome D.A.A. Obstructionism remains to be seen, but
Aboriginal people will be watching closely to see whether Holding is able to take
control of the Department, rather than the Department taking control of him (which
has been the case with all Federal Ministers to date). Holding does come into the
job with the full confidence of Aboriginal people and theoretically this may make
his task easier, but he must not waver or vacillate in his determination, or he will
soon find Aboriginal groups losing patience very rapidly. We have seemdoy
spineless politicians wilt under pressure from the omnipotent D.A.A. and we would

be appalled to see it happen agalAMS Newsletter, 15/1983, p. 3)

The Newsletter points out four major ALP policies that they deemed progres$s)
transfer of fuds for communitycontrolled Aboriginal services; (2) funds for an expansion

of ACCHSs; (3) support for NAIHO to have more regular input from it on national
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Aboriginal health matters; and (4) changes to the Medicare scheme that wdulde|

abolishing individual ‘health cards’ and simplifying the process of-biling by ACCHS
(AMS Newsletter, 15/1983, pp. 9-10).

Two years later, it seems as if many of these hopes had been dashed. TheeDa&85
edition of the AMS Newslettepresents a detailed anegsimistic overview of Clyde
Holding’s term as Aboriginal Affairs Minister and assessments on thengofaiure. A
main complaint that was detailed in the Newspaper was that PM Hawke decidedad t

of 1984 that Aboriginal health funds should all be controlled by the DAA, instead of partly
by the Department of Health. It was further asserted that:

The decision was taken against the advice of A.M.S.’s and Aboriginal communities.
It means that wage increases and floms will not come to A.M.S.’s autoncaily

as they did with... when these monies were administered by the Commonwealth
Department of Health. The strong centralist line being adopted by D.A.A. will no
doubt mean more funding problems for commucitytrolled A.M.S.s and
organisations such as N.A.l.H.O. Funding is also much more likely to be affected by
the whims of D.A.A. bureaucrats, already considered by many common public

servants in that department to be racist and reaction@iylS Newsletter, 3/1985,
p- 3)

In 1985, the DAA introduced merules for grants, among them a clause that effectively
enabled the DAA Minister to intervene in the appointments of individuals within
organisations that receive DAA grants (Nettheim, 1986). According to NatthAIHO:

accepted an offer of funding for the balance of the &B%&nancial year subject to
a statement that it did not agree [this condition].. and has since been told that

funds will not be released until it agrees to the new Rules without excepti@i

Apart from specific issuesith DAA policies, it seems that the big disappointment and the
big worry of the AMS Newsletter had been of a decline in the activities datiterights

movements:
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Gone are the days of the Aboriginal Tent Embassy’s influence, which culminated in

policy changes in all major parties in favour of land rights. All this, however, is
indicative of greatly reduced support for the Aboriginal Movement from the public
at large. This has been eroded because Aborigines, since 1972, have come to rely
too much on theFederal Government to present their case to the general
electorate. Much of the public debate on Aboriginal Affairs has therefore been
governed by partisan, academic, or bureaucratic interests. It has also been largely
uninformed but has been accepted as authoritative by the media. At the same time,
the media has come to be dismissive of many Aboriginal Organisations, expecting
from them only the “stunts” and “good copy” some Aboriginal people have been
unfortunately only too ready to provide. All this hase remedied very quickly by

the Aboriginal movement if it is ever going to have the clout of widespread public

support in confronting governmen{&AMS Newsletter, 12/1985, p. 5)

Despite this, it is interesting to see the type of rhetoric that the lsdAdeveloped by the
mid 1980s. In a report titledchievements in Aboriginal Affaifsom 1986, the DAA
reported an increase in “funding for Aboriginal health” (p. 7) from $23.8m to $37.9m in
three years, yet the report does not specify how much of that went to community
controlled services. However, the report presents the DAAs relationship wéh on
organisation in particular NAIHO. According to the report, NAIHO “received support”

(p- 8) in order to provide:

e advice to the Government and the Depatin
e health assistance to communities; and

e participation in national health programs.
(DAA, 1986, p. 8).

The report does not specify how much NAIHO received in order to achieve these goals,
nor is there any further comment on the working relationshipvdest the DAA and
NAIHO. In the following year’s annual report, it is reported that funding to NA3
ceased due to an ‘unsatisfactory audit report’ (Department of AboriginatsAfi®87, p.

60; Bartlett, 1998, p. 205), the details of which are notatad. It is of note that this was

not discussed or even mentioned in the AMS Newsletters at the time, which wege bein

issued at highly irregular intervals at the time.
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7.4 Relations with the States

In the 1980s, the relationships of the ACCHSs moveémath the different States were
affected by the local changes in Victoria and NSW (as explored i8)6Bhese changes

also emphasised the disparities in local approaches in different statesft@rhéostile
attitude of the Queensland and Western Australian Governments made conditions for
ACCHSs in these states different, but NAIHO’s focus on the federal lé®@lttr ensure

that services were not dependent on State health mechanisms. Some statésatdiill
channelled funds that were designatedAboriginal health only to improving existing
services, despite their often insufficiencies and inappropriateness (Ab&Iditer,
6/1986).

Despite the changes, there were some notable clashes and incidents even in the more
‘progressive’ States. In Viotia, Bruce McGuinness, who was the Chairperson of both the
VAHS and NAIHO during different times, was appointed as an adviser to thei&ictor
Aboriginal Affairs Minister on the 26th of February 1981, only to be dismissed on the 13th

of March (AMS Newslder, 1:2/1981). The newly elected minister, Jeff Kennett, later told

the press the dismissal was due to a police record of Bruce McGuinness. lttevas la
revealed that the person appointed instead of Bruce McGuinness also has a gaite re
which furthered the suspicion of many Aboriginal groups that the decision was politica
(AMS Newsletter, 12/1981).

The ACCHSs commented and took a stand on a variety of issues that arose in the 1980s.
For example, here is some of the commentary that the AMS Newsi#f&eed on the 1985
NSW Doctors Dispute.

The NSW Doctors’ Dispute of 1984-1985 saw approximately 1500 doctors around the state
resign from public hospitals. The main issue in the dispute was the fediednaing
capacity within public hospitals would be reduced under Medicare” (Larkin, 1989, p. 69).
Other issues revolved around “administrative arrangements and regulations gotrezning
terms and conditions of employment of VMOs |visiting medical officers] in public

hospitals, and certain practices tiglg to the classification of patients in public hospitals”
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(Larkin, 1989, p. 69). Larkin (1989) suggests that “the dispute represents a continuation of

the historic trend of resistance by sections of the medical profession to thectommtod

the private market for medicine” (Larkin, 1989, p. 67). The AMS Newsletter presented a
analysis of the dispute in the March 1985 edition of the Newsletter. The question of
Medicare was very important to ACCHSs, as it was the source of funding for ohtize
medica personnel. According to the AMS Newsletter, “the people of Australia have
elected the federal Labor Government on two occasions and thereby have igpeen d
support to Medicare” (AMS Newsletter, 3/1985, p, 19), and that for 60% of Australians,
Medicarewas their sole health insurance. “The sheer size of our organisation provides
additional testimony to the mass public support for Medicare and the determination of
people to see it succeed” (AMS Newsletter, 3/1985, p. 19).

The Newsletter’s analysis focissen the question of control, and is highly reflective of its
positioning. The question is, should health services be controlled by doctors, as the
‘experts’, or the electorate, as the stake holders? This question is themthieddsues of

private serices and the use of health services for profit making:

All doctors recruited to staff the public hospital system should be employed as
salaried practitioners. Fe&or-service introduces an odious commercial back
ground to the Doctor/Patient relationship allows discrimination on the grounds of
health insurance cover, encourages oservicing and fraud, discourages
preventive health care and promotes the elitist position of Doctors within the health
care hierarchy. Only by eliminating private practice from the public hospital system
can we be sure that the sort of problems we now have will never recur. It is time
that nurses and paramedical workers within the hospital system were given public
acclaim for the enormous contribution they make towards patieelfare. It is

time that doctors whose Labour is too expensive no longer remain at the top of the
Hierarchy in the health care system. It is time that community, who after all fund
the public hospital system, had a powerful voice in determining its priorities and
structure.(AMS Newsletter, 3/1985, p. 21)

The relationship between NAIHO (and the ACCHSs movement in general) and #& Stat
at the time is a complex matter. The movement originated from a rejection of the State’s

complete control over Aboriginal policy (health and otherwise), of a time wheedkeal
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government tried to grasp its own responsibility for Indigenous Australianswiolf the

1967 referendum (as discussed in chapters 2.2 and 4.1). Yet the federal departmeast tha
erected to exerte this policy, the DAA, was often seen as a ‘bureaucratic obstruction’
(Foley, 1975, p. 38). The conflict over the PER has led to new breakthroughs in the
relationship between the movement and State health bodies, mostly through the
construction of new joint bodies (as discussed in chapte®)6Bositions taken on other
healthrelated issues, such as the NSW doctors’ dispute, give a good indication of the
movement’s basic approach towards the nature of health services, and is revedting
approach a relations with State bodies. The relationship between the movement and
different State and federal bodies is further discussed in chapter 8.2.

7.5 International relations

As a direct continuation of the Redfern AMS international links (as explored in 4e9), t
ACCHSs movement and NAIHO continued to expand their connections with postcolonial
and indigenous struggles in other parts of the world. These connections included both the
travel of NAIHO activists overseas and hosting people from overseas ssuggl
Australia. Overseas travels, such as the trip of Naomi Mayers to arexucde of
Indigenous Peoples in Regina, Canada, were seen as very important aspects of
internationalising the struggle (AMS Newsletter] 21982). Taking the Aboriginal isssie

to the international stage was seen as paramount to the success of tlghtanmdavement

as a whole. According to the AMS Newsletter:

[The movement'scontinuing strategy to take the Aboriginal People’s grievances
into the international political amea where, we believe, our case will receive a

more impartial analysis which in turn could result, ultimately, in international

political and diplomatic pressure being brought to bear on Australia. This would,
we believe, force the Australian Government to (under international scrutiny) justl
resolve the Land Rights Claims of Aboriginal PeoS Newsletter, 912/1982,

p. 10)
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The protests against the Brisbane commonwealth games should also be understood as a
part of these efforts to internationalise teguggle. NAIHO’s involvement with the

Brisbane commonwealth games is discussed in chapter 7.2.

NAIHO participated in the World Council of Indigenous Peoples conference on Ganberr
April 27 to May 2, 1981 (AMS Newsletter;2/1981). Such conferences were an important
place to forge such connections, and the fact that this conference took place ina&Canberr

made it all the more relevant for NAIHO to participate.

A further conference in Australia in which NAIHO intervened was the Conmalth
Heads of Governments meeting (CHOGM) in Melbourne in 1981. In the meeting, it was
reported that Aboriginal issues were blocked early on by the Austigdgernment (AMS
Newsletter, 81/1981). According to the AMS Newsletter, “[a]nxious not to offend a
newfound hostri Prime Minister Fraser, African leaders agreed early in the conference t
plead ignorance of the plight of Australian Aborigines and the Australianr@oeat’s
ineptitude in coming to terms with Aboriginal problems” (AMS Newslette18981, p.

9). In contrast to this was the continuing positive contact by NAIHO members with the
Vanuatu Prime Minister. In 1978, Gary Foley and Dennis Walker visited the newly
independent Vanuatu, and met with tH&M Walter Lini, as both sides expressed the
mutual solidaty between the land rights movement and Vanuatu's independent
government (AMS Newsletter, 7-8/1980). It is in this context that:

the Prime Minister of newly independent Vanuatu, who, prior to CHOGM had given
public assurances that he would raise Aboriginal Affairs when he came to
Australia, was told by Mr Fraser that, if one were to meet with representatives of
the NAC, NAIHO, and the Federation of Land Councils, the disunity would be
obvious. The Prime Minister of Vanuatu would seem not to have been convinced at
this meeting that any such disunity did exist and followed up with further public
statements of support for Aborigines and a visit to the Victorian Aboriginal Health
Service (AMS Newsletter, 811/1981, p. 10)

Some in the land rights movement, including NAIHO representatives, also codfente

number of African leaders who refused to openly support the Indigenous struggles
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Australia. One leader who was confronted was Robert Mugabe, then PrimeeMofist

Zimbabwé?®, which won its independence from British colonial rule only months prior.
The exchange is described in th&181981 issue of the AMS Newsletter:

Mr Gary Foley, Secretary of NAIHO, was extremely critical of the Zimbabwean
Prime Minister, Robert Mugabe. Mr Foley, Mrs Naomi Mayers, National Convenor
of NAIHO, Mr Bruce McGuiness, of VAHS and NAIHO, and representatives of the
Lands Councils had spoken briefly to Mr Mugabe at a social function two days
earlier. When they asked for his support at CHOGM for the Aboriginal people, Mr
Mugabe reiterated that he could not embarrass the Australian Prime Minister. Mr
Foley said he was astounded to find that Mr Mugabe could accept support for his
struggle for Independence from a Movement here with such limited resources as the

Aboriginal Movement and then turn his back on former al(jes13)

Also in 1981, Prof J. Kibukamusoke, Ugandan High Commissioner to Australia, visited the
Redfern AMS during his state visit to NSW (AMS Newsletter/8981). In his speech, the
High Commissioner referred toh# fraternal feelings that exist between yourselves and
ourselves. Both our background and our future share a common destiny” (quoted in: AMS
Newsletter, 67/1981, p. 15). Another high profile visit in 1981 was that of Dr Doug
Sinclair, a former Chairmanf ¢he Maori Lands Council in Aotearoa/New Zealand, who
worked with NAIHO for over six months, including working at the Redfern AMSyels

as Purfleet and Cairns ACCHSs. Another Maori Doctor, a-fieal medical student from

the University of Auckland, David Tipene, worked at the ACCHSs in Redfern, Melbourne,
Wilcannia, Kempsey, and Purfleet that year (AMS Newslett&f1681).

