
by Joanna Holt

WOMEN’S HOSPITALS 
AUSTRALASIA (WHA) has begun 
co-ordinating a project which aims 
to develop consensus on a core set of 
maternity performance indicators for use 
by women’s health providers and health 
departments throughout Australia. This 
initiative has been sponsored by the West 
Australian Health Department through 
funding received from the Australian 
Council on Quality and Safety in Health 
Care in response to a recommendation of 
the Douglas Inquiry.

The project will develop a set of 
performance indicators that have 
good clinical evidence linking the 
measured outcome or process with an 
opportunity to improve maternity care. 
A ‘bottom-up’ approach, with active 
clinician involvement, will ensure that 
indicators are meaningful to clinicians. 
This project is the first attempt to 
work with all relevant stakeholders to 

achieve collaboration and standardisation 
across jurisdictions for the purposes 
of improving the quality, detail and 
timeliness of maternity data and linking 
it directly to a clinical governance 
framework focused on improving health 
outcomes for women and babies. 

The expected outcomes for this project 
are as follows:

• a core set of evidence-based 
performance indicators for timely 
comparative analysis of maternity care 
practice and outcomes in Australia;

• consensus on data definitions 
including clear specification of the 
numerator and denominator of each 
indicator and the basis for any risk 

adjustment;

• a national framework for collection, 
access, analysis and reporting of 
clinically relevant maternity care data 
elements; and

• governance arrangements strongly 
linked to local, state and national 
quality improvement processes.
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An Expert Working Group (EWG) will 
be convened to review the international 
evidence, compare existing indicator 
collections and develop a draft set 
of maternity indicators which can 
be collected and evaluated by all 
maternity providers whether in rural, 
regional or metropolitan locations. 
The recommendations of the EWG 
will be referred to a broad group of 
stakeholders (the Reference Group) for 
consultation and feedback.

Women’s health care providers have a 
responsibility to ensure that optimal care 
is provided to women and their babies. 
However it is difficult for individual 
maternity services or clinicians to be 
sure that they are providing optimal 

care without the capacity to benchmark 
with each other to compare performance 
on a range of key outcome indicators. 
Clinical Indicators are a means of 
monitoring the quality of care provided. 
A Clinical Indicator is defined by the 
ACHS as “an objective measure of the 
clinical management and outcome of care” 
(Collopy and Balding 1993). However, 
indicators alone are not a direct measure 
of quality; rather they act as ‘flags’ to 
possible problems and highlight areas that 
may need further review. There is general 
consensus that performance indicators 
should either measure an outcome of 
care or a process. They should be based 
on evidence confirming the underlying 
causal relationship between a particular 
process and health outcome. They should 
be rate based (as opposed to sentinel event 
indicators), risk adjusted (where possible) 

and able to be influenced by active 
improvement of health care processes 
or interventions.

Comparison of outcomes between 
maternity units within an area or district 
health service is certainly of value but 
even at the state level, in Australia, there 
are often insufficient maternity units with 
similar catchment populations and risk 
profiles to enable valid conclusions to be 
drawn about the relative levels of safety 
achieved. Comparison of a core set of 
maternity indicators across Australia will 
provide a wealth of information to guide 
improvement activities within individual 
units as well as to provide information 
and research material on national health 
system performance pertaining to 
women’s health. ❖

Developing a ‘core’ set of maternity performance indicators for Australia
< continued from the previous page
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Testing the safety nets
IN WHAT IT DESCRIBED AS 
A MOVE to strengthen Medicare and 
deliver “high quality affordable care to all 
Australians” the Government introduced 
Medicare safety nets. The safety net 
thresholds will increase in 2006, with 
the effect of transferring some additional 
costs of healthcare from government and 

onto patients. 

People in rural and remote areas are likely 
to be affected to a greater extent than 
those in the major cities for three reasons. 
First, they face higher average out-of-
pocket costs so that, proportionately, they 
will bear more of the burden of the extra 
cost shifted to patients. Secondly, families 
in rural and remote areas can less well 
afford such costs because, in aggregate, 

they have lower incomes 
than their metropolitan 
counterparts. Finally, because 
accessing out-of-hospital care 

is more expensive for a number 
of reasons, people in country areas 
will find themselves paying the 

residual 20% more frequently and with 
greater difficulty. 

Out-of-pocket costs are still higher in 
rural areas because rates of bulk billing 
there are still lower, despite increases over 
the past 12 months due to 100 per cent 
Medicare and the (differential) incentives 
to GPs for bulk-billing card holders 
and children. 

