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Summary

This research investigated the role of White health professionals in addressing Aboriginal health in
South Australia. Set within the discipline of nutrition and dietetics and the area of obesity
prevention, it explored the practice of White health professionals from the point of view of

Aboriginal and White workers.

This research arose from practice dilemmas | experienced as a dietitian working in rural and
remote South Australia. Willing and interested to work in the area of Aboriginal health, as a new
graduate dietitian | lacked the confidence to do so. Hence, | embarked on this research in order to
explore the challenges involved in working in Aboriginal health in greater depth, with the view of
suggesting some ways forward for myself and other White health professionals working in this

area.

The setting for this research was the eat well be active Community Programs, a community-
based, childhood obesity prevention program in South Australia. Located in one rural and one
urban community, | sought to explore how this program was delivered to the Aboriginal
communities within the larger rural and urban communities. Throughout the course of the
research, | broadened the focus to include dietitians across South Australia, in order to assess the
wider context in which White health professionals work in Aboriginal health in the area of nutrition

and dietetics.

In order to conduct ethical research, | worked closely with Aboriginal community members and
workers in both eat well be active communities, through building and maintaining relationships
and activities of reciprocity. | engaged in reflexive research where | took note of my observations,
reactions and learnings and used these to inform my actions, practice and research. In engaging
in reflexive research, | assessed myself and my position, including identifying my Whiteness and
the impact of this on the research. | also underwent a paradigm shift when | identified that the
initial plan for the research was not suitable. This research is positioned in a social constructionist
epistemology and uses a critical theoretical approach, specifically theories of structuration and

emancipation. Critical social research and reflexivity are the methodological approaches. | kept a
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reflexive journal and conducted 41 semi-structured interviews with White health professionals and
Aboriginal health workers and one focus group with White health professionals; all of which

formed the data for this research.

This research identified that there are a number of elements to the practice of White health
professionals that make it ideal when they are working with Aboriginal communities. However,
such ideal practice does not always occur and this research sought to identify why. The
organisation, profession and individual were identified as systems within the wider system of
Aboriginal health. Within these systems, | identified structures (rules and resources) that either
constrain or enable the practice of White health professionals with Aboriginal people. While many
White health professionals focussed on external factors that constrained their practice, using
structuration theory, | identified the role of individuals in creating and maintaining barriers and
enablers, thus highlighting their agency. Therefore, the role of individual, White health
professionals in addressing factors that constrain or enable their practice was highlighted. This
included an awareness of oneself, in particular one’s Whiteness. It was also identified that White
health professionals progress through a number of stages in their work in Aboriginal health, from
not knowing how, to being scared, to finding it too hard and ultimately being able to practice

regardless of barriers.
In summary, this research identified that moving forward in Aboriginal health requires White health

professionals to look at themselves, which generally requires them to address uncomfortable

issues.
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1. Introduction

This research grew out of my desire, as a White dietitian, to find the “right” way to work in
Aboriginal health. As a new graduate dietitian working in rural and remote South Australia (SA) in
2007 and 2008, | struggled to work with Aboriginal clients and communities in ways that
simultaneously met their needs and the expectations of the health service | was working for. It
was for this reason that | began a PhD, with the intention of identifying “best” ways for White
dietitians and other health professionals to work in Aboriginal health. | hoped that this research
could help dietitians who are in a similar position to me when | was a new graduate: unsure and

slightly fearful, but desperately wanting to help.

For the last three and a half years, | immersed myself in Aboriginal health. | worked in partnership
with Aboriginal workers and community members. | learnt about Aboriginal culture and history by
spending time with Aboriginal people. | learnt the power of listening, and | listened to many
stories. | stepped out of my comfort zone and learnt what it feels like to be in the minority. |
identified my privileged position as a non-Aboriginal, White, young woman and learnt how to
incorporate an awareness of this position into my practice as a dietitian. | asked many questions,
for which | did not always find answers. | considered alternative approaches to research and
engaged in a paradigm shift in order to conduct more appropriate and meaningful research. In
doing so, | have re-oriented many of my initial ideas and expectations about working in Aboriginal
health. These are just some of the elements of my journey; a journey that | document and share
through this thesis.