Such international relations are indicative of the context of social movementscim tivii
ACCHSs movement developed. A good analysis of the international approach, or the
internationalisation of the struggle, appears in the AMS Newslett£2/(®82), where six

aspects of the internationalisation of the Aboriginal struggle were detailed:

1. Established an “Aboriginal Information Centre” in London.

2. Set up support committees in France, Germany, Switzerland, Austria, Denmark,

9 At the time of writing this thesis, Mugabe is still Zimbabwe’s heastate, currently as President.
Mugabe’s regime has become increasingly autocratic. In recent years theredmugcbeasing reports of
grave human rights violations in attempts to suppress the countrgsitpp (HowardHassmann, 2010).
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Belgium, Holland, Italy and Greece.

3. Briefed government officials of 6 African and 4 Pacific nations as to the situation of
Black Australians.

4. Sent a high level delegation to Africa which managed to establish contact with
many Heads of State, and subsequently overcome the past Aust. Govt. deliberate
“misinformation” campaign about our situation.

5. Held demonstrations in many international capitals to make people ama@ee of
our struggle.

6. Developed and continue to develop close links with other independence struggles
throughout the world (including southern African, Palestinian, American Indian
groups

(AMS Newsletter, 912/1982 p. 10)

The international relations nmaained by NAIHO and the ACCHSs movement then
became an important strategic goal, and emphasise the importance of nddeystae

social movement in the overall context of other social movements at the time. In some
cases, international relations allavBIAIHO more political freedom, such as the use of
international donations to fund the Townsville conference after the DAA turned down a

grant appeal (as discussed in chapter 6.4).

7.6 The National Aboriginal Health Strategy (1989)

At the end of thedecade that started with the PER, a Nation Aboriginal Health Strategy
(NAHS) was prepared and published by means of a radically different probesSAHS
Working Party was commissioned by an agreement of Commonwealth, State ritodyTer
Aboriginal Affairs and Health ministers in a summit in December 1987, and Naomi
Mayers, Director of the Redfern AMS, was appointed to chair the working part
Aboriginal Affairs Minister, Gerry Hand (National Aboriginal HdalStrategy, 1989). The
structure of the working party is very revealing. It was composed of nine Aimirig

community organisations representatives, eight State Government regresgnéad two
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Commonwealth government representatives. However, one of those two was the chair,

Naomi Mayers, of th®edfern AMS. By appointing Mayers as chair of the working party,
the nineteermember committee had a potential majority for both Aboriginal organisations
and mainstream organisations, as Mayers, a leading figure in the ACCHSs mgveme

officially participaed as a representative of the DAA.

The process of the NAHS was made public by the commissioning of the Working Party,
and the participation of ACCHSs, including the appointment of Naomi Mayers totlchair
working party, created much optimism. The AMSw&tter wrote about the process of

the working party that:

After years of lobbying by Aboriginal health organisations, a national strategy is to
be developed on Aboriginal health. The Commonwealth and State governments will
spend $500,000 over 12 months on a-sbsiring basis in the development of the
National Strategy... A Working Party was established in early 1988 made up of
representatives of State Ministers for Health, Commonwealth Minister forhlealt
Commonwealth Minister for Aboriginal Affairs and at least one Aboriginal
community representative from each State. Mrs Naomi Mayers, administrator of the
Aboriginal Medical Service in Redfern, was appointed by the Commonwealth
Minister for Aboriginal Affairs to be the Chairperson of the Working Parhe
Working Party will visit each State and hold consultation meetings in key locations
with Aboriginal community representativéAMS Newsletter, 09/1988, p. 7)

Submissions to the Working Party were made by many hundreds of individuals and
organisations from Commonwealth/State/territory bodies, mainstream health
infrastructures such as hospitals, and ACCHSs. In a statement to the Nabionginal
Health Strategy Working Party, Bruce McGuinness and VAHS emphasisesl afothe
issues that the NAHS nesdi to address:

In the context of a national health strategy, sovereignty is a practical response to
Aboriginal needs in the areas of housing, education, employment, health, legal and
judicial systems, child care, and care of the elderly, In addition sovereignty is an

appropriate response to the complex causative factors underlying Aboriginal deaths
in custody (McGuinness and VAHS, 1988)
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The report produced by the NAHS was perhaps the most comprehensive document on

Aboriginal health to date. The open public process of preparing the report offered the
working party a wider scope of insight into the core issues that could simply not be

accessed in an exclusive policy process.

The fact that this document was produced in a publicly open process meansstiogiats
more likely to offer a clearer evaluation of policies and adopt a workable striteg
improve people’s health. Furthermore, unlike reports such as the PER, its contens rema
publicly accessible. However, as the developments that followed #i®Wact that it was
publicly open and transparent did not guarantee its implementation: In the prefaee of t
NAHS it was acknowledged that “[tihe Working Party recognises that ncemmadiv
sound the strategy, or how broadly it is supported within thenaanity, it will fail if there

is a lack of political will and commitment on the part of governments” (National
Aboriginal Health Strategy, 1989, p. xi).

The NAHS provided a list of recommendations, which spanned topics such as
infrastructure, education, policy, research, and clinical assessmentsnsnofepolicy, one
of the main problems that the NAHS pointed out was a lack of communication between the

different agencies:

In most areas where consultations were held there were no formal mechanisms for
co-ordinating efforts between the States, health authorities, the community
controlled health services, DAA, or the other relevant agencies. The provision of
essential services was also affected by a lack of any formal mechanisms to co
ordinate State or regional efforts to provide such servi¢hsitional Aboriginal
Health Strategy, 1989, p. 35)

The relatively progressive arrangements in Victoria and NSW were not éullbw other
States and territories until after the NAHS in 1989. The NAHS noted that

Generally the Working Party is critical of existing arrangements and expressed
concern that formal Commonwealth/Stateocdination mechanisms in Aboriginal
Affairs do not exist in most States and Territories, although the fact that the New

South Wales andidforian State Aboriginal consultative and advisory bodies do
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include some Commonwealth representation was ndiddtional Aboriginal

Health Strategy, 1989, p. xxi).

The NAHS especially referred to problems in communication when a need to expand or
estallish new services arises. The NAHS identified over 90 potential ACCHSs to be
established in communities around Australia with which the NAHS Working Pigingr e
consulted or received submissions (National Aboriginal Health Strategy, .1989)
Furthermore, ta NAHS recommended that “the Aboriginal health function remain within
the portfolio responsibility of the Minister for Aboriginal Affairs” (Nat@nAboriginal
Health Strategy, 1989, p. xxi). The NAHS made a further interesting comhegnivas
revealing n terms of the question of communiygntrol and ceoption through funding
relationships. The NAHS noted that the DAA “has considerable influence owvearpri
health care provision by virtue of its powers to determine the funding of some 64
Aboriginal community controlled health services” (National Aboriginal He8lttategy,
1989, p. 42).

Soon after the release of the NAHS in 1989, disagreements emerged betweE€Q HesA
representatives and the DAA over the implementation of the NAHt editorial of he
Junel989 Newsletter, which expands on a number of criticisms regarding the planned
implementation committee, is entitiéérce Of The National Aboriginal Health Strategy

(p- 1). The main disagreement revolved around the method of implementation. Tt& NAH
recommends the establishment of a ‘tripartite Council’ of State, Commohyeaaltl
community representatives (National Aboriginal Health Strategy \WorRiarty, 1989, p.
231). However, in a joint State and Commonwealth Health Ministers meeting, it was
ageed that implementations will be carried byDevelopment Group of thirteen
department representatives and a single Aboriginal community represenfaMS
Newsletter, 9/1989, p. 1). Box 8 includes a list of the main complaints regarding the

decision.
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Box 8: Objections raised in the AMS Newsletter to the establishment of a

Development Group to implement NAHS recommendations.

The establishment of the Development Group is offensive to Abokighmamunities because:

e ltisin stark contrast to the NAH&commendations

e The Development Group is going over old ground that the NAHSM@Party spent 12
months working on.

e Not only do the Development Group members fail to understand the meszrmatations of the
NAHS, they have completely ignored basic pritegpof Aboriginal cultural practices.

e The composition of the Development Group includes just one tokengharicommunity
representative.

e The Development Group has only one Aboriginal community persgmesenting all
Aboriginal communities throughout Atralia.

e Of the 14 members of the Development Group, only the Aboriginal comml
representative and one other person was on the NAHS Working Partye Aither members
are new.

e The majority of members of the Development Group have no expertisengiorldboriginal
health.

(AMS Newsletter, 06/1989, p. 1)

The frustration around the announcement of the Development Group, which seems to
continue very familiar undesirable themes in the history of Aborigelated policy
development, was particularly strong given the early optimism regatungature of the
NAHS Working Party process. The announcement caused a split between the dgmmuni
representatives in the Working Party and the State/Commonwealth ones. This spl
impacted on the process of implementation of the Strategy from very early on.

Despite the split, some recommendations of the NAHS were carried to some fxtent
example, encouraging the development of new ACCHSs. According to Burdon, “[ijn 1990
1991, following the recommendation of thatinal Aboriginal Health Strategy (1989),

the Commonwealth Government allocated $6.74 million to fund 67 additional health
projects” (Burden, 1994, p. 211). Most of the NAHS recommendations though, were not
implemented. According to Bartlett, the NAHS wast implemented due to two main
reasons: first, “the lack of funds committed by governments to the implenoentdtthe
strategy”, and second, due to the continuing use of “practices which are based om histori
continuities which ee institutionalised, r@d often unknown to the individual” by non
Aboriginal institutions (1995, p. 207). Through the experience of the NAHS process, it is
evident that articulating a policy strategy itself is only a first step towardsgehaf
policies, as institutional probies that caused the need for such strategy to begin with

remain the same institutions that are to carry out the policy recommendations.
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7.7 From NAIHO to NACCHO

Amazingly, there is no clear indication of the specific time and reason for the end of
NAIHO. By the end of the 1980s, the AMS Newsletters became far less regular, and
mentions of NAIHO stopped before the end of the decade. There have been a few different
estimations as to when and why exactly NAIHO stopped functioning. One poss#ua,rea
whichwas told to me in informal conversations with people involved with NACCM43,

the will of Torres Strait Islanders to pursue a separate course for tHealetsimination
struggle (also cited as the reason for the switch in NACCHO, 2006a, ipu#han and
Bartlett suggest thalNAIHO collapsed due to lack of funding in the late 1980s” (Duncan
and Bartlett, 2001, p. 19), while another assessment of the closure of NAIHO points more
specifically to 1988 (Marz, 2003), although without mentioning a specific event to mark its

end.

Another possible factor in the collapse of NAIHO may be its internal process#s, a
perhaps the frustration and withdrawal of some of its activists. Mudrooroo suggested that
“[tlhe cost of such [internal] democracy was enormous and perhaps this was one of the
reasons why NAIHO ultimately faltered” (Mudrooroo, 1995, p. 137). In a short report
about the history of ACCHSs, Scrimgeour suggested that internal factionadisra main
reason for NAIHO’s demise, particularly around mutuateinal accusations of

mismanagement of funds (Scrimgeour, 1997).

In his thesis, Bartlett mentions (but not expands on) developing ‘splits’ in NAIHBeat
time (1998, p. 256). According to Bartlett, national meetings of ACCHSs that wdrashe

a part ofthe development of the NAHS “were held as national meetings of Aboriginal
community controlled health services rather than NAIHO” (1998, p. 256).