Medicare’s universality is its most 
important principle; in more remote areas 
it is more principle than reality. Where 
there is no doctor there is no access to 
Medicare. In such places there is therefore 
no value in the safety net. This is not an 
argument against Medicare but rather a 
justification for two other things. Firstly 
it vindicates a reshaping of Medicare 
so that it better covers people in more 
remote areas. Secondly, it is the central 
argument for continuing the special 
workforce and other health programs for 
rural and remote areas in recognition of 
the Medicare deficit and the higher out-
of-pocket costs incurred.

It is hard to argue unequivocally 
against the existence of the Medicare 
safety net because, apart from anything 
else, there always was one – albeit less 
comprehensive and less well-known. 
But it is not impossible. A single low-
level threshold was rejected initially as 
being “too costly” despite the fact that, 
through the tax system, it would have 
been progressive. It is strange, then, and 
certainly less equitable despite the two 

thresholds, to have a major part of the 
costs borne only by those who are heavy 
users of the services, including those on 
low income.

There is a fear that greater emphasis on 
a safety net at all is evidence of an official 
or planned unwillingness to control or 
minimise out-of-pocket costs, and that 
its having two levels increases the trend 
towards a two-tier system. Both of these 
fuel suspicions that, one day, Medicare 
will be a welfare program rather than 
a universal health insurance system to 
which all contribute and by which all are 
covered. There can be no doubt that the 
move is regressive despite the two tiers. 

There is a close but complex relationship 
between Medicare, the structure and 
financing of the healthcare system, and 
health workforce issues. As the system 
is reformed, its emerging structure 
will determine how healthcare costs 
are distributed between governments 
and patients, and what sort of health 
workforce will be required in the future.

The Senate Community Affairs Legislation 
Committee produced its Report on the 
Medicare Safety-nets in September. It is 
available at www.aph.gov.au/Senate/
committee ❖

MEDICARE >>>>>>>>
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EDUCATION >>>>>>>>

by John Halsey 

Executive Officer, Rural Education Forum 
Australia and Senior Lecturer, School of 
Education, Flinders University

IT IS TIME FOR a fresh focus on rural 

education.

And what should this re-focusing of effort 
look like?

For the preparation of teachers for 
rural and remote schools, a much more 
concerted effort is urgently needed, 
especially during the initial education of 
a teacher. 

For the Rural Education Forum Australia 
it means provision of policies, programs 
and resources to ensure, to the point of 
positive discrimination, that every person 
studying to be a teacher is able to discover 
the great things about being a teacher in 
the country before they graduate.

Ensuring that Australia’s rural schools 
are staffed by well qualified teachers has 
always been a challenge. 

Successive governments, at state and 
federal levels, have had to use a variety 
of special strategies and inducements 
for appointing teachers to schools in 
country locations. 

These inducements have included extra 
salary matched to different location 
categories, accelerated promotion, 
subsidised accommodation, and 
permanency. In times of acute shortages 
of teachers for rural schools, even 
reducing the qualifications required to 
be a teacher has been allowed in order to 
fill vacancies!

Today, attracting and retaining dedicated 
quality teachers to rural and remote areas 
is a growing area of public policy pressure 
on governments as well as education 
administrators. 

There are many reasons why this is the 
situation. They include changing views 
about lifelong careers, the aging teacher 
workforce and the dramatic demographic 
and economic changes taking place in 
many areas of rural Australia.

Recently REFA conducted national 
research inviting all the Schools and 
Faculties of Teacher Education in Australia 
to describe what is currently happening 
with teacher preparation for rural and 
remote areas, and to flag issues that 
need to be addressed. The report of this 
research is available on the REFA website 
www.refa.edu.au 

The results of the research show that to 
make a real difference to the way teachers 
are prepared during their degree and 
diploma courses for rural and remote 
locations, two broad groups of costs 
require very urgent attention.

The first group of costs is generated 
by the universities and those providing 
practice teaching places in schools. 
Existing government funding is 
insufficient to meet all of the needs. It 
may also be the case, in some teacher 
education programs, that funding 
intended to support teaching practicums 
is not getting to where it is needed.

The second group of costs include those 
associated with the practical aspects of 
a country pre-service placement like 
accommodation, travel, extra rent at home 
base, and foregone income.

