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SELECT COMMITTEE INTO ABORIGINAL HEALTH SERVICES IN WESTERN AUSTRALIA, 
APPOINTMENT 

Leave to Amend 
HON DERRICK TOMLINSON (East Metropolitan) [4.18 pm]:  Before I move the motion standing in my 
name on the Notice Paper, I seek your advice, Mr President, on how to handle a problem.  Paragraph (4) of the 
motion states that the committee is to report to the House not later than 30 June 2002.  At the time I put forward 
this motion, I estimated that a period of six months would be necessary to complete the investigation and to 
report to Parliament.  That was some two and a half months ago.  I now wish to amend the motion to require that 
the committee report to the House not later than 26 September.  

The PRESIDENT:  The member seeks leave to move the motion which will include the alteration of the date on 
which the committee will report to the House from 30 June to 26 September.   

Leave granted.  

Motion 
HON DERRICK TOMLINSON (East Metropolitan) [4.21 pm]:  I move -  

That a select committee of three members be appointed to inquire into and report on - 

(1) The funding, management and provision of primary health services by the following 
Aboriginal health services in Western Australia - 

Bega Garnbirringu Health Service; 

Carnarvon Aboriginal Medical Service; 

Derbarl Yerrigan Health Service; 

East Kimberley Aboriginal Medical Service; 

Geraldton Regional Aboriginal Medical Service; 

Kimberley Aboriginal Medical Service Council; 

Mawarnkarra Health Service; 

Ngaanyatjarra Health Service; 

Ngangganawili Aboriginal Health Service; 

Nindilingarri Aboriginal Health Service; 

Puntunkurnu Aboriginal Medical Service; 

South West Aboriginal Medical Service; and 

Wirraka Maya Aboriginal Health Service. 

(2) In particular, the committee is to inquire into and report upon - 

(a) the organisational and contractual relationships between the Aboriginal health 
services and the Department of Health; 

(b) the adequacy of core funding provided from commonwealth and state sources for 
primary health services currently being delivered and required to meet future 
community needs; 

(c) the effectiveness of the primary health services currently being delivered; 

(d) whether there is duplication, overlap or unmet need in the delivery of primary health 
services; 

(e) future directions for the delivery of primary health services to Aboriginal 
communities; and 

(f) any further matters relating to Aboriginal health services arising from the inquiry. 

(3) The committee have power to send for persons, papers and records and to travel from place to 
place. 

(4) The committee report to the House not later than 26 September 2002 and if the House do then 
stand adjourned, the committee to deliver its report to the President who shall cause the same 
to be printed by authority of this order. 
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I will commence speaking to this motion by reading statistical information.  I will make no comment on this 
information.  I would prefer to present the information and allow members to draw their own conclusions.  The 
first publication I will refer to was released by the Australian Bureau of Statistics, with the reference number 
4704.0.  It was published in 2001, and is entitled “The Health and Welfare of Australia’s Aboriginal and Torres 
Strait Islander People”.  Page 2 states -  

The 1996 Census showed that Aboriginal and Torres Strait Islander people comprised approximately 
2% of the total population of Australia. 

Page 3 states -  

Overall, Indigenous people experienced lower levels of access to health services than the general 
population.  Indigenous people were nearly twice as likely as members of the general population to live 
outside urban centres and were more likely to live further from a range of health services and facilities 
. . . Other factors which were likely to influence the level at which Indigenous people used health 
services were the socioeconomic status of patients, the availability of transport, the ability to speak 
English, and cultural factors such as the availability of same-sex Indigenous health workers. 

On the next page, the report states -  

Over the period 1997-99, the life expectancy at birth for an Indigenous male was 56 years, and for an 
Indigenous female, 63 years.  Comparable life expectancies were experienced by males in the total 
population in 1901-10, and females in 1920-22. 

Further down, the report states -  

The leading causes of death in both the Indigenous and non-Indigenous populations were diseases of the 
circulatory system, cancer and external causes.  Together these accounted for 60% of all identified 
Indigenous deaths, affecting Indigenous people at younger ages than in the total Australian population.  
There were 7-9 times more deaths of Indigenous people than expected from endocrine and metabolic 
diseases (of which 88% were related to diabetes) based on rates for the total Australian population. 