In this context, it is interesting to note thhetearliest reference in the data to the term
National Aborginal Community Controlled Health Organisation is in fact found in the
National Aboriginal Health Strategy (1989). Furthermore, it is of note tha¢ tlseno

reference to NAIHO itself in that context. One of the recommendations of thé&SN@ddl:
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That there is recognition of the need for the existence of a National Aboriginal

Community Control Health Organisation:

a) and that there be established a formal relationship between the National
organisation to any bodies emanating from decision of the Natidbatiginal
Health Strategy Working Party;

b) such formal relationship shall include representation from community
controlled organisations.

(National Aboriginal Health Strategy, 1989, p. xxi)

Another potential contributor to the demise of NAIHO asdé@placement with NACCHO
is presented by eétzel, who attributes the process to the creation of ATSIC in 1990:

A byproduct of the creation of ATSIC has been the formation of NACCHO, the
National Aboriginal Community Controlled Health Organization, whiobk over
supervision of the Aboriginal communigntrolled health services. This function
was too complex to be handled by ATSIC in addition to its other responsibilities.
There are now some 100 commuubntrolled health services represented by
NACCHQ which maintains close contact with the Minister of Health through its
chairman, Mr Puggy Hunte(Hetzel, 2000, p. 159)

NACCHO as an organisation developed in the next few years. In 1991 (Bartlett, 1998, p.
256) and 1992 (Scrimgeour, 1997), meetingseweld by representatives from a variety of
ACCHSs, which started to develop the actual organisation’s structures. In 1993, the
constitution of NACCHO was approved by its member services as part of NACCHO'’s
incorporation process, and it officially became the new umbrella organisathlGIISs
(NACCHO, 1993). NACCHO established a national secretariat in Can(Spuar, 2005),
which continues to operate today.

According to Scrimgeour, NACCHO failed to recreate the political effectigerds
NAIHO, for three main reasons: first, the lack of an activist context that initially sparked
the movement; second, a process (inevitable, according to Scrimgeour) of
institutionalisation and bureaucratisation that the early ACCHSs wenigthroeans that
unity as a natioal social movement is less likely; and third, thecent changes to

political infrastructures around Aboriginal affairs (such as ATSICatesea stronger sense
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of competition between Aboriginal organisations, “which led to an increasthd

factionalistion of the Aboriginal movement as a whole” (Scrimgeour, 1997, p. 20).

7.8 1990s onwards

As mentioned in the previous section, a main development that shaped Indigdatads
politics in Australia in the 1990s was the establishment of the Abatigimd Torres Strait
Islander Commission (ATSIC) in 1990. ATSIC was to replace the DAA as thefetseral

body responsible for Indigenowuslated matters, and was to be composed of community
organisations representatives and some of the existing bureiasciBhe development of
ATSIC was controversial. According to Anderson, “[tlhe development of AT®IM its
built-in consultative structure, has blurred the boundaries between community and

bureaucracy” (Anderson, 1994, p. 35).

The creation of ATSIC was received with some criticism in an analysis by Bailey in the last
edition of the AMS Newsletter, that of December 1991. Bailey emphasise&THBER is

not a ‘community based initiative’ (p. 22). The criticism of the consultation gsotteat
preceded focuses on the placement of party politics ahead of communities’ needs:

During the round of whistlstop visits which the government has called
consultations the communities’ objections to the new structure were not heeded. The
government’s basic object was to ‘sell’ the concept to the wider community in order
for it to become legislation. The imperative for ATSIC to be acceptable to all
political parties defeated the communities’ need to be heard and for the structure to
be acceptable to the Aboriginal communities. Hence, the consultations amounted to
nothing more than an utter farc@Bailey, in: AMS Newsletter, 12/1991 p. 22)

Even in this very early stage of ATSIC, Bailey’s analysis in the Al&S/sletter was clear
about its main drawbacks. One of his criticisms focused on ATSIC’s approadbailey

connects to the basic questions of welfare versus community action, a tension that is
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central to the ACCHSs movement:

ATSIC was a fait accompli, another imposition which fails to achieve anything
more than an extension of the welfare system to which we have been subjected for
two centuries. The simple fact that the new system was imposed reflects the
paternalistic, “we know what's best for you” welfare approach. So called welfare
policies of the government have in the past also included the forced removal of
children, the reserve system, relocation and resettlement programs in the name of
protection, assimilation and integration, all designed to effect genocide on the
Aboriginal populations of this countrfin: AMS Newsletter, 12/1991 p. 22).

In a further interesting comment, Bailey identifies a discrepancy betwearsé¢hef the
term ‘self determination’ in the promotion of ATSIC and its use in the actual Act in
parliament that legally defines ATSIC andribdes:

In the preamble to the original ATSIC Bill the term ‘Self Determination’ appeared

several times as it did in the propaganda which was circulated to communities to
justify the structure in the first place. The term ‘self determination’ does netapp

in the Act, anywhere. It would appear that it has been replaced with the term self
management’, a far cry from the meaning of self determination which involves a
recognition of the Indigenous rights of Aboriginal people and the right to be self
governng in every sense of the woft: AMS Newsletter, 12/1991 p. 23)

The Howard government announced the abolition of ATSIC in April 2004 (Brennan et al,
2005, p. 40). It can be argued that the end of ATSIC, by a government decision, is in itself

a strongllustration of the lack of any real content of saétermination through ATSIC.

The abolition of ATSIC marked a new policy framework for the Howard governmwéht

a “shift from a policy framework based on ‘sditermination’ to one based on ‘mutual
obligation’, and the implementation of Shared Responsibility Agreements (SRAS)
(Anderson, 2006). The SRAs came as a replacement to thdessimination policy,
which was, at least officially, a federal policy since the Whitlam governnBeatan et

al, 2005, Anderson, 2006). In the two following years, over 100 such agreements were

signed (Anderson, 2006). “The critique of SRAs has focused on linking a discretionary
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benefit to basic civil rights; concerns about the capacity to evaluate thermpotentibof

SRAs to produce health outcomes and their underpinning ethics” (Anderson, 2006, p. 2).
According to Anderson,If locally agreed SRAs, which focus on health outcomes, are to
be successful they need to articulate with established processes in Indideradin
strategy. Health gain in nearly all instances requires more than simple intividua
behavioural change” (Anderson, 2006, p. 8).

Another highly controversial policy decision of the Howard government was the Northe
Territory Emergency Response (NTER), announced in June 2007 on the premise of
tackling child abuse in the Northern Territory. Despite the public criti@ésome of the
far-reaching methods of the NTER, including compulsory land acquisition, welfare
quarantine, and new alcohol laws, tihreeasures were continued by successive Labor
governments. According to the UN Special Rapporteur on the Situation of Human Rights
and Fundamental Freedoms of Indigenous People, who visited Australia to etaduate
NTER:

Aspects of the Governments inihes to remedy situations of indigenous
disadvantages, however, raise concerns. Of particular concern is the Northern
Territory Emergency Response, which by the Government's own account is an
extraordinary measure, especially in its income management regime, imposition of
compulsory leases, and commuwitigle bans on alcohol consumption and
pornography. These measures overtly discriminate against aboriginal people,
infringe their right of seldetermination and stigmatize already stigmatized

communities(Anaya, 2009)

National Indigenous policies from 1990 onwards then were shaped by policy probhasses t
were based on a questionable platform for community involvement (such as ATSIC), or no
community involvement at all (such as the NTER). In this regregsiicy environment in
terms of seHdetermination, NACCHO functions as the umbrella organisation of ACCHSs
One example of the effects of the changing political environment on NACCHO'’s
operations can be observed in a 2005 forced review process, whichmed by a private

auditor, as discussed in the following section.
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7.9 The KordaMentha Review (2005)

One controversial decision of the Howard government regarding NACCHO, which has
been barely publicly discussed, was the commissioning of the KordaMentha Rieview.
2005, the Office of Aboriginal and Torres Strait Islander Health (OAJ @innounced a
compulsory review of NACCHO, to be undertaken by an external accounting firm,
KordaMentha. This raised serious concern (Buckskin, 2005, p. 2) from NACCHO
members and affiliates, especially as the government made acceptance of the review and
its recommendations compulsory, which means that funding requests would depend on

complying with the review. NACCHO'’s 2005-2006 annual report noted that:

Early in 2006the Board met to discuss and plan ‘ways forward’ regarding the
KordaMentha Final (NACCHO Review) Report recommendations which OATSIH
stated needed addressing prior to DOHA funding NACCHO in 2006/07. Whilst the
(eight) financial recommendations had alreallgen implemented through the
secretariat, an Extraordinary General Meeting was arranged to determine
NACCHO members views on proposed constitutional changes and how to improve
and maximise our relationships within the network. The March meeting took place
and a summary of the changes to the NACCHO Constitution are outlined further in
this report.(NACCHO, 2006b, p. 2)

A NSW General Meeting of ACCHSs “unanimously rejected the KordaMenResew
recommendation to have the NACCHO Membership replaced by Affigates”
(NACCHO, 2006b, p. 32). This was one of the most contentecemmendationsf the
review, as it demanded to change the national organisational structure so thiesaly
peak bodies (such as those discussed in 6.9) would then affilialfdA@LCHO. This
recommendation was eventually carried, and today individual ACCHSs oniataffio

state/territory peak bodies, which are the only ones to affiliate directly @MNHO.

NACCHO held an ‘Extraordinary General Meeting’ in March 2006, in which
Constitutional Changes were voted upon, in order to pass the KordaMentha audit. The

changes were summed in NACCHO'’s 2006 annual report:
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These changes were:

e Acted upon by the NACCHO Board and Secretariat immediately. This meant that
some Board members resigned in May 2006 to effect this change (ie reduce the
Board from 22 to 16 members):

e Articulated to OATSIH. NACCHO have sufficiently complied with the
KordaMentha review report recommendations to enable OATSIH to make funding
available to NACCHO for this financial year. In addition, the 60/40 split which has
been very contentious for the sector over the past few years no longer applies; and

e Reflected in the revised Constitution. This document will be made available at the
members meeting in Perth.

(NACCHO, 2006b, p. 34)

The forced external review is a strong indicatidthe changing political landscape and its
effects on communitpased initiatives and organisations. At the time of writing these
words, forty years after the establishment of the Redféi$ Athere are more ACCHSs
than ever before (over 150), yet the movement perhaps play a different role thartthat of

earlier years. The next chapter includes a discussion of some of theseenas.th

In the last four chapters | have presented some of the findings of my reseasth, bas
mostly on ‘grey literature’ of newspapers and policy reports, and traced tHepeeat of

the ACCHSs movement, while keeping a focus on the national organisation of the
movement. Policy making was one of the key themes of this review, as they playoteke

in shaping the political reality with which the ACCHSs movement needs to déallli
chapter has finished with the recent KordaMentha review, which featured a i@grtessi
some of the ‘bad old ways’ of policy making, one that relies on arcane concepts of
expertise, excludes community participation, and lacks openness for public kge\aled
scrutiny. Such review mirrors other policy processes, such as the 1980 Program
Effectiveness Review. Yet the existence ofracpss such as the KordaMentha review can
only be understood in the wider context in which the ACCHSs movement exists, ngcludi
the state of the other layers of the land rights movement. In the next chaplledjscuss

some of the main themes thatsarifrom these findings, including the questions of

community control, national organisation, and the policy process.
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Chapter eight: discussion

This chapter will return to some of the main themes of the research, as desccibaptan

2, in light of the emerging findings, as described in chaptétshe chapter is divided
into four main discussions: Primary health care (PHC) and community controlpdundi
and policy formations; community control in theory and practice (praxis); andritigglst

for sel-determination in Australia today.

8.1 Primary Health Care and Community Control

An important context for the discussion in this thesis is that of the PHC movemeng and it
relations to the ACCHSs movement. The PHC movement has been discugsedteén
detail in chapter 2. This chapter will return to such concepts in light of the findirsgarts

with a discussion of the term community control.

The significance of community control

Out of the findings of this research, several observaticars be made about the
significance of community control in the context of the case study: the phggmansion
of health delivery, the changes and influence on mainstream medical concepts and

practices, and the contribution to a broader struggle fodsédfrmination.

The first lesson that can be observed from the case study of the ACCHSseanbigethat
the first and most immediate significance of community control is the actpahsion of
health delivery. It seems that such movements start taisggdecause of a concrete

necessity, dire health conditions in particular communities that are not apfelypmet.
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In the case study, the actual expansion of available and appropriate health sediices an

access is what the early organisers of the ACCH®Bvement aspired to. The fact that
there are now over 150 ACCHSs (NACCHO, 2011), which provide services to many areas

that previously had none, is a highly significant achievement.

The action of selbrganising also prompted the mainstream infrastrasttw change. One
major contribution is the holistic definition of health, which the movement has championed
since its early days. This definition is also tied to the reality in which A&Cétganise

and the social and political determinants that have the deepest effects on Abbegitia

(as explored in Carson et al, 2007). The guiding ideas of the ACCHSs nmiverre
validated on the international stage in 1978 with the Alma Ata declaration. Tlaeatiet
(discussed in chapter 2.1) emphasised meaningful participation and a holistichppaba
targets the social determinants of health as some of the key conditions fovempnts in
health.