To progress better “front end” preparation 
of teachers for rural and remote 
schools and communities, REFA has 
developed eight policy and operational 
recommendations. These are also 
available at www.refa.edu.au. In essence, 
the recommendations specify where 
changes need to be made, based upon 
research done by REFA, to dramatically 
improve the presence and profiling of 
rural and remote education in teacher 

education courses.

REFA has agreed to undertake further 
research to determine the size and 
diversity of the costs which pre-service 
teachers currently have to meet to 
take a country placement before they 
graduate. This research will assist REFA 
to make a significant contribution to 
achieving better policy on funding for 
the preparation of teachers for rural and 
remote Australia.

As every primary producer knows, the 
quality of a product is strongly related to 
the quality of the input at the start of a 
production cycle. So it is with education! ❖

A better deal for rural teaching
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by Jane Burford

IT IS ESTIMATED THAT almost 
90% of people suffer from a sleep disorder 
at some time in their lives, with 30% 
suffering a severe or serious disorder. 
Throughout the community, very few 
people regularly enjoy the amount of 
quality sleep they need1. These are 
concerning figures and can have great 
implications for people with epilepsy. 

We all know that we think more clearly, 
react more quickly, and generally perform 
better after a good night’s sleep. And 
while a good night’s sleep plays a key role 
in the overall well-being and health of 
all people, it is even more vital in people 
with epilepsy.

During sleep, there are dramatic changes 
in the brain’s electrical activity when 
we shift from drowsiness to light sleep 
to deep sleep and finally Rapid Eye 
Movement (REM) sleep. In contrast, 
during wakefulness, there are minimal 
changes in the brain’s electrical activity. 

Some seizures occur only in sleep. The 
mechanics are poorly understood, but it 
is known that some seizure types are ‘state 
dependant’, that is, only occur at certain 
stages of sleep. 

Sleep disturbance in people with epilepsy 
is often overlooked, but may contribute 
to decreased daytime functioning and 
increased seizure activity.

People with epilepsy can have their sleep 
affected by:
1. seizures during the night; and
2. anticonvulsant drugs that can affect 

sleep in both positive and negative 

ways.

Sleep deprivation and disruption can 
cause:
1. an increase in seizure frequency or 

severity; and 
2. a negative effect on short-term 

memory, concentration, and mood. 

Sleep deprivation has long been thought 
to increase the risk of seizures. In some 
specific syndromes, this relationship can 
be quite dramatic to the point where 
seizures rarely or never happen when 
sufficient sleep is obtained. 

Sleep deprivation is an enormous stress to 
the body. In fact, most people cite sleep-
deprivation as one of their biggest triggers 
of seizures. 

An understanding of the relationship 
between sleep and seizures is important 
in seizure control and in maximising the 
quality of life for people with epilepsy.

Managing epilepsy is more than just 
taking medications. Lifestyle changes are 
necessary, which includes getting a good 
night’s sleep regularly. At Epilepsy Action, 
we encourage self-management so people 
can take control over their epilepsy. 
Some tips we use to encourage a good 
night’s sleep:

• Don’t sleep during the day. If you just 
can’t make it without a nap, sleep less 
than one hour, before 3pm. 

• Get up and go to bed the same time 
every day. 

• Refrain from exercise at least 4 hours 
before bedtime. Regular exercise is 
important in managing stress and 
sleeping well, but not right before 

bedtime. 

• Stay away from caffeine, nicotine 
and alcohol at least 4-6 hours before 
bedtime. Caffeine and nicotine 
are stimulants that interfere with 
your ability to fall asleep. Alcohol 
can inhibit REM sleep and cause 
a fragmented sleep. 

• Develop sleep routines. Listen 
to relaxing music, read, have 
a cup of caffeine free tea, or do 
relaxation exercises. 

• Recognise and respond 
to stress. Stress is also a 
significant factor in insomnia.

How much sleep a person needs is 
individual, and people with epilepsy 
should not feel they need an excessive 
amount of sleep. Constant tiredness and 
sleepiness may be a sign of medication 
side effects or a sleep disorder. 