Data from national surveys in 1994 and 1995 show that Indigenous people were more likely than non-
Indigenous people to smoke, consume alcohol at hazardous levels, be exposed to violence, and to be 
categorised as obese, all of which are significant health risk factors. 

Further on, the report reads -  

Babies of Indigenous mothers were nearly twice as likely as babies of non-Indigenous mothers to be of 
low birthweight, a factor affecting health in childhood and, as some evidence suggests, throughout adult 
life also.  Babies of Indigenous mothers were twice as likely to die at birth and during the early post-
natal phase. 

Page 5 of the report reads -  

In 1998-99, there were about four times as many hospital separations as expected for mental disorders 
resulting from psychoactive drug use.  Self-harm and assault may be indicators of social and emotional 
distress and psychological illness in a community.  Hospitalisation data show that there were many 
more hospital separations than expected for intentional injury in the Indigenous population. 

In 1998-99, Indigenous people were more likely than other people to be hospitalised for most diseases 
and conditions.  Just over 26% of hospital separations for Indigenous people were for ‘care involving 
dialysis’; making this the main reason for hospitalisation of Aboriginal and Torres Strait Islander 
people.  Other common reasons were injuries and poisoning, respiratory diseases, digestive disorders 
and mental and behavioural disorders.  Pregnancy and childbirth accounted for 17% of hospital 
separations among Indigenous women. 

Kidney disease is associated with diabetes, high blood pressure, infections, low birthweight and obesity, 
all of which are conditions found more commonly in the Indigenous population.  Kidney disease can 
also lead to the need for dialysis or transplant.  This situation is reflected in the fact that 44% of all 
principal procedures in hospital recorded for Indigenous people in 1998-99 were for haemodialysis . . .  

In 1998-99 about 75% of Aboriginal and Torres Strait Islander people who received hospital treatment 
for the disease had Type 2 diabetes.  Based on rates for the total Australian population, there were 10-
15 times more hospital separations for Type 2 diabetes than expected in the Indigenous population.  
Diabetes can cause serious complications such as cardiovascular disease, kidney disease, nerve damage, 
eye damage, ulceration and gangrene.  Indigenous people who have Type 2 diabetes often develop the 
disease earlier than other Australians and often die at younger ages. 
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With all of that, the report presents this estimate of the financial cost.  I quote from page 3 -  

In 1998-99, an estimated $1,245 million was spent on health services for Aboriginal and Torres Strait 
Islander people.  This figure represented 2.6% of health expenditure for all Australians, but is an 
estimate only, largely because of the incomplete identification of Indigenous people in many 
administrative datasets. 

From there, I move to the Report on Government Services 2002: Volume 1, Education, Health, Justice - a report 
by the Steering Committee for the Review of Commonwealth-State Service Provision.  On page 172 of that 
report the data I have just referred to from the Australian Bureau of Statistics is repeated in this manner -  

Total recurrent expenditure on health services for Indigenous people was estimated at around 
$1.2 billion in 1998-99.  This was equivalent to $3065 per Indigenous person compared with $2518 per 
non-Indigenous person; a ratio of 1.22:1.  

Indigenous people were on average much higher users of publicly funded health services but used fewer 
privately funded services, such as doctors in private practice, private hospitals, dentists and other allied 
health professionals.  Governments funded 90.8 per cent of Indigenous recurrent health costs compared 
with 67.5 per cent of the recurrent health care costs of non-Indigenous Australians . . . For public 
funding, the ratio of Indigenous to non-Indigenous expenditures per person was 1.64:1, reflecting their 
relatively poor health and socioeconomic status . . . Public expenditures on the health of Indigenous 
people appear to have been similar to those for non-Indigenous people in low income groups, when 
their relative income position is taken into account. 

I return to the Australian Bureau of Statistics report on “The Health and Welfare of Australia’s Aboriginal and 
Torres Strait Islander Peoples”.  I refer to table 6.23, “Communicable disease notifications 1998-2000” and 
quote the observation that precedes it on page 92 of the report.  It reads -  

In 1998-2000, the notification rates for people identified as Indigenous were higher than rates for the 
total population in South Australia, Western Australia and the Northern Territory for chlamydial 
infection, donovanosis, gonococcal infection, Haemophilus influenzae type b, hepatitis A, hepatitis B, 
hepatitis C, meningococcal infection, salmonellosis, shigellosis, syphilis and tuberculosis . . .  