Another significant contribution of community control is the development of new concepts
in health deliverywhich are harder to experiment with in mainstream services. In the case
study, the role of the Aboriginal heafitorker developed through the experience of
services, as a crucial role that is often necessary to tackle some of the alidvztitwe t
medcal system can create. Aboriginal healtbrkers, educated by programs that originate
from the hard gained experience of the ACCHSs, now play a key role in other types of
health services, which try to make their services more available and acceshkible. T
Aboriginal healthworkers, in a way, are the embodiment of some of the goals that the
ACCHSs set to achieve: linking between possible health resources and a population that
directly and indirectly, was largely excluded from such resources. In 20@6vilee close

to 5,000 Aboriginal healtlvorkers across Australia, although the definition of their role

and responsibilities varies (Australian Indigenous HealthinfoNet, 2011).

The experience of the ACCHSs movement also carries a significant caatriboithe
experience of selfletermination. Through the experience of this movement, concepts of
selt-determination were tested by hard experience against a backdrop of -@hawvgng
social and political context. The actual practice of community control,isstill defined
today by the movement’s peak body (NACCHO, 2007), provides a template for one

interpretation of community control in practical terms: the services are bedtlnyy a
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board of directors (rather than by doctors, as most other medicalshodhich is elected

from within the community that established the service in an annual generalgné&atm
means that, as lan Anderson observed, the context of the ACCHSs allows thésedly “c
tune into the dynamic, changing nature of Aboriginal society. Changes oram®gr
instigated by [ACCHSs] can occur in harmony with the cultural and structum@nsions

of the Aboriginal community” (Anderson, 1988, p. 114).

The urgent necessity should be remembered as the main reason that motevatadyth
development of this movement. However, this context of necessity and lack of access, and
the experience of dealing with State and Commonwealth bureaucracies alomy,tgawe

a meaning to community control that was both deeply practical and revolutiondasy
implementation. The construction of commurttyntrolled services was revolutionary, by
virtue of their not only originality and ingenuity, but their attempt to constructwa ne
system, and not simply trying to reform the existing one.

The questiorof reform or revolution is a basic tactical question for progressive movements
(famously explored by Rosa Luxembourg, 1973/1900). The establishment of the Redfern
AMS was a significant break from the existing systems, as mainstream health
infrastructureswvere clearly insufficient. The new system that emerged from this struggle
now exists throughout Australia, although it can be argued that along the way ated due
the changing political conditions, the movement became, to a degree,m nedeement
integrating into the existing system, and working to better it from within. Some of tlye ear
and prominent activists of the movement see this as a mistake. According tBdsryas

the ACCHSs movement developed out of the land rights movement, the idealveas &
temporary solution, until real land rights would be achieved, which would allow the
construction of entirely new social and political institutions and infrastrest{interview,
2009). As land rights were never fully granted, and with the chahtie political terrain

in the 1980s, the ACCHSs movement, and specifically NAIHO, its national organjsat
had to change in order to survive. This process can be understoau@&ment/sector

shift This concept will be explored in more detail later in this chapter.
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Redefining Community Control

Community control may be observed in different ways, out of specific contexts and
experiences. As noted by Saggers and Gray, “[m]ethods of achieving commantityl ¢

differ according to the needs of the community” (1991a, p. 152). In this context, social
movements work in interaction, and ACCHSs should be understood in the context of the

broader social movements in which they operate.

In this case study, the grassroots health movement is a manifesfgtimpular ideologies,
arising in the context of a broader social/political movement. The AGGHSan integral
part of the land rights movement (Foley, 1982). As such, its national groupings were/are
organisational manifestations of broader social mowesneAt least five layers of
movements in which the ACCHSs movement operates can be identified:
e the local (and regional) community context in which a particular ACCH3gase
¢ the national movement of ACCHSSs, which coalesce under a national organisation;
e the broader Australian Aboriginal land rights movement and other supportive
progressive movements;
e the global Primary Health Care (PHC) movement; and
e a global, perhaps more loosely defined, movement of disenfranchised indigenous
peoples in colonised courdgs.
Furthermore, as Fagan (1990) points out, the ACCHSs movement has precededathe Al
Ata declaration (1978) and constitutes an important part of the global Primari Beadt

movement long after.

Both community and control are dynamic terms, at least in the sense that thefgenill o
not be agreed upon by all people involved. Understanding community control has to be
done in context, because different elements of a community, the social forceheand
relations of control are ever changing. The terminology, and the meaning behiardribe

can often change in relation to the current environment in which the communitglieaht
service is to function. However, it can be broadly assessed that there are twaspeaits

to community controlpolitical (participation) andeconomidqfunding).

At first glance, the need for participation in a commuciwtrolled project seems
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obvious: community control, by definition, relies on the active participation of contynuni

members. On the technical level, as the NACCHO definition clearly states (chajatiele

1), community control means a board that is elected from within the community \Where t
service is located in an annual general meeting. Yet, much like the practice aufratem
values elsewhere, the questiremains: does a right to vote periodically really mean
control? Some see model of a board as a step backwards. According to Bestimipleex
“the model of the elected board adds to the disparity between community contrgl theo
and practice” (2003, [4.89). Earlier in the thesis, | presented Nassi’'s (1978) differentiation
between the terms community control and community participation/involvement. Nassi
emphasises the inherent difference between participation in projects dfvoue” (p. 5)

and actuatontrol. Furthermore, when considering issues of control, we need to distinguish
between community controlled structures and selective structures. Teemauséd, such

as Aboriginal contro| are not clear enough, as they may hide power relations beahind a
Aboriginal identity. An Aboriginal controlled organisation might have no actual

accountability to the community.

Together with the political processes of community control, the community codtrolle
health service strives for as much financial independence as possible, to exatcise th
control. However, as the case study shows, from its very early days, the neéukthat
movement attempted to address was, and is, so vast, that applying for state ald feder
funding became inevitable. However, as discussethapters 4.6 and 5.4, attempts were
made to limit the reliance on state funds, such as maximising donations from srgyport
organisations, corporations, and overseas sources. For example, when NAIHDtednfr

the federal government over the PER recommendations, it was the diversity ofgfundin
sources that allowed NAIHO to proceed with its national conference in Towngaslle

discussed in 6.4) despite being denied a DAA grant.

Another interesting lesson about community control that can be learnedtlie case

study is about the ways in which it can nationally spread and operate. Deshtedtfeen

AMS’s early successes, it resisted suggestions to expand its serwotieetoareas and
communities, and instead decided to encourage and assist othrauciies to establish

their own services. This position was made public as early as 1973, in a position paper by
the AMS (Mayers and Laing, 1973). The endogenous nature of the expansion of services

by the communities themselves rather than by health beneaes is a further attribute of
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community control, in a national movement context.

Contribution of the Aboriginal communitontrolled health movement to the philosophy of

Primary Health Care

The practice of community control also had an effect enpitactice of Primary Health

Care (PHC). The Redfern AMS, established in 1971, preceded the Alma Adeatienl by

seven years. Despite this, it has been claimed that the influence of the AGOM&®went

on the development of the PHC movement has been largely overlooked (Fagan, 1990;
Rosewarne et al, 2007, p. 139). Many aspects of the philosophy of the ACCHSstevere la
echoed in the Alma Ata declaratiolh was argued that the Alma Ata declaration came at
the end, rather than at the peak, of the PHC mewgnas the declaration was soon after
diluted with concepts such as Selective Primary Health Care (Macdonald, 18682). T
development should be understood as one of the many ramifications of the development of

neoliberalism, which started to spread around that time (Navarro, 2002).

The global PHC movement offered a strong emphasis on the social determinantthof heal
(Macdonald, 1992). Naturally, this is especially a central focus of the ASGhbvement.
Once a community has established its own health service, the struggle to imeaite

can be viewed much more clearly as a political struggle. Moreover, comrnconitylled
health services are challenging a false dichotomy between health activism digdl poli
activism, illustrating clearly the role @ocial and political determinants of health and a
course of action to address these directly. The autonomy of a comvoanitglled health
service allows it to take up political actions that target directly the social detetisiof
Aboriginal (ill) heath. This means that the question of autonomy, which encompasses the
economic, organisational, political, tactical, and ideological aspects of the mayesna

key question in understanding the complexity of the praxis, the idea and the palctice

community control.

The PHC movement was a culmination of a more holistic approach towards health, which
developed from an understanding that it is not enough to address the actual illness but

rather the entire social and physical environment needs to be understood asrah integ
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dimension of the patient (Macdonald, 2005). In a similar way, we need to understand the

health care system and policy itself in the context of its soalidical environment and
societal power relations. We have to contextualise sygst&md policies and understand
their underlying problems. This understanding was crucial in establishing cotgmuni
controlled services, as evident for example in the establishment of the R&lfSrifas
discussed in chapter 4.3).

It remains unclear whethear not the definition of PHC as adopted by the Alma Ata
conference drew a direct inspiration from the Aboriginal Australian expsr and other
experiences that preceded 1978. On several occasions during the 1970s members of
NAIHO travelled to Europe, including to Geneva, home of WHO, to-hamgk, network,

and raise awareness of the situation of Aboriginal Australians. But in hindsiigtyt years

later, it is interesting to see how the Aboriginal Australian experience & Beéth
preceded Alma Ata @hhas survived its demise, as it still exists, despite the many changes

along the way.

Criticisms raised about the practice and theory of community control

In the history of the ACCHSs movement, some claims against the development of the
movement wereraised. Some of the most common issues that are raised include:
duplication of existing service and creating competition; lack of sufficienfiegsional
knowledge; and internal conflicts within communities that may prevent actual corgmunit

control.

Pertaps the most common claim that was made about ACCHSs was that they duplicate
existing services, which are not currently utilised (AMS Newsletter, no. 26hVI&76, p.

1; Saggers and Gray, 1991a, p. 405). This perception largely ignores the real prdblems o
both physical and cultural accessibility to health services (Saggér&ay, 1991b). The
context in which the Redfern AMS was established should be remembered: Adlorigi
people who live close to the heart of Sydney, Australia’s largest metropthisample

health services, found mainstream services so inaccessible, that some would nat go to

hospital even during emergencies. Fred Hollows tells in his autobiography of atdmta
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had with a local physician in the Redfern area before the AMS wastg tipmake sure

that it really did not collide with existing services:

| went to see this doctor who said that he paid calls on Aborigines and collected the
tiny fee the government paid GPs for services to ‘indigent persons’. It was next to
nothing. He admitted that he didn't see blacks in his surgery because if he did the
whites wouldnt come and the practice would go brékellows and Corris, 1991,

pp. 100-101)

This is another testimony of the inaccessibility of health services to Atalrjgeoplethat
prompted the establishment of the movement. The claim that the ACCHSs wer@womeh
doubling available services is entirely false, if one considers healtitesgas more than a
purely medical institution. The ACCHSs were innovative, not just in thetralian
context, but in an international context as well. Pnegram Effectiveness Review (1980)
noted that|[s]ince AMSs are controlled by the Aboriginal community, in both policy and
operation, it is not surprising that Aboriginal people are sigmflganore willing to attend
them and appear to be more satisfied with the treatment they redegédr{ment of the
Prime Minister and Cabinet980, p. 55).

Another claim made about ACCHSs was possible mismanagement of fundsjchet
claims were not fily backed publicly. The House of Representatives Standing Committee
on Aboriginal Affairs report (1979) indicated that “the Committee receivedkrce that
the [DAA] funds provided [to ACCHSs] were often mismanaged” (1979, p. 88), yet no

details were gign of how and what sums.