◗ For more information contact Epilepsy 
Action 1300 EPILEPSY (1300 37 45 37) 
www.epilepsy.org.au ❖

1  Boston Consulting Group. June 2003.2 
Proposal for a National Sleep Health Agenda. 
Australia. http://www.sleepaus.on.net/nationalsl
eephealthagenda.pdf

Seizures and sleep

EPILEPSY >>>>>>>>
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From a speech by the Hon Tony Abbott, 
Minister for Health and Ageing, to 
the Health Informatics Conference, 
Melbourne, 2 August 2005

THE GOVERNMENT’S e-health 
objectives are clear. First, to provide 
health professionals with the connectivity 
needed for swift access to information 
and financial transfers. Second, to ensure 
that patients can claim their rebate on 
line from their doctor’s surgery. Third, 
to ensure that private hospital patients 
can access information about rebates and 
particular “gap” payments for specific 
procedures and receive one consolidated 
bill. Fourth, and most important, to 
ensure that every significant health record 
is available in a digestible form to every 
patient and, with patient authorisation, to 
any treating health professional.

Ultimately, better use of IT is about 
saving lives, not just more convenience 

for patients and the people 
treating them. An integrated 
health record could prevent 
some of the estimated 

3500 avoidable deaths a year 
in hospitals due to inadequate 

record keeping and incomplete 
information. On-line access could 
avoid repetitive radiology and 
pathology tests and save a significant 

part of the $3 billion a year spent on 
diagnostics. Electronic funds transfer from 
the Health Insurance Commission into 
people’s accounts with a single Medicare 
card swipe could spare millions of patients 
the inconvenience of form-filling and 
trips to Medicare offices.

Better use of IT is no panacea but there’s 
scarcely a problem in the health system 
it can’t improve. It is no substitute for 
a growing health workforce but it will 
enable health professionals to maximise 
their clinical effectiveness. It will help 

to prevent over-referring and over-
prescribing. It will help to minimise 
medical mistakes. It will facilitate phone 
triage and remote consultations. It will 
enable patients to control their own 
health data without having to keep 
it in their heads. It’s hard to over-sell 
the ultimate benefits of IT in health 
care. On the other hand, it’s easy to 
underestimate the logistical and cultural 
shifts necessary before IT can be used to 
its full potential.

The $600 million the Commonwealth 
Government has spent on GP IT since 
1999 has undoubtedly improved medical 
practices’ back-office systems but it hasn’t 
yet made the sort of difference that most 
patients would notice. If the finance 
sector can not only exchange people’s 
financial information but also transfer 
their money in ways which provide 
security and protect privacy, why is health 
still a cottage industry by comparison? 

Some fundamental lessons have emerged 
from the experience of the past couple of 

years. The first is that government’s most 
effective role is to set standards rather 
than to build systems. The second is that 
financial incentives alone are not enough 
for many doctors to incorporate IT into 
their practices. The third is that only 
moving from pilot projects to the real 
thing will persuade most doctors to work 
on a keyboard rather than an index card 
and to use the internet rather than the 
postal system. For health professionals, 
the imaginative leap required is to see 
themselves as patient managers as well as 
simply clinicians

In health IT, government’s best role is 
to make things possible rather than to 
make them happen. As Minister, I will 
do everything I can to create a benign 
environment but it’s mostly up to the 
private market to develop the systems 
and the medical profession to use them if 
Australia’s health care is to remain second-

to-none. ❖

One-swipe health care

E-HEALTH >>>>>>>>
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by Ena Chong (from the Aboriginal & 
Islander Community Health Service, 
Brisbane)

THIS DOCUMENTARY, 
Crossing the Line, monitors 
the experiences of two 

medical students as they 
journey from Tasmania to 
the South Eastern corner of 

the Gulf of Carpentaria for an 
eight-week placement on a remote 
Aboriginal community. 

Paul and Amy soon see first hand that 
health conditions, as enjoyed by many in 
mainstream Australia, are not shared by 
the people on Mornington Island. They 
come face to face with living standards 
closer to third world conditions than 
those they left behind in their homeland. 

Paul and Amy are instructed by 
Supervisors in Mt Isa to maintain an 
“arm’s length” distance from the people 
of the community and any problems they 
may encounter during their stay. However 
this seemingly helpful advice does not 
stop either Paul or Amy from building 
relationships with local community 
people. Throughout the documentary 
they are seen interacting with different 

community members including 
children as they experience life in this 
remote community. 

Paul and Amy become more and more 
concerned as they struggle to come to 
grips with issues like poverty, alcohol 
and suicide that seem to menace future 
prospects of the people of Mornington 
Island. Amy’s faith is sorely tested. She 
struggles to align this new experience 
with her faith which teaches a God of 
peace and order, full of mercy. Paul 
struggles with wanting to be helpful 
and fully understanding ‘his place’ 
as interpreted by the doctor on the 
community. 