From table 6.23 I quote the crude rates per 100 000: for chlamydial infection notifications identified as 
indigenous, the rate was 983.2 per 100 000 compared with the total of 124 per 100 000, for gonococcal infection 
it was 1 405 per 100 000 compared with a total notification rate of 75.2 per 100 000, for hepatitis A it was 52.9 
per 100 000 compared with 10.1 per 100 000, for hepatitis B (acute) it was 16.7 per 100 000 compared with 2.8 
per 100 000; for hepatitis C (incident) it was 19.2 per 100 000 compared with 5.9 per 100 000, for salmonellosis 
it was 196.3 per 100 000 compared with 50 per 100 000, for shigellosis it was 109.4 per 100 000 compared with 
8.2 per 100 000, for syphilis it was 233.2 per 100 000 compared with 11.5 per 100 000, and for tuberculosis it 
was 21.4 per 100 000 compared with 5.5 per 100 000. 

I recited those data without comment because I believe they make their own comment.  The health conditions of 
Australia’s indigenous population are deplorable.  The cost that I referred to is merely a financial cost.  When 
that financial cost is translated into a social and a human cost one can start to comprehend the magnitude of the 
problem that is contained here.  When I read those data two things struck me.  The first is that many of the 
causes of hospitalisation and death among Aboriginal people could be characterised as preventable disease.  For 
example, the high incidence of disease related to diet is preventable disease.  Obesity and high blood pressure are 
preventable.  Syphilis and gonococcal infection are preventable diseases.  They are not diseases that can be 
eliminated but they can be minimised.  They are minimised in the general population through education, 
awareness, hygiene, and careful environmental health.  If they are preventable in that way in the general 
population, and they are not being prevented in the Aboriginal population, we have to pursue the reason.  My 
second observation is that if there is a problem, we must find the reason for the problem, because if we can 
understand the reason for the problem we might approach some way of minimising the problem.   

When I examined how the minimisation of preventable disease is being managed in the Aboriginal community, I 
was somewhat puzzled by the number of agencies involved.  First of all, the state Department of Health is the 
primary provider of services accessed by the indigenous population.  I repeat the observation in the Bureau of 
Statistics report that relatively few Aboriginal persons make use of private health service providers - private 
medical practitioners, dentists and so on - but they have a higher incidence of hospitalisation and access to public 
services.  Therefore, the state Health Department is a major, if not the major, provider of health services for 
Aboriginal people.  It provides services at the point of treatment - hospitalisation - and not at the point of 
prevention, although a small part of its effort is directed towards prevention.  The second agency involved in the 
health care of Aboriginal persons is the commonwealth Department of Health and Ageing.  The Commonwealth 
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has assumed a particular financing responsibility for the health and welfare of Aboriginal persons.  In particular, 
it has assumed a direct responsibility for the prevention of ill-health, or the promotion of wellness, among 
Aboriginal people by specific purpose financial programs to assist government and non-government agencies in 
that sort of work.   

They are the two levels of Government.  The state Department of Health has a financial involvement, which is 
primarily directed towards the treatment of ill-health in Aboriginal persons, and the commonwealth Department 
of Health and Ageing, which has identified a specific program funded through section 96 grants to assist 
agencies in the promotion of wellness.  

Hon Alan Cadby:  It should not be with these agencies but in the community itself.   

Hon DERRICK TOMLINSON:  That is the point I will make next.  The agencies through which the 
commonwealth programs are managed are twofold: through the state department, which acts as a conduit to 
community organisations and through the Aboriginal and Torres Strait Islander Commission, which has 
oversight of the management of those agencies.  

I refer now to Hon Alan Cadby’s point.  One of the admirable things about the management of health services 
for Aboriginal people, particularly the promotion among Aboriginal people of their health welfare, are 
indigenous community-based services.  The next level, therefore, is the group that is the focus of the select 
committee I am seeking to have appointed; that is, the Aboriginal health services. 

Hon Alan Cadby:  Do the health services accept that there are health problems?  Before we can improve 
anything, there must be acceptance that a problem exists. 

Hon DERRICK TOMLINSON:  That is an important question for the committee to consider.  My hunch is that 
agencies that have responsibility for the management of programs, such as Aboriginal health services, have that 
awareness.  I cannot judge whether the persons whom they serve directly in their communities have that 
awareness.  However, I draw this inference: many of the diseases to which the statistical data refer that cause 
hospitalisation and death relate to preventable disease.  Preventable disease can be minimised only by awareness, 
education and self management of the communities, such as - 

Hon Ljiljanna Ravlich:  It is not purely a health issue; it involves education and housing issues. 