Other noted criticisms regarding ACCHSs revolve around the question of community
control in divided communities. In a case study of the Whyalla community, @bam
Frank, and Taylor examine issues that affect community patimipi the local ACCHS,
and suggest that internal separation between different kinship assactiobe a major

deterrent to participation (Champion Frank & Taylor, 2008). Péfi#its-observed that:

Since Aboriginal people have historically survived over two centuries of oppression
and division, it is unrealistic to expect long existing inequities and cultural and

political divisions amongst Aboriginal people to disappear just because they now
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have government funded organisations which determine their avenues -of self

determination. It is particularly unrealistic to expect all loyalties to kin and trtbe
disappear when the structure of ‘community boards’ is based on western notions of

representativenes@PeterslLittle, 2000, p. 14)

Some critics othe movement focused on its connection to concepts that are deemed too
‘radical’. Nathan (1980) shows that even after more than five years afssfigccoperation,

the Victoria Aboriginal Health Service was still being ‘accused’ sbamtion with ‘Black
Power militancy’ (p. 100). As explored in chapter 4.1, the conuffitlack powerplayed

a significantly positive role in the development of the early ACCHSs. The gbiofe
‘black power, which was seen amn expression chutonomy’ and ‘community cdrol’,

and the USblack power movement itself, were highly influential and empowering to the
young Aboriginal activists in the early 1970s. The term was used in mamspelalic
discussion well outside its social and political context, and was seraesoh in

mainstream media. Nathan summed it well when she wrote:

It is a sad comment on mainstream white Australian society, that any ethnic
minority or disadvantaged group is charged with militancy and hunger for power,
as soon as the desire for assertion, identity and the free expression becomes

conscious and paramour(p. 101)

This also relates to the differences between the application ofdetelimination
tactics/policies in urban versus rural and remote communities contexts. Foplexam
Trudgen (2000) argues that applying “selétermination” policies on Yolnu peoples in
Arnhem Land was ironically forced upon the communities, and subsequent failure of
services proved mentally destructive, as Yolyu were made to believe that the failure of
community services was directly their fad as Yolgu. This result is the complete opposite

of the idea and intent behind ACCHSs, and is a stark reminder of the importance of an
endogenous approachin which the initiative for a true communitontrolled service

must come from within the community itself.

It is also important to consider some of the criticisms of community control that were
raised outside of the case study’s context. One such issue is the openness of traditiona

communities to modern sciences. Flaming (1978), for example, comment on Nassi's
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analysis of community control, asserted that “[s]pecialized professimisas medicine,

psychiatry, social sciences, nuclear physics, and the biological sciremcesunter to the
values of the traditional community” (p. 22). In the ACCHSs movement, this is not
evident. It was the lack of access to western services that sparked thalesiiliof the

first services, and throughout the history of the movements, it made constant use of
volunteer doctors, sympathetic to the cause ABEHSs can be seen as a bridge to enable
access to western medicine, in a way that seeks to implement its great achieveraents i

holistic, socially conscious process.

However, what the ACCHSs did challenge is therarchy and the social and political
structures that were imposed by the system surrounding the biomedical modey, timainl
place of doctors in the hierarchy of control. As Liamputtong and others (2003) suggest,
“[clommunity participation can be seen as a challenge to the power of proféssiona
organisations, and government” (2003, p. 11).

The developments of the ACCHSs movement did not go without criticisms from wviighin t
movement itself. Such conflicts often relate to the funding of ACCHSSs, throutgh&®ta

federal grants. Application®ff grants were made from the early days of the Redfern AMS,

as the demand became much too high to be met, and demanded more secure funding than
donations. Yet the reliance on such grants gives governments some levetafamartthe
ACCHSs, which inevitably affects the bid for sddtermination.The dependency on
government grants was described by some as "mission mentality" {Bi&ters2000, p.

18). Saggers and Gray even suggest tAhbriginal seltdetermination will remain an
illusion in the absence of economic independence” (Saggers and Gray, 1991b, p. 392). The
issue of funds, in effect, raises the question ebgion. According to Collmann (1981),

the divisions within Aboriginal politics around the tactics of engagement withtéite s
oftenrevolve around different dimensions of-gption. Later in this chapter, the question

of funding and control will be further explored.
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8.2 Funding and policy formation

The issue of funding is at the core of the practice of community control. €a& brom
mainstream health bureaucracies was one of the main initial goals of the movement,
because of the failure of the system to deliver sufficient, holistic, ams$gibte services to
Indigenous communities. And it was the overwhelming initial respadiosthe early
ACCHSs which forced reliance on state grants from an early stage. Fundnefpréheis

at the core of the relationship between the ACCHSs movement and the statStéeth

and federal levels). There is no doubt that the need to relyra@tidos initially had a deep
impact on the ACCHSs movement. Considering the overwhelming need, and the social and
political environment in which it developed, there was simply no other choice for the
movement but to apply for state funding.

The main issueegarding funding is the question of community control. Can such services
claim to be controlled by the community, if the funding is effectively controliedhb
state?

ACCHSs had to develop tactics that aimed at containing, or limiting, the effdct tha
funding has on the power relationship between them and the state. One such tactic was
(and still is) the constant appeal for donations from multiple sources. Thal dppe
donations allowed ACCHSs to fund some projects that the state would not. Fgiesxam

the use of donations enabled the Redfern AMS to openly allocate some of its budget to
political activism. The March 1977 edition of the AMS Newsletter detailsAM&S’s
expenditures of the previous three years. It details minor expenses on LatsbRages

(p- 3) and other unspecified ‘political activity’, and even ‘political/medicaviagt(p. 4).

The explanation of the use of funds for political activity sums up the case study'a@ppro

to the relations of health and politics nicely (that echoes some of the discussimn of

political nature of health in chapter 2.1):

Some of your money has been spent on politics. But then, we explained that to you
at the time. There has never been any doubt, for instance, that the A.M.S. supports

the struggle for Land Rights, supported the Aboriginal Embassy when it confronted
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the Government in the little tent across the way, and supports those sister

organizations which we know to be doing worthwhile work. As such, the A.M.S. has
had cause to show its support in more than mere words, by actively campaigning on
behalf of the organizations which we support, by assisting them with funds and by
organizing political activity to ensure their continued success. The appearance,
then, of debits for political activity oaur ledger should be no surprise. Rather,
what with our many words over the years on these subjects, it would be to our
shame if we had not shared that which we had, in true Aboriginal manner, with
those who had need of (AMS Newsletter, 3/1977, p. 3)

The openly political nature of ACCHSs is especially important to examitieicontext of
funding relations with the state. The contact itself between ACCHSs andatbevit
funding has been tremendously tense from its early beginnings, as explored thraughout t
findings chapters. It exposed a large array of existing problems, whade rthis
relationship extremely rocky. It was claimed that the approach of Statededl bodies
towards ACCHSs was often shaped by economic rationalism, combinegatgtmalism
(Saggers and Gray, 1991a, p. 133). Yet funding agreements may have had deeper effects,
not just on the relationship between communities and the states, but within Aboriginal
communities themselve&rances Petetlsittle argues that the contradion between the
claim for seltdetermination and the reliance on government funding is creating tiers within
Aboriginal communities, as it sets those who work in Aboriginal organisaticaposition

of authority over others in their own communitiest@PeLittle, 2000, p. 14). The criticism
made by Peteskittle raises serious questions regarding the relationship between
Aboriginal organisations (especially those aspiring community contrdl}tan state, and
more specifically, regarding the politicaldependence of the movement. Perhaps the core
of the debate alluded to by Petérttle is, does the reliance on state funding effectively
mean that the movement wasauated? | follow Nassi (1978a) who argued for a dialectical
understanding of community-control/co-option as two interrelated parts ofle process,

rather than a dichotomous view of these two terms (as explored in chapter 2.3).

The problematic approach by State and federal agencies is also marked by thefnature o
policy making. Somewhatinevitably, policy cycles revolve around mainstream political
cycles of elections and changes of administrations. Such cycles provide a psdoibas

longterm policy planning that requires stability of resources and actions. Oneraathe
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themes of th findings of this thesis was a number of reports on Aboriginal health, none of

which was acted upon in full. Such reports include the (1980) suppressed Program
Effectiveness Review on Aboriginal Health (as discussed in chapter 6) and the (1989)

National Aboriginal Health Strategy (as discussed in chapter 7.6).

The welfare state: ACCHSs and welfare

The history of the rise of the ACCHSs movement is also worth noting in the cohtést
Australian welfare state. On the one hand, the organisation oimtheement was
specifically due to the inadequacy of public health services, and the failure wetfare
state institutions in providing adequate services to Aboriginal people. In the petioel of
establishment of the movement, the early 1970s, social movements were on thaedrise,

demanded increasing government support and funding.

Yet on the other hand, the application of ACCHSs for state funds can also be spégnas a
for the public sector to play its role in the uphill battle for Aboriginal heaitid agree to
fund community controlled services, out of an understanding that community controlled
services are truly public services. In their existence, ACCHSs oftentotrjorce

governments into action, rather than be detached completely from them.

After the first decade of the movement, the funding process, now tied to the Aastralia
welfare state, underwent a series of changes, which continue today. Thegeschehich

took place in the context of the rise of neoliberal economic rationalism, ilhn@astly
decided upon outside of community structures. Today, the Australian welféeeista
described as a patrticular type of welfare state regimaberal/residualtype, which is
characterised by minimal provision of welfare by the state, scruiinisieans tests for
welfare recipients, increasing intervention of the market, and increasmgl g@aps
(Eikemo et al, 2008). These developments were of an opposite direction to that of the
ACCHSs movement, which started in an attempt to address the@xjaping hole in the
public health system. While the movement patrtially filled some of those gapssetiadl o
direction of the Australian welfare state was opposite, towardsidual approachwhich

stands in direct opposition to the universatiyjnded and holistic philosophy of the
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ACCHSs. This change of winds found the ACCHSs trying to defend the ideas of public

health and stop the erosion of the welfare state.

The residual approach that increasingly dominates Australian welfactepoheans that

not only do individual recipients need to constantly prove their claim according to ever
changing criteria, but so do organisations that rely on grants. Tdemeenstantly apply

for grants and the resources allocated to chase grants to ensure semdivab conflicts in
communities as community organisations are put in direct competition for .g&ardls
organisations often need to work together, and the tensions created by thataaest for
funds make the already hard task of community organisations so much harder.

As described in chapter four, a major instigator of the development of the ACCHSs
movement was a great deficiency of the Australian welfare state, coupled witloraahati

and international rise of social movements, which often organised to address needs born
out of similar deficiencies. Yet since the late 1970s, both social movements avelfdre

state itself have somewhat eroded, and ACCHSs, which are now dependerté dunsts,

found themselves in a position of trying to deféimel welfare state in the face of increasing

cuts to the public sector and privatisations. While ACCHSs broke from the reamstr
sector, the break was for the exact purpose of strengthening and redefintogdbpt of

public ownership, outside of the wifal infrastructures.

Division of responsibility between Federal/State Health/Aboriginal Affairarde@nts

The often unclear question of responsibility between State and federal levels, @auhon e
level between Health and Aboriginal Affairs departments, creates furtheticatioms for
community controlled services. The 1967 referendum over two amendments of the
constitution created an expectation that the federal government would share some of the
responsibility of Indigenouselated policymaking an area that was mainly a
responsibility of the different states. The main problem was that the acisabrd of
responsibility was never clearly drawn out and agreed upon by any of the pdréidack

of clarity over the divided role also applied tioe different government departments,

specifically Aboriginal Affairs and Health, both on the state and fedeselisle
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The question of the division of responsibility between the various state and federal
agencies was addressed in a number of policy reports. In 1973 a Ten Year Plan for
Aboriginal health, which sought to regulate the responsibility of the differentege was
formulated. Yet the suppressed Program Effectiveness Review (1980) points out that none
of the Ten Year Plan’s recommendationswaated upon, as each state interpreted the plan,
and its agreements with the federal government, differgBtgpartment of the Prime
Minister and Cabinet, 1980, pp.-1Q). The PER suggested that, on the federal level,
responsibility for funding is traferred from the DAA to the Commonwealth Department

of Health (CDH), among other things because of the close consultations betwilen hea
departments on the state and federal levdis.formation of ATSIC in 1990 was hoped to
resolve some of these matigyet the development of ATSIC was heavily criticised from

its early stages (as discussed in chapter 7.8) and ATSIC was eventualpedcbgpthe
Howard government in 2004. The situation of the division of responsibilities betiveen t
different departmds today has become so complex that, according to Brennan and others,
“a single Aboriginal communitgontrolled health organisation... may have reporting
obligations to 20 or 30 State and federal government agencies” (Brennan et al, 2005, p.
31).

The inital grant requests by the Redfern AMS were made to the NSW Aboriginal
Directorate (Foley, 1975) and to the Office of Aboriginal Affairs (Fole®1)9which was
established by the McMahon government and later upgraded to a department during the
Whitlam adnmistration. The incorporation of the Redfern AMS in 1975, and subsequently

other ACCHSs, was meant to help facilitate funding applications.

NAIHO seems to have taken some different positions in the late 1970s and 1980s, which
tried to secure ongoing funding according to the changing politicalrtetrai 979, as part

of its National Black Health Program (AMS Newsletter; 131979, p. 2), NAIHO called

on the federal government to fund the establishment of new ACCHSs direttigd ref

through funds fronstate agencies. One of the reasons for the rejection of the plan was
possible interference with ‘state rights’ (Ester, 1979. p. 468). As discusseajitec6.8, in

the early 1980s, after the collapse of the relationship between NAIHO anddibealf
government over the suppression of the PER, a change came from an unexpected direction

— Victoria and NSW, which adopted more progressive positions and allowed for some
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advancements in the process of funding ACCHSs. Those changes led to the creation of

combired bodies on the state level, which include both ACCHSs representatives and state

health and Aboriginal Affairs representatives.