Besides this, both she and Paul are forced 
to confront the wishes of the Mt Isa 
Supervisors who say their efforts will 
only contribute toward the community 
having false hopes that things will change 
– a promise without any substance when 
it comes from outsiders. 

Paul and Amy are unable to comprehend 
how showing genuine care and concern 
for the local community and the issues 
faced on a daily basis can be interpreted 
as anything else. The Supervisors don’t 
agree and they scold Paul and Amy 

for not maintaining what they call “a 
professional distance”.   

Some of the scenes are heartwarming 
as Paul and Amy interact positively 
with local members of the community. 
The sudden removal of both students 
from their placement leaves the viewer 
with a sense of frustration. Genuine care 
and personal concern for the welfare of 
others less fortunate should never be 
interpreted as anything other than ‘love of 
fellowman’, one would have thought. 

Crossing the Line is a valuable educational 
resource which could help in the 
preparation of health professionals before 
they go to work in remote Indigenous 
communities. A truly interesting film 
appropriately directed by Kaye Harrison. 

“Crossing The Line” is Directed by Kaye 
Harrison and Produced by Rod Freedman 
and Kaye Harrison for Change Focus Media 
in association with the Australian Film 
Commission, the New South Wales Film 
and Television Office, Link Enterprises and 
Australian Broadcasting Corporation. 

◗ The documentary is available from 
Ronin Films. Phone 02-6248 0851or 
Email: orders@roninfilms.com.au ❖

Crossing the Line

DOCUMENTARY >>>>>>>>

Paul Joffe and Hector Thomas Amy McCormack and Louisa Roughsey
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by Gratton Wilson

A NUMBER OF STUDIES show 
the impact of income levels on health 
and well-being. They remind us of 
the central importance of the socio-
economic determinants of health. 
The beauty of the original WHO 
European Social Determinants of Health 
document is that it was written by 
scientists who actually did the work that 
authenticates its conclusions. And it has 
clear recommendations. Many of the 
reproductions of that original piece of 
work have been emasculated to suit the 
sponsor, or censored to avoid political or 
professional embarrassment.

If we know what gives our society 
the best health (social determinants 
and the physical environment) and 
recognise that genetic variability is a 
natural phenomenon amongst all living 
entities, and given that medical science 
is advancing so quickly, why is it that so 
many illnesses are on the increase?

Like most issues it’s about balance – in 
this case balance between Health, Wealth 
and Morality.  The balance between 
these three is different  in different 
societies. It is not the same in all OECD 
countries. Some countries use more 
regulation to protect the individual, 
others more regulation to protect capital. 
Few adequately protect the environment. 

In Australia, irrespective of who is in 
Government (State or Federal), the 
emphasis has been and is on productivity, 
with varying degrees of concern for 

social issues.

All too often Governments seek and 
receive advice from “Think Tanks”, 
industry associations and professional 
bodies whose primary goal is to ensure 
profits and maximise their own vested 

interests. No matter how well they do 
they are driven by an imperative to do 
even better for themselves. Their gains 
are always at the expense of someone 
else, because resources, access and 
advantage are limited commodities. Some 
Governments are even influenced by 
religious groups whose doctrine requires 
their members to see it as their duty to 
become wealthy, irrespective of the extent 
to which this results in poverty for others.    

As long as we ignore or downplay the 
determinants of health, aspects of our 
health will continue to regress. We should 
be concerned about:

• profits before good nutrition; 

• stress induced by productivity gains 
(in the name of flexibility);

• social exclusion; and 

• increasing mental illness.

Recently there have been a number 
of studies about the cost of particular 
illnesses to the community as a whole.   
Examining results of these studies against 
the Social Determinants of Health 
could give a pointer to a national net 
loss as a result of policies which benefit 
selected groups.

How to best benefit the nation’s health 
requires a public debate about these 
issues.  We need to re-evaluate the balance 
between health, wealth and morality to 
decide where our collective resources 
are channelled and how the various 
components might best be managed 
and monitored. ❖

Health, wealth and morality in Australia

SOCIAL DETERMINANTS OF HEALTH >
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Elder Abuse: A hidden dilemma
by Lillian Jeter

OLDER PEOPLE TODAY are 
more visible, more active, and more 
independent than ever before – living 
longer and in better health. However as 
the numbers of older Australians grow, so 
does the hidden problem of elder abuse, 
neglect, and exploitation.

What is elder abuse and why is it so rarely 
reported? Where does it occur and who 
is responsible? Why are the majority of 
loving carers able to handle stress and 
frustration on a daily basis while others 
strike out at their loved ones, fail to bathe 
or feed them, or manipulate monies 
through greed?