Hon DERRICK TOMLINSON:  I thank Hon Ljiljanna Ravlich for that; I will address that aspect.  The inference 
I draw is that the bulk of the population may not be aware, as are those who manage the Aboriginal health 
services.  

Hon Ljiljanna Ravlich made a pertinent point.  It was first made in my presence by somebody who I am sure 
Hon Ljiljanna Ravlich admires.  It was Hon Fred Chaney, who was, I think, Minister for Aboriginal Welfare in 
the Fraser Government.  I recall Mr Chaney addressing a group to which he said, “When a population endures 
substandard educational achievement, when very few members of a population progress beyond year 3 schooling 
and when a population - the same population - endures a very poor standard of housing, very low levels of 
employment - in other words astronomically high levels of unemployment and unemployability because of other 
factors - and very low levels of nutrition as demonstrated in the incidence of obesity and diabetes, where do we 
begin to address the problem?”  Do we begin with education?  How can we educate a child who comes to school 
with an empty stomach and who cannot concentrate because he or she is malnourished?  How do we educate a 
child who has middle-ear infection and cannot hear?  How do we educate a child who has trachoma and 
therefore cannot see properly?  How do we educate a child who, because of his truancy rate over 12 years, will 
attend school for the equivalent of three years?  How do we educate a child whose housing is such that he or she 
cannot do homework?  They do not have the very things that we take for granted.  We put our six-year-olds on 
our knee and listen to them ad nauseam reciting “Dick and Dora”, “Nip and Fluff”. 

Hon Ljiljanna Ravlich:  Not any more.  How old are you?  Those books were used 1 000 years ago! 

Hon DERRICK TOMLINSON:  I am antediluvian and those books might be antediluvian, but the very principle 
of parents reading with their children is as meaningful today as it was when we were reading Dick and Dora, Nip 
and Fluff books.  How do we educate a child who does not have that grounding in language skills?  How do we 
educate a child whose parents have low levels of educational achievement and are therefore not academic role 
models.  If some simple things such as respiratory diseases and middle-ear infections that are endemic in some 
Aboriginal communities are contributory causal factors to low educational achievement, can we address 
education without addressing health and housing?  Can we address education, health and housing without 
addressing the economic wellbeing, employability and employment of Aboriginal people?  Hence the point made 
by Hon Fred Chaney and quite perceptively repeated by Hon Ljiljanna Ravlich.  Where do we begin, because 
there is an interrelationship between those causal variables?  We accept that.  I hope that when the select 
committee commences its work, it will bear that in mind.   



Extract from Hansard 
[COUNCIL - Wednesday, 13 March 2002] 

 p8150b-8155a 
Hon Derrick Tomlinson; President 

 [5] 

We would like to take a holistic approach to all these problems.  However, the simple fact is that Governments 
are not set up for holistic approaches.  The committee might explore how Aboriginal health welfare - in fact, the 
whole of community health welfare - could be promoted through a holistic approach covering all the causal 
variables referred to. 

Hon Alan Cadby:  The communities have to accept the interrelationship of all those variables. 

Hon DERRICK TOMLINSON:  Yes. 

Hon Ljiljanna Ravlich:  Have you ever been to a community? 

Hon DERRICK TOMLINSON:  Let me respond to Hon Ljiljanna Ravlich.  It is an important question.  I have 
visited such communities.  I will answer the question and the statement. 

Hon Ljiljanna Ravlich:  The member should let Hon Alan Cadby complete his statement and then answer it. 

Hon DERRICK TOMLINSON:  Hon Ljiljanna Ravlich should answer when she stands up to support my 
motion. 