The fact that the biggest advancements in the integration of ACCHSs were made on the
state level is very significant. The dsiahment of the DAA in 1972 was driven, among
other things, by the deep disillusionment of Indigenous people with State bureaucracies
Yet after ten years of rocky relationship with the DAA, the breakthrougtCafHSs with

the Victorian and NSW governmantan be seen as a failure of the DAA. The DAA itself
was replaced by ATSIC in 1990. The establishment of ATSIC in 1990 was cdtinitikee
Redfern AMS Newsletter (Bailey, in: AMS Newsletter 12/1991, p. 22), who warnéd tha
ATSIC was using rhetoric of Bedetermination without a real basis. After the abolition of
ATSIC in 2004, responsibilities were taken away from ATSIC’s partiallyctele
structures, yet a federal Department of Aboriginal Affairs was nes@stablished.
Instead, the Office of Indigenous Policy Coordination was introduced, in the Departme
of Immigration and Multicultural and Indigenous Affairs. Following a reBimgf of
responsibilities in 2006, the Office of Indigenous Policy Coordination is now under the
Department of Families,@nmunity Services and Indigenous Affairs.

Thirty two years after the Whitlam government upgraded the Offidéofiginal Affairs
(which had only existed for a year) to a Department of Aboriginal Affées Australian
federal government’s responsibility to Indigenous Australians is once dgainished into
a single office, not even deemed worthy of a full federal department.nttigsi context
that recent regressive policy approaches need to be understood (such as the proces

accompanying the NTER).

The Policy Process: declaratory policy and treékg policy

The policy process is a key issue that affects the relationship betweergiAdlor
communities and organisations and the Australian state (in its differens)layet the
policy process eems to be inherently flawed, as evidenced by the fact that the list of

generated reports that were not fully acted upon seems to keep growing. During the
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findings section of this thesis, different policy reports were examined, inclutgn§dott

report h 1973 in NSW, the 1980 PER, and the 1989 NAHS. The different reports have
very different circumstances of course, and it is worth considering the ways ih whic

reports are generated and used.

Worse than just ineffectual, failed policy processes such as unimplementets regn
have strongly negative effects on the potential beneficiaries, especialy tbse are
invested in the policy process. As summed up in a later edition of the AMS Newsle
“Many government programs for our benefit have failed in the past. We then bbarrthe
of public criticism about failed programs” (9/1988, p. 1).

Based on the experience of the reports examined in the case study, | &iglugathat
policy formation on Aboriginal issues occurs in two major waydeaaraory way and a
treaty-like way. In a declaratory way, policy formation is controlled by an appointed body
and remains a closed process. Community representatives, organisations and isdividua
may be asked to testify or make contributions during the process, and caomssiltasy

take place, but the power relations are such that there are no guarante®s ribgii@sts or
suggestions recorded in such consultation will be incorporated into the policy
report/suggestions. | refer to such processes of policy formation as tegladae to the
nature of the power relations that such processes help preserve: the policy makisg proce
is rigid and inaccessible, and the end restitte policy— is being ‘declared’ to the people
who will be most affected by the policies.

A treatylike policy formation process, on the other hand, is a process in which all sides
take real part in the process, and the power is structured in a way that epmi@ctive

input and ownership of community members and community organisations in the process.
Such a process is much longer and more -toresuming than the declaratory policy
process, yet as larger sections of the community has more stake in the [isetiesbe

resulting policy may become more widely accepted and adopted.

In the context of the case study, treaty can be defined as a “political agreewnodrnng
Indigenous peoples and governments that have a binding legal effect” (Brennan et al, 2005,
p. 3). Brennan and others also identifyee key elements in a treaty:

“A starting point of acknowledgement;
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A process of negotiation; and

Outcomes in the form of rights, obligations and opportunitiBs&nnan et al, 2005, p.
3).

The significance of ‘treatlike’ policy making processes are especially important in the
conext of a lack of treaty between indigenous Australia and the colonisers. A good
example for a declaratory policy process may be the PER, except for tHeafabetreport

and its recommendations were suppressed, thus never declared. The policy prieess of
NSW Task Force, as it was prepared by both Aboriginal commaaitirolled
organisations and State and federal bureaucracies and included wide and open
consultations in communities around NSW, was lauded as an achievement by both
Aboriginal communitie and state bureaucracies. The NSW Task Force process included
treatylike characteristics between the movement and the state. Such a processyof pol
making, while longer, can be much more effective than any report written by external

‘experts’, which despite good intentions may preserve paternalistic policyaaes.

Yet the question is, is a tredilte policy process nothing more than a glorified form of co
option of sections of the land rights movements by the state? | find the NSW Teskrfor
paticular to be a key point of integration of ACCHSs and mainstream bodiesirshe f
point of major agreement between the forefront of the ACCH movement and thieastate

a tremendous affect on the movement. The NSW Task Force on Aboriginal Health was
seenas great victory to a movement that set its sight on the seemingly impossibée. Mor
than anything, the NSW Task Force recommendations can be perceived as anBibt sig
treaty between the ACCH movement and the state. It was the first such contresrbet

the movement and the state that had enough open participation of both communities and

state bureaucracies to be accepted by and hailed by both.

The feeling of victory in response to the report of the Task Force, as eegpneshe AMS
Newsletter, may hae had a deactivating effect to some degree. As long as an agreement
such as this was not struck, the political awareness, which was at the he@tidt4,

was high. The acceptance of the task force recommendations by both the movement and
the state mearatn immediate expansion of services, following the first recommendation of
the task force (1983, p. 5). As detailed in chapter 6.9, the AMS Newsletter at the time
declared the Task Force report as a great victory for the moverr@fit9@3, p. 3). Yet it
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also appears to have been the last edition edited by Gary Foley. In facthafteery

edition the Newsletters became highly irregular. There appears to éanwenb Newsletter
released at all in 1984; two editions were released in 1985, and then one edition each in
1986, 1988, 1989, and 1991.

It is also important to note that a treditye policy process is not at all a guarantee for
implementation. A clear example of this would be the 1989 National AboriginalhHealt
Strategy, which was prepared by ammoittee that included representatives of both
ACCHSs and state bureaucracies. Despite the significant report that rimaitise
produced, not much was done by way of implementation. Shortly after the release of the
report, splits in the committee led to the establishment of two competing implementation

committees, and most of the recommendations of the report remained unimplemented.

Another example of the limitations of such process may be seen in the riselasfd fa
ATSIC, which in itself could have beeseen as one possible example of an implementation
of a treatylike policy structure. The ‘declaratory’ disposing of local and state level
structures by the federal government proved yet another strong remintesvémaa
‘treaty-like’ process that usedldhe ‘right’ language can never replace a genuine mass

social movement and real community control.

8.3 The experience of national organising

One particular feature of the case study that is worth exploring is that DNAvEis a
national organisationwhich set out to unite different communities that often deal with
particular and changing local contexts. This discussion can be fraraatiszsission of the
praxis of national organising, or, the combined theory and practice, as two inseparable
sides ofthe experience. In particular, the concept of praxis is often used in describing the
experiences of social movements (see, for example, Conway, 2006; Fox and Frye, 2010;
Peterson and Thoérn, 1994). A unique project such as the community controlled health

services movement should be understood in such a way, which includes both the theory
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and ideas behind the movement and the experience of its practice. In this k&gtion

examine various aspects of the praxis of national organising of community aahtroll
services. | will start by examining the differentiation and potential complexitiethe
different levels of the praxis of community contrathe micro (single community) and the
macro (national organising) levels of the movement. Next, another lagemplexity will

be explored, and it is the state of the broader social movements and their relevarece to t
practice of community control. The context of the decline of social movements in the
1980s sets the stage to my exploration of the shift that, | would argue, the ACCHSs
movement experienced during the decade.

Community control on the micro and macro levels

The ACCHSs movement provides one of the best examples of community action driven by
a deep understanding of the social and political determinants of health. Amylries
sources of inequalities is a necessityorder to have a dramatic, lotagting effect on a
sustainable health status for a given population. As a result of this deep undegstdndin
the social determinants of health, theots of ACCHSs are embedded in the social
movements that flourished at the time. The movement emerged in the early 1970s, in a
time when progressive movements organised around issues such as the VietnhandWa
connected to international postcolonial struggles. ACCHSs then made gains dstingnt

the issue of health as one of the many faces of the struggle for Aborigihal se

determination.

Beyond the local examples of the development of ACCHSSs in specific commuttiges
ACCHSs movement developed a national movement organisation, first NAIHOtand la
NACCHO, as umbrella organisations. Given the heterogeneity of theH&8CGwhich are
derived from the specific conditions in different communities, the umbrella oag@mis
developed into an entity on its own. The independent existence of a national organisation
may create a gap between the micro and the macro levels of the movement: on the one
hand, the local establishments of ACCHSs are vital for local struggles for se
determination on the micro level, as they fulfil urgent needs that cannot simplipmiie

biggerpicture problems to be solved. But on the other hand, how can work on the micro
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level have any effect on broader matzweel issues, which as we know have the deepest

impact on people’s les? Surely, the existence of an ACCHS cannot turn back the wheels
of colonialism, bring back sovereignty and assert people’s rights for theirdan it? By
looking at the ACCHSs it is important to be aware of tiinsitional nature. In other
words, local gains (such as the ability to gain community control over healthecaiees)

are seen not as staatbne projects, but ones that are built towards further development of
— or, a transition to- a desired structural change. In the case study, for example, the
struggle for communitgontrol over health care services correlates with the struggle for
land rights, which would bring about the issue of sovereignty, and so forth. But this, of
course, is a twavay street. Having community control is potentially transitional, but can
also be ceopted and used by the state as a way to avoid dealing with the real issues: for
example, the state may fund these projects, but then will create a false sense that its
obligations are now fulfilled. A good example ofths theshared responsibilitapproach

that was established by the Howard government (Anderson, 2006).

The leading role that the Redfern AMS played as the breakthrough ACCHS imegtaimt t

had a big influence on the national organising level from the beginning of the movement.
As early as 1973, the Redfern AMS made it clear that, despite some expsctiadiDit

might open services in other communities, it preferred to help local commusiidxdish

their own services. NAIHO itself was dominated by #aly, urban ACCHSs, mainly
Redfern and Fitzroy. Most of the material gathered in this research ortyifnate the
Redfern AMS, which also covered development of other ACCHSs. It is likelythleat
position and analysis presented in the Newsletters was not fully shared bjp©QidSs.
However, it appears that this commitment by Redfern to advise and assist local
communities in establishing their own services rather than forming ‘brarfedlpsd unite

the movement and to stand under NAIHO’s umbrella (as discussed in chapters 4.10 and
5.1, in particular in Mayers and Laing’s submission to the Senate Standing Conanittee

Social Environment, 1973).

In the second decade of the movement, some deep changes, including the mentioned
construction of joint statkevel bodies, followed the struggle over the suppressed PER,
inevitably changed the relationship between the micro and macro levelsmbteenent.

From the mid 1970s, regional coalitions of ACCHSs emerged, and from the mid 1980s,
state bodies emerged theombined ACCHS and state health bodies’ representatives,
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starting in NSW and Victoria, and eventually became the model in the ¢#tes snd

territories. The question of sealetermination then can be interpreted in different ways
between communities, which also affects the national perception of the struggle.
Negotiating these different perceptions into a unified national voice is one ofabte m

central challenges of the national organisation.

Community-control and the retraction of social movementsrival tactics

When approaching the changes that NAIHO and the ACCHSs movement went through in
the 1980s, it is important to be mindful of the context. The basis of my argumenamest
understanding that the grassroots health movement is a manifestation of popular
ideologies, arising in the context of a broader social/political movement. kugtealian
casestudy, the Aboriginal communtgontrolled health services are an integral part of the
land rights movement (Foley, 1982). As such, its national groupings are one of the
organisational manifestations of broader social movements (as discussed ipattie
chapter): the local community, the national ACCHSs movement, the land rights emdyem
and global movements such as the PHC movement andtamational Indigenous
peoples’ movement. Thus, in order to understand a movement ¢beatted or
otherwise), it is important to understand the broader context of social movemuaittsh

it operates.

But what happens to such movement organisations tmose broader social movements
go through a period of stagnation? In particular, global movements were Gfgctbe

rise of neoliberalism (Touraine, 2001). The case study offers an insighhen&hift that
such organisations may go through in order to protect some of theirwbard
achievements, while adapting to a new political context. This is a complex and
controversial process. Furthermore, | wish to argue that this process is shapiel by
relationship between communitpntrol and ceoption Ly the state, a dialectical
relationship (as suggested by Nassi, 1978a) that the communities and the statea ente
issues of funding.