This research uses a critical approach and is concerned with asking questions. How do White
health professionals work in Aboriginal health? What is their role in addressing Aboriginal health?
What makes their work hard and what makes it easier? These are just some of the questions |
ask, in the context of the discipline of Nutrition and Dietetics (N & D), and the area of obesity
prevention (OP). As | will demonstrate, there is a lack of research that addresses these questions
in the context of N & D and OP. My interest in N & D as a discipline comes from my professional
background as a dietitian. My interest in OP also stems from my professional background, and
that the opportunity to undertake this PhD was provided through the eat well be active (ewba)

Community Programs, a community based, obesity prevention intervention (CBOPI) in SA.
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In the remainder of this Introduction, | further explore the practice dilemmas that led to this
research, briefly highlight the contemporary issues surrounding the health and nutrition of
Aboriginal people in Australia, identify the lack of research in N & D and OP in relation to the role

of the White health professional in Aboriginal health and outline the research and thesis structure.

1.1. Practice dilemmas that led to this research
| first developed a strong interest in Aboriginal health through my work as a dietitian in rural and

remote SA in 2007 and 2008. After graduating with Honours in Nutrition and Dietetics in 2007, |
received a scholarship to work in rural SA. | was an enthusiastic, new graduate dietitian based in
a rural location but also responsible for outreach services to two remote communities. Due to the
high population of Aboriginal people in these locations, my job involved significant work with
Aboriginal communities. Expected by the health service to engage in one-to-one clinical
consultations and health promotion activities during the single or bimonthly plane trips to these
communities, | had a challenge on my hands. Being a new graduate dietitian, | had very little
training in working with Aboriginal communities, apart from three Aboriginal cultural awareness
sessions conducted at university. | found there was a lack of information about “how” to work with
Aboriginal communities. Consequently, | was concerned about my work with the Aboriginal

community, and wanted to get it “right”.

Delivery of programs to Aboriginal people was a priority of the health service. However at a higher
level, there appeared to be less consideration of (a) the perceived needs of the community
members and the relationship of this to the needs of the health service, (b) resources and
capacity within the communities needed to deliver outcomes and (c) feasibility of delivering
outcomes within the health service’s ideal timeframe. Importantly, | now acknowledge that while |
experienced these issues within the health service | was working for, they are not isolated to this

one organisation.

Such disconnect between the health service and the communities was not necessarily the “fault’
of the health service. Over my year of work | came to appreciate that the milestones and goal

posts set by mainstream’ services and funding bodies do not always match up with the needs and

! In using the term “mainstream” | am referring &atth services delivered for the entire commumitt,
specific to the Aboriginal community. This is inrtcast to Aboriginal community controlled health
services.
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capacity of communities. A lack of communication and shared experiences between the two
seemed to exacerbate the problem and | often felt like a negotiator trying to find a “middle”
outcome that suited the needs of both. Additionally, | became quite disillusioned when | could not
“find” ‘the “right” way to work. | was anxious, and when | thought that | was not making a

difference, | assumed that must be because of my inadequate practice.

This, as well as the many discussions | had with Aboriginal people who lived and worked in those
communities during that one year, inspired me to do a PhD and create some evidence for how
mainstream services and Aboriginal communities may work together in a way that better suit the
needs of the Aboriginal people, and ultimately lead to better outcomes in their health and nutrition.
| also wanted to encourage conversations between dietitians about the difficulties of working in
Aboriginal health and to normalise these difficulties, rather than having dietitians think that they

are something to be ashamed of, as | did.

Throughout this PhD journey, my goals and ideas have changed significantly. While this research
does still consider how one specific, mainstream program has worked with Aboriginal
communities (the ewba Community Programs), this research has become so much more. It is not
only about whether programs and practice of White health professionals with Aboriginal people
are well delivered. It critically considers the prerequisites for delivering a good program in
Aboriginal communities. To allow such a change, | engaged in a deep self-reflection and paradigm

shift, which will be explored in-depth in this thesis.