Hon Ljiljanna Ravlich asked me, through an unruly interjection, to respond to the interjection of Hon Alan 
Cadby about communities being responsible for their own welfare.  I have visited such communities.  My most 
recent visit was in 1994.  I visited Aboriginal communities at Warburton, Halls Creek, Wangkatjungka and 
Warakurna.  I think I visited five communities in a matter of weeks.  I would like the opportunity to return to 
those communities in the next three years to see whether there have been any improvements.  I would like to 
return either through a committee visit or through my own volition.  When I visited those communities in 1993-
94, I understood culture shock for the first time.  For the first time, I was an alien in my own country.  I flew to a 
community and got out of my technological marvel of an aeroplane.  The first thing that struck me was the 
amount of litter.  I wondered where were the principles of community hygiene.  I visited the schools and saw the 
wonderful parodies of suburban government schools.  I use the word “parodies” deliberately.  The schools had 
all the physical attributes of a school, but they had no children.  There were teachers, but no children.  Where 
were the children?  They were 500 yards away sitting under trees with their families.  I suffered culture shock.  I 
realised I was espousing all sorts of abstract educational values in a community for which they had no relevance.  
I observed rural education in a context for which the rural education provided was totally incompatible.  I also 
looked at the health services and observed dedicated nursing sisters working in those communities whose 
services were incompatible with the habits and lifestyle of the communities.  The two were out of kilter: well-
meaning, well-intentioned, well-directed and well-resourced, but not compatible with the community. 

Hon Dee Margetts:  What you mean by well directed? 

Hon DERRICK TOMLINSON:  Well directed in terms of administrative structures and theory but not well 
directed in the sense of meeting and being compatible with the direct needs of the people.  In that sense, they 
were misdirected.  They were well directed in terms of public provision.  I made that observation when I visited 
those communities.  I would like to return to those communities and make further observations.   

In 1994, my focus was on education.  I reported that if school and education was to be meaningful for the 
children, the communities must take responsibility for their own schools.  I made the observation that as soon as 
those schools can have Aboriginal teachers and itinerant non-Aboriginal teachers are eliminated from those 
schools, the better it will be for the educational progress of the Aboriginal children.  By the same token, I argue 
that the sooner we can give to the Aboriginal people in those communities responsibility for their own welfare in 
all respects of health and education, the better it will be.  There has been progress toward that.  Aboriginal health 
services are an excellent example of an attempt by those people to assume responsibility for the health of their 
own community. 
Hon Alan Cadby:  How many Aboriginal nursing sisters did you meet? 
Hon DERRICK TOMLINSON:  I did not meet any.  The ones I met were all non-Aboriginal.  Let me make an 
observation in relation to schools because I think it is pertinent.  In all the schools I visited there were non-
Aboriginal persons who were remarkably committed.  I recall the tale of one young lass who had graduated from 
Edith Cowan University the previous December.  In the middle of the second term she was offered a position by 
the Department of Education.  They told her they had two positions available and they asked her to come in and 
discuss them.  The department said she should go home and talk to her parents and make a decision about which 
position she should take.  She said that she did not need to talk to her parents as she wanted a job.  She agreed 
the next day to go to Warburton.  She first travelled by plane to Kalgoorlie on the Thursday of the second week 
of the school holidays.  She arrived by charter aircraft in Warburton on Friday morning.  She was the only white 
person in the community other than the nursing sister.  The other teachers did not return from their vacations 
until late on Sunday evening.  She sat and cried for three days.  She took her place in the classroom on the 
Monday morning.  She was teaching a preprimary class as she was an early childhood educator.  She was full of 
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the theory she had learnt at university.  The first thing she discovered was that the five-year-olds and she spoke 
different languages.  How was she to teach the children?  Fortunately, she had an Aboriginal aide who acted as 
her interpreter.  She survived.  I saw her one term later.  That is when she related her experiences to me.  I met 
her in Alice Springs 12 months after that.  I asked her whether she was still at Warburton.  She told me yes, and 
that she loved it.  She said she would say there for at least another year and preferably another two. 
Hon John Fischer:  That is just one story. 

Hon DERRICK TOMLINSON:  It is about the pupils.  That is the point Hon Alan Cadby was making.  It is 
illustrated by the story.  The person who was really promoting the education of those children was the Aboriginal 
aide.  She had the status not of teacher but of teacher aide.  At Warakurna Remote Community School I met a 
fellow I regard as one of the premium school principals of the East Metropolitan Region.  At that stage he was 
the principal of the Warakurna school.  He introduced me to two Aboriginal people he described as his best 
teachers.  He told me that they wanted teacher education to become trained teachers, but they could not access 
that because their formal education went to only year 3.  Their informal education was equivalent to post-
graduate level at university.   

Debate interrupted, pursuant to standing orders. 

[Continued on page 8162.] 
 