The development of bureaucratic/professional organisations is one importiuoid noé

surviving through a period of stagnation or retreat of social movements (as dxplare
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early work by Zald and Ash, 1966). In the case study, it allowed the ACCHSs taesurvi

the turn to neoliberalism and to exist until today across Austraiainique achievement

of the highest valuélet organisations that survived had to change in order to do so. In the
case study, preserving such mechanisms was achieved by transforming theegercei
framework, from amovemenbriented organisation to aectororiented one. Some of
those movements/sectors still play a critical role, both in service provisiom @oastant
challenges to the prescribed dichotomies of their respective fields. Spécificakalth
services, such a movement mounts a serious challenge to western medical congeptions a
the artificial separation of health policy and broader politics, which hidegeimhe
inequalities of the system. In a similar manner, organisationally, such sagans
combine traditional organisational forms with new emerging ones (Minkoff, 200l. |

now focus on the question of-ogientation of those national organisations, while drawing
from my research into the castdy of the Australian Aboriginal communi¢pntrolled

health movement.

An important way of studying these dynamics and the effect of the decline of & broa
social movement is to analyse these national organisations of movements, anadles cha
in the organisations over time. The tasks of the national organisation include, bot are
limited to:
¢ Consolidating the efforts of the different health services into a coherent matyeme
e Unifying the movement in its demands from the state, particularly on the aquesti
of funding and its strings;
e Offering a platform for a shared development of a radical political discourse, the
ideologicalinfrastructures of the grassroots health movement;
e Development of political strategy, tactics, and demands of the movement;
e Offering mutual help and support to the different health services by sharing the
experiences of communities;
e Expanding the praxis of communiggntrolled health to other communities; and

e Maintaining the connection with the broader political movement.

One of the main challenges of the national organisation is to provide these while
maintaining the autonomy of the member ACCHSs, in éwerdynamic political
environment, and under constant pressure from the state, mainly through funding. Once

structurally defined, the organisation can maintain its actions even in timetseatt rof the
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broader political movements that were initially a catalyst to the particular moveneen

organisation represents.

It is this difficulty that grassroots health movements had to face, with the @le€lgocial
movements especially in ‘rich’ countries around the world after theafetWar and with

the emegence of neoliberalism. These difficulties include, but are not limited to:laelec

in the voluntary activist base that maintains the structure of the national otigamisa
decline in the radical discourse adopted and developed by the grassroots healthnthjoveme

and increasing pressures by the state for great levelsagtmm via funding agreements.

The defining struggles of NAIHO in the early 1980s, such as over the PER, tookrplace
such a context of stagnation of broader social movementgh&eachievements of the
ACCHSs were far too important for communities, and had to be maintained. The
movement survived, and still exists today. But in order for it to survive in such an

environment, it has had to undergo some fundamental changes.

The moement/sector shift

Because grassroots health movements are deeply rooted in broader soaal/politi
movements, the decline of the broader movements change the grassroots health movement
significantly. The national organisation, then, needs to change in order to adapt to the new
political terrain. The dwindling human resource of volunteer activists is offgacesl by

the construction of new bureaucracies in order to maintain a level of activitgower,

with the decline of the broader movements, thera stark shift in discourse. The new
emerging discourse maintains, to a limited extent, those demands of the moveahent t
were entrenched deep enough into public discourse (such as the demand-for self
determination), yet dropsat least publicly- much of the radical discourse and ideological

infrastructures.

Such changes in social change organisations are common, and to an extent, unavoidable,
given the ever changing social and political landscape. It has long been observig:that

organized armsfovalue-oriented movements may remain intact long after the movements
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themselves have lost general impetus” (Messinger, 1955, p. 3). According to Rubin and

Rubin:

Social change organizations are live and dynamic and change over tio@e
accomplishingtheir goals, others being empted, while some, either lacking
resources or failing in their missions, die. More often organizations evolve to mesh
with a changing mission; in advocacy organizations volunteers are replaced by
paid policy professionals, while in general organizations take on bureaucratic
forms...(2008, p. 104)

And thus, themovementbecomes asector At the core of this shift is the specific
transformation of the national hybrid (as per Minkoff, 2002) organisation, from a
movementeriented communitycontrolled health organisation to a seadented
communityeontrolled health organisation. While this analysis is being framed around the
experience of national hybrid communigntrolled organisations, | believe it is of
relevance to othesimilar organisations that experience such a shift. It should be noted that
this development from a “movement” to a “sector” framework is not predeterminee: The
IS no evidence to suggest an inherent tendency of such moven@sried organisations to
transform into secteoriented ones. This transformation is explained by (1) the changing
dynamics of the larger social movements out of which the health movementigigpec
those who identify as communitpntrolled) emerged, and consequently (2) the cingngi
dynamics of the relationship between the commuritytrolled health movement and the
state through funding. This is an indication of the inherent connection to the ihsoatd

movements.

The transformation into a sector framework is evident in Iypealt aspects of the
organisation: table 4 analyses different aspects of the movement/sectandhifiaws out

the main features of both types of national organisation. This table should not be eead a
comparison between two altogether different organisations, but between twendiffer
stages in a single organisation under the context that | have explored and cesthnist

the case study, the sectmiented organisation started as a moverogiginted one, and its
main contradiction is a result of the contrast between the radical politicaktontas

birth and the pragmatism that enabled its survival.
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The basic contradiction between a ‘sector’ framework and ‘commuaityrol’ arises from

the confinement of the communitpntrol theory and prace into a specific sector. A

main part of the ideology of communitpntrol was the challenge to the dichotomised
understanding of health and power. Consequently, ACCHSs venture outside of the health
‘sector’ by challenging the state on the social anditipal conditions of those
communities. Therefore, a shift from a movement approach to a sector appryastiamila

in contrast to the ideological background from which the ACCHSs movement has

emerged.

Each of the attributes of the shift, as shown in tdblean be observed when looking at the

Australian ACCHSs case study, as explored in this thesis.

Consolidating a coherent movement organisation is of course a key task of dmalnati
organisation. The state of the Aboriginal struggle was, and stiiMstse around Australia.
The condition of the struggle that enabled the establishment of the first ACGR8lfiern
allowed the development of the Redfern Aboriginal Medical Service in that period, and i
is that ACCHS that triggered other communitiesuaid Australia to similar action, in
urban, rural, and remote communities alike. The types of support the Redfere,sandic
later NAIHO offered to other communities included, but were not limited to, regyuit
doctors and healttvorkers, consulting on appropriate structures, sending medical supplies,
and even funding in cases where the service was not yet recognised by thtstatiee
organisational shift towards a sectorented organisation, the whole process of mutual
support continued to be a focus, yet the way the organisation relates to the dikéadént

services became professionalised, even corporatised.

This shift reflects the construction of bureaucracies to replace activisbrket that
dwindled in numbers as the land rights movetnas well as other social movements
globally, went into decline in the 1980s. This is a major issue for movement otgessa

that base themselves on a constant influx of activists. The replacement eofastivist

roles with professionalised bureaucracies might have unavoidable effed¢te ongoing
development of political strategy and demands of the movement. This is an example of
how the construction of bureaucracies can have a direct effect on the poétizad of the
movement, as less people ¢agart in the ongoing decisignaking process. This means

that more decisions are being carried out by a smaller, professionabsgd gr
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Table 4: the movemenbriented and the sectoriented communitgontrolled health organisation:

features and shifts.

Movement-oriented community-
controlled health organisation

Sectororiented
health organisation

community-controlled

and donations

Purpose Consolidate the efforts of the different heal] Maintaining the existence of such edith
services into a coherent moveme| services in the changing political landscape
organisation

People Run and maintained by activists Fewer people are getting involveg

Bureaucracies are constructed to fill this gap gnd
maintain the organisation

Strategy Developing political strategy and demands | Still a key element, yet it involves less peop
the movement and is going through a process

“professionalisation”

Organis- Unifying the movement’s demands from th Maintaining the ogoing relationship with the

ation state, particularly on the question of funding state
and “strings”

Central Providing mutual help and support to the Continues to be a focus, although in a differept,

function different health services by creating a netwarkbureaucratised and professionalised way
for sharing experiences of differen
communities

Praxis Expanding the praxis (theory/practice) Continues to be a focus, although in a differe
communitycontrolled  health to othen bureaucratised and professionalised way
communities

Politics Shared development of a radicabligcal | The radical discourse changes dramatically,
discourse, the ideological infrastructures of thethe particular aspects of the radical discoufse
communitycontrolled health movement that relate to the particularities of the movement

are maintain@, such as seffietermination and
communitycontrol

Discourse Political analysis of the determinants of (il Political analysis of the determinants of (il
health that is mainly aimed as an appeal forhealth that is mainly aimed as an appeathe
mass action state

Context Maintaining the connection with the broader With a decline in the broader movements, the
social/political movement; assuming “sector” organisation relocates itself from the
leadership role core to the outskirts of the movement, in order|to

decrease its dependence on the broa
movement

Networks Large overlap of activists: leading activists | Smaller overlap of activists: only few of thos
the organisation are leading activists in theinvolved in the secteorienied organisation are
broader movement also active in providing leadership in the broader

movement

Funding/ National organisation funded primarily fron National organisation partially funded by th

resources the member health services that it representsstate
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The political process as a whole is affected by the bureaucratisation. Sooneg(Tquoted

in: Maddison, 2009, p. 33) attribute this process to the incorporation of community
controlled health services. Yet this approach is too simplistic. The Redlld8 was
incorporated as a cooperative as early as 1975, and other ACCHSs followed. This was
mainly a technical move, a necessity in order to increase chances of regdiag,fas
explored in chapter 4.5. The sorts of strings that are attached to state fundibhghare a
heart of the question of community control in the lbegn. Yet the more fundamental

changes, which | identify largely as the movement/sector shift, happereddedater.

The ACCHSs faced no other choice if they were to keep getting funded. Giving up the
irreplaceable health services, after years of struggle, was simply mobpton.
Furthermore, the peak of political power and influence of the NAIHO, the nawem
oriented organisation in our case study, caafter the incorporationThe peak of the
political influence of NAIHO seems to have been in in the years 1980 to 1983. This period
was bookended by two major developments, the 1980 Program Effectiveness Review
(Anderson and Sanders, 1996; Bartlett, 1998; Gillor, 2011) that was commissioned by
thenPrime Minister Malcolm Fraser, and the New South Wales Task Force omgiibabr
Health (1983), which was compiled by a committee of both activists of the ACCHS and
commonwealth and state bureaucrats from departments of health as Welbragnal
affairs. The Task Force (as well as a similar task force in Victoria in)18@3 a
significant part in the process of the shift, and might be considered as a much more

significant act of incorporation into the mainstream health system.

The shift from a movemenbriented organisation to a sectwiented one, therefore, was a
development in the movement in the face of overarching changes to the conditions, and
therefore the methods, of grassroots political struggles in the 1980s. Thiensitiifed to

the maintenance of some of the important aspects of movamented organisation, such

as some basic structures of community control, a political analysis of #mendeints of

(i) health, and expansion of the praxis of commugcintrolled health to other
communities. Yet with the lack of a politicised mass movement, the orientation of many of

these actions and appeals are to the state rather than to the land rights movement

This of course led to epistemological changes in the radical gadlidiscourse of the
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movement, or in other words, the ideological infrastructures of the ACCHS movement

The discourse shifts dramatically, yet the particular aspect of that diecthat relates to
selfdetermination and communitontrol is maintainedThe ideological particularities

then remain, yet the overarching political discourse is changed. Documents BN\ONAI
often emphasise that “the overall solution to ALL [sic] of our people’s problents,ines

the concept of economic, social, political and cultural independence. And those goals can
only ever be achieved through LAND RIGHTS! [sic]” (Foley, 1983, p. 5). With thendecl

of the land rights movement, the context of the land rights demands was somewhat

removed from the politics of the ACCHS moverhen

Howard (1981) suggests that the fact that ACCHSs have a clear goal lnelpedurvive
changes in the community and in the field: “Organizations with the least aooisigole

have been best able to weather recent changes” (p. 153). This is anothra&ntrgdement

of the movement/sector shift, which enabled the survival of the services despite the
changes. Today, the use of the term ‘sector’ is most common within the movement
(Councillor, 2004; NACCHO, 2008).

The movement/sector shift was studied here in the context of the case stédyCiHSs
movement in Australia, yet | believe it may be of relevance to other community
organisations that need to adapt in order to survive. Community organisations develop
from a very specific context of need and ipchl awareness. These factors are ever
dynamic and subject to change. These changes, as demonstrated, are tied tochathl st
changes in the specific political context, and the state of social movements diffibraint

layers (local, national, aridternational).