Who are the abusers and why are there 
not better systems in place to investigate 
cases and provide protection to those 
who so desperately need it? While other 
parts of the world have put systems into 
place to stop the perpetrators that prey 
on our vulnerable older persons, Australia 
is lagging far behind. The abusers, 
neglecters, and exploiters take on the 

form of family “carers”, paid 
“carers” in the home, paid 
“carers” in residential care 
settings, and “trusted” third 

parties, i.e. handymen.

These abusers may manipulate, 
coerce, control, and dominate 

the vulnerable older person to the 
point where they are afraid to say 

anything, feel guilty, or are fearful of 
recrimination and reprisal. Where once 
friends or family or church members were 
welcome to visit, the abusers chase them 
away, thereby discouraging any contacts 
or “unwelcome eyes” in the home.

Unfortunately there are few safeguards 
in place to protect our most vulnerable 

elderly citizens and day after day, there is 
constant suffering behind closed doors.

Statistics could possibly provide definitive 
numbers in order to allocate resources but 
there is no central database for reporting 
in my State. 

Reporting of these events could possibly 
offer an insight into who is involved 
and provide protection but there is 
no entity to report to, such as adult 
protective services.

Perpetrators could be arrested for these 
heinous acts but there are no specific 
laws for elder abuse and neglect, unless it 
is categorized as physical assault, sexual 
assault or homicide.

It is estimated that there are over 
80,000 incidents of abuse, neglect, 
and exploitation each year throughout 
Australia. This could be just the tip of 

the iceberg. No one knows the number of 
incidents that remain unreported. No one 
can imagine the silent suffering of our 
vulnerable older persons – unable to cry 
out and having to suffer the indignities 
day after day behind the closed doors of 
our communities or nursing facilities.

The Elder Abuse Prevention Association 
(EAPA) is a non-profit association located 
in Mulgrave, Victoria which investigates 
incidents of abuse, neglect, and 
exploitation. The Association also offers 
workshops on elder abuse and provides 
training throughout Australia.  
Contact EAPA at 5a Hartnett Close, 
Mulgrave, VIC 3170.

www.eapa.asn.au 
abuse@eapa.asn.au 
Phone: 03 8562 2202 
Fax: 03 9543 9773 ❖

AGEING >>>>>>>>
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Affirmative action and equity in Aboriginal 
and Torres Strait Islander health
As Indigenous Australians, our health lags 
behind that of indigenous groups in other 
settler colonial nations.  ...

It is undeniable that our poor health 
and our low participation in the health 
workforce are related. Increasing 
recognition of this has led to a situation 
in which there are now over 80 qualified 
Indigenous doctors and almost 100 
Indigenous medical students in Australia. 
This achievement has only been possible 
because we live in the era of “self-
determination” that was born, as was 
I, during the 1970s. I am a multiracial 
Australian, with Aboriginal, Anglo and 
Asian ancestry. Because my grandmother 
(being my only Indigenous ancestor) was 
a member of the “stolen generations”, and 
because I am fair-skinned, I started life 

with an ambivalent Indigenous identity 
which has been profoundly shaped by the 
policies of affirmative action (or positive 
discrimination) that epitomise the era of 
self-determination.  ...

The most obvious difficulty faced by 
Indigenous people who are beneficiaries 
of affirmative action is the self-doubt 
stemming from accusations that we do 
not merit such support. Unfortunately, 
it appears that many Australians still 
think Indigenous people get “too many 
benefits”. In one survey, almost a third 
of participants believed that car loans 
are paid for us by the government, 
and almost two-thirds thought that we 
receive more social security benefits than 
non-Indigenous people.  In another 
survey, more than half of respondents 

believed Indigenous people were “treated 
over generously by the government”.  
The hostility to affirmative action 
programs, which is compounded by these 
misconceptions, can only be reduced 
through education that explains the 
benefits of diversity and the need to 
remedy historical injustice. ...

The role of affirmative action in this 
new era is not assured and will only be 
maintained by addressing the difficult 
issues now, so that Australia may one 
day become an inclusive nation where, as 
Indigenous people, we can maintain our 
unique identity while playing a full role 
in society and enjoying the same level of 
health as other Australians. ❖

Yin C Paradies, MJA 2005; 183 (5): 269-270
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 Artwork on display at the Aboriginal Tent Embassy in Canberra, September 2004
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