A shift towards a sectariented approach also has the danger of alienating parts of the
movement, which see their commitment as mainly ideological. This commitment is in turn
tied to the organisational form of the movement. The ACCHSs case study is ptiaxce
with some prominent activists, such as Gary Foley, distancing themselves feom th
movement after the disintegration of NAIHO and the formation of NACCHO. Yet the
necessity of the shift to assure survival seems to have been\vatableeresult of the

existing situation, in its specific context.
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8.4 The movement today

Forty years after the establishment of the Redfern AMS, over 150 ACCHSateoper
throughout Australia, in urban, rural, and remote communities. ACCHSs plagial role

in the delivery of health services to Indigenous Australians, with some 61.5%ghavi
access to a local ACCHS (Australian Bureau of Statistics, 2010). Beyond yhieghh
services that provide access to many who otherwise would have had limatgkapriate,

or even no access to health services, the ACCHSs movement changed the praettta of
delivery to Indigenous communities by mainstream health services as hedk Thanges
have been somewhat forced on mainstream services with the nataifieof ACCHSs. The
movement got mainstream health systems to acknowledge concepts such @isstibe h
approach to health and the importance of cultural appropriateness in healttydelive

The effects on Aboriginal society can be understood in diffdéermes: first of all, directly,
communityeontrolled services have generated a network across Australia of health
services designed and controlled by local communities, and not by externa$.bodie
Second, through this process, ACCHSs and other comraeonityolled organisations have
educated mainstream systems on some of the physical and cultural needsigih@bo
people, thus significantly improving the experiences of Aboriginal people even when the
go to whiterun hospitals and health services. Suwtitutions were a significant part of

the ideological apparatus of Australian racism. Furthermore, such rditisflest were a
significant reason that the first ACCHS was established not in a remotevidinekitle
access to mainstream services, buredfern, at the heart of Sydney, despite its supposed
high level of access to mainstream health services. It was noted (Briscoe, at974;
discussed in detail in chapter 4P that the establishment of the Redfern AMS was
sparked by the fact that people the Aboriginal community in Redfern sometimes
preferred to die and not be subjected to the racist treatment of the mainstrem heal

institutions.

Yet the role of the national organisation of the movement changed significantlyifglow
its initiation in the early 1970s. As explored in the discussion of the movement/sector shift,

there are some significant differences between NAIHO and the subsequentlnation
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organisation, NACCHO. One change is in the micro/macro dynamics: as a fethdt o

KordaMenthareview in 2003, the individual ACCHSs no longer affiliate directly to
NACCHO, but to state bodies that were established after the struggle oseipfiressed
PER. These bodies then affiliate to NACCHO, which effectively becamaaktion of
these statéevel bodies rather than the actual ACCHSs.

These new arrangements and new role that NACCHO plays in comparison to NM#sEdiO
means that NACCHO often refrains from taking a strong stand on politicat idsateare
outside of its specific ‘sector’. A striking example of this is the fact that NAGdid not
adopt an official position on the Northern Territory intervention. Some ACCHSs, in
particular those in the Northern Territory, did speak out against it. The SureathH
Service, for example, particigt in protests against the intervention (National Aboriginal

Community Controlled Health Organisation, 2009).

Despite the positive influence and achievements of the ACCHSs movemenh healt
outcomes of Indigenous communities did not improve as much as health indicators of other
Indigenous communities in settlstates such as New Zealand, Canada, and the United
States, gains that “are attributed to primary health care” (Griew andagh@908, p. 78).
Griew and Thomas attribute this directly to the lackwficient funding to primary health

care, including ACCHSs; As a result of this, “Aboriginal and TorresitSslander people

are yet to fully benefit from what primary health care can deliver’ (GriewTdmmas,
2008, p. 78).

The demand for land rights today

Since the start of the battle for land rights, some achievements have been made. Mos
notable of which include the partial granting of land rights in the Northern Teyritary
establishment of land councils that continue to wage legal battlescognise original
ownership in various locations, and some historical legal decisions, most notably the 1992
Mabo case (Rowse, 1993; Attwood, 1996).

Yet these achievements were only very partial compared to the demands thdttheifie
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movement in itsheight, when movements such as the ACCHSs emerged and iconic

protests such as those of the tent embassy in Canberra in 1972 redefined th@aAborig
struggle. The different conditions around Australia, as well as the problemtanadis
meant that the m@ment has sometimes lacked cohesion on the national level. The
weakening of social movements from the 1980s further affected the land rights mqvement

and the ACCHSs, as discussed earlier in the chapter.

Today it would be hard to argue that a cohesive land rights movement, as such, exists.
There are various political organisations, as well as a large varfe#bariginal
organisations that operate on different levels and with different percepfi@asnmunity
control, yet the political situation is a fary from a coherent national movement with clear
demands. Perhaps one of the most devastating blows to Aborigindésatiination was

the story of ATSIC. Its establishment was surrounded by controversy ansbrmist within
Aboriginal communities andrganisations, as it was perceived to be a body that was aimed
at replacing the demand for actual sidterminatior(Bailey, in: AMS Newsletter, 12/1991

p. 22). The way in which ATSIC was abolished by the Howard administration proved just
that. Yet, as badas ATSIC was, its abolishment and the lack of other national
infrastructures are a testament to the poor state of the land rights movemgnt toda

Government policies today

Today, funding relations between ACCHSs and State and federal agencies amglex co

web of various types of agreements that were made with different govesnomeder
different policies. The type of funding agreements usually correlatds tive ruling
policies at the time. For examples, some services that were established duituyvdrd
administration operate undshared responsibility agreementdnderson, 2006). Even

forty years after the establishment of the Redfern AMS, much of the wa&EGHSS is

spent on fundaising and grant applications. The advancement of neolib@rand its
influence on policy making means that, in the last 30 years, the approach to sewakser

has become more particular rather than universally oriented. This means much more
scrutiny for grants applications, and essentially, more strings attaohfunding. A good

example of this is the KordaMentha review and reforms that were forced GCNA in
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2003 (as discussed in chapter 7.9).

Funding policy today can be understood in the broader context of federal policies towards
Aboriginal communitiesThe far reaching aspects of ‘tojown’ initiatives are a testament

to the regression that has been made in Aboriginal policy, as a result of 30 years of
neoliberalism and subsequent withdrawal and stagnation of the social movemeaiss Poli
such as the drthern Territory Intervention, which was initiated by the Howard dabe
government but maintained by two subsequent Labor governments, are a testament t
poor state of the struggle for Aboriginal control and-dellermination today. The NT
interventon is a brutal example of the tendency today towards a declaratory policysproces
rather than treatlike policy processes. The stagnation of the movement that calls on the
Australian government to finally sign a treaty with Indigenous Auatralis notan

unrelated occurrence.

The fact that the ACCHSs continue to operate under these conditions, which was enabled
partly by the movement/sector shift, emphasises the true vitality of theameat,ebut also

hints at the deep changes that ACCHSs had to go through in order to survive.
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Chapter Nine: conclusions

As | write the final words of my thesis, three and a half years aftding) the research, the
world is witnessing a new rise in activity of social movements. From the USitads to

the Middle Eas people are taking to the streets, in some cases for the first mass protests in
decades, against repressive regimes. Though the struggles are alhtjiffee demands are
often similar: lower the burden of the rising costs of living, after the deegtisation of

public institutions; make services such as health and education equally availddiree;

and construct a new political system that would increase the democratic space, by

involving the people in issues of control over society.

This global upsurge in protests should also remind us of the deep connection and
interrelatedness of social movements on the local, regional, national, and tioteina
levels. In 8.1, | discussed the different layers that the ACCHSs movementespander,

and Iacated different social movements in all of these different spheres. Social erdgem
cannot exist in a vacuum, they rely on one another. As | discussed earlistathisiement

of the Redfern AMS, and subsequent ACCHSSs, occurred in the context oktloé siscial
movements internationally during the early 1970s. We are now also seeing langloba

of social movements, reminding us how important those connections are, which often
transcend national lines. Much like any other social movement, therexaeguarantees

of effectiveness. There are many things that can go wrong, but unlike times wheavéhe w
of social movements is dormant, there is hepa hope that a genuine change to the

structures of society is possible. And this is the hope thatdoelal change.

In this thesis, | set out to examine social movements in the context of health ahd healt
services. | decided to focus on a case study of the ACCHSs movement inidusioéing

at the development of the national organisation (NAIHO). Through this thesesdrned

the development of the movement during its first two decades, focusing on NAIHO and on
the Redfern AMS. The case study of NAIHO touches on many organisationda. ibee
organisational question, which is not usually the nedé@ment that sparks the passion of
social change activists, may be a real determinant of success arel daithe movement.

This thesis examined the role that NAIHO played, and looked at the changestit we
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through when the premise in which it was aetchanged. Specifically, the withdrawal of

social movements in the 1980s forced the movement to change in order to survive. In the
discussion chapter, | classified these changes as the movement/settaer siit in the

way the role of the organisatias perceived- as a movement, or as a sector. These two
different positions imply different roles and orientation towards the issues iavaies

shift is further explored in 8.3.

Another important aspect that accompanied this thesis was the way policygsdbam

and more specifically, the use and implementation of reports. Some of the main findings of
this research regarded reports that have either been suppressed (Scott, 19#8gBepha

the Prime Minister and Cabinet, 1980) or very partiallppaed (National Aboriginal
Health Strategy, 1989). With that, this thesis also discusses differehibdaetnd
approaches to the question of policy and policy making. This issue is presented amnd furthe
discussed in chapter 8.2.

A term that has been atelheart of this thesis msommunity controlAs many other terms

in the social/political world, community control can mean a large variety mjshboth in
theory and in practice. In this thesis, | examined some of the different waykich w
community control is perceived. | did not intend to offer a sweeping definition of the term
One conclusion that arises from this thesis is that the meaning of such a teohbmann
seriously discussed outside of a specific context. It is the context thasgsteslefinitions

their meaning.

Yet it is important to find the commonality in the different definitions of the term. At the
end of the day, the use of the term ‘community control’ comes to remind us that the
political question, the question of power relatiomsociety, is at the heart of any issue of
social significance. In the context of this thesis, this means that healtbenpstceived in

its social context in order to have a basic understanding of it. This perception bfibealt
championed by a seofi of health studies that focuses on those social determinants of
health. In particular, the PHC movement emphasises the role of political maitdrsaés
control and participation) in the health process.

While this thesis has focused on the past, gasdare firmly planted in the present. As we

see the start of another wave of social movements around the world that tryreoraece
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democratic spaces, learning from past experiences is crucial. Thieid Wope that this

thesis may offer, an exampdé the experiences of this particular movement in a particular
focus (on the national level). It is my hope that this field of studying and pregehen
knowledge of social movements will continue, and that in particular, that othercressa
will find interest in the ACCHSs movement and will contribute to its study and the

expansion of available knowledge.

In terms of the primary sources used in this thesis, this case study magnodeample of

the importance and value of activist literature. Tse of media in social movements
developed since the early days of the ACCHSs movement, with the spread of personal
computers and the creation of the World Wide Web. Newsletters, such asVithe
Newsletter, appear online, significantly reducing the castslved in production, while

also being instantaneously available around the world. Today’s ‘activistat@ss range

from largescope alternative news websites to individual blogs. It is my hope that, in the
study of social movements, more emphasigiven to the unique insight and information

that such resources may offer. These resources, written {timeaby activists, still offer a

unique and precious perspective to the mind of social movements, and should be preserved

for future prosperity.

It is my hope that future scholarship could continue to tell the story of NAIHO in greate
detail. In particular, NAIHO's internal processes and structures aréh worther
exploration. The thesis offers some different existing explanation to NAlIHEémiseand
NACCHO's rise (as discussed in chapter 7.7), and | hope that future research could shed
more light on this fascinating period. Also, the nature of the primary sourcesyauiph

this thesis focused on the role of some of the major ACCHSs (in partitid Redfern
AMS), and while these played leading political and organisational role in NAIR©O, t
history of other ACCHSs and the role they played in NAIHO deserves further
investigation. While this thesis explores the organisation of the Redfern AREsticular

(due to it being the first ACCHS and a leading political influence in NAIHOYlalfesis

could have been written on the history of each of the hundreds of ACCHSs established

since. It is my hope that future research would preserve thesesf@sgistories.

Despite the particularities of context, which shape each social movement septrately

are some strong parallels that bond different movements around the world. Social
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movements are often similar in their demands and aspirations, caiméated by their

experience and practice. For example, in a profound way, movements such as land rights
movement in Australia, the Palestinian movement, the Maori movement, the movement of
working people from around the world to secure basic living comdit are all
manifestations of one movement: a global movement of liberation and emancipation. And,
in the same breath, all of these movements are different. each one exists inea uniqu
context, and each has to be understood on its own terms. Becahs& difterence and
uniqueness, it is very hard to draw direct lessons from one movement to anathat

works in one context might be devastating in another. This complexity must be

acknowledged for a full understanding of the nature of social movements.
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