1.2. Australian Aboriginal people: introduction to health and
nutritional status

In Chapter 2, | demonstrate that the health and nutritional status of Australian Aboriginal people is
significantly poorer than that of non-Aboriginal Australians. Australian Aboriginal people suffer
from preventable, lifestyle diseases such as diabetes and kidney disease at much higher rates
that non-Aboriginal Australians (Vos, Barker et al 2007a). Aboriginal people are more likely to be
overweight or obese than non-Aboriginal people (ABS 2008a). Their life expectancy is significantly
less (ABS 2010). Aboriginal people have had their traditional food supply removed, land taken
away and families torn apart, all of which have significantly affected their health and nutritional
status (Lee 1996).
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Clearly, there is an urgent need to address Aboriginal health. Nutrition can contribute to the
development or prevention of lifestyle diseases and the development or prevention of overweight
and obesity (National Health & Medical Research Council 2005). Consequently, it can also
influence life expectancy. Addressing the nutrition of Aboriginal people in Australia is one way to
address these shocking health statistics. This research asks what White health professionals,
working in N & D or OP, can do to address these health issues. It uses a Whiteness theory lens to
take the position that it is the responsibility of White health professionals to bring about change in

Aboriginal health.

1.3. Absence of discipline specific research
Within the mainstream dietetic and OP literature, there is a plethora of information about the

poorer nutrition and weight status of Aboriginal people, both in Australia and overseas, compared
with non-Aboriginal people. There is information about nutritional status, malnutrition, growth,
results of dietary interventions targeting diabetes, food supply, food security in Aboriginal
populations and factors at the level of infrastructure that impact on the health and nutritional status
of Aboriginal people. Similarly, it is well-known within the nutrition profession in Australia that
nutritional intake of Aboriginal people, especially in rural and remote settings, is “poorer” than that
of non-Aboriginal Australians, which is associated with “poor” access to food and “poor” food
quality in rural and remote locations. Such literature constructs and reinforces nutritional issues of

Aboriginal people as “Aboriginal problems”. These issues will be explored in depth in Chapter 2.

However, there is a lack of research that considers the nutrition of Aboriginal people as a problem
of White health professionals, including dietitians. There is also a lack of literature in the discipline
of N & D that looks at what White health professionals can do to help close the gap between
Aboriginal and non-Aboriginal people with respect to nutrition. While similar writings are present in
disciplines including nursing, social work, medicine and occupational therapy, these conversations
are yet to be had in N & D and OP. There are some writings about the sociology of food and
nutrition, but such information is not always readily accessible to many dietitians and OP
practitioners/ researchers who generally lack training and familiarity with the concepts needed to
quickly and easily interpret and use this work. Furthermore, as will be demonstrated in Chapter 5,
almost all this research is based in the positivist paradigm and even when a “qualitative” approach

is used, an epistemological/ methodological and/ or theoretical standpoint is rarely acknowledged.
4
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In this thesis | explore the use of paradigms and theoretical standpoints alternate to the traditional,

positivist view in N & D and OP.

1.4. Research Outline
The research addresses three questions:

1. How do White health professionals, working in N & D and/ or obesity prevention,
practice in Aboriginal health?

2. What are the factors that influence (constrain or enable) this practice?

3. How can White health professionals move forward in their practice with Aboriginal

people and ultimately address Aboriginal health and nutrition issues?

In order to answer these questions, | have used a social constructionist epistemology, critical
theoretical approach, critical social research (Harvey 1990) and reflexivity methodologies and a
variety of methods (Chapters 5-6). | conducted semi-structured interviews with Aboriginal and
White health professionals. This included dietitians, White health professionals with extensive
experience in Aboriginal health and Aboriginal and White workers involved with the ewba
Community Programs. Therefore, a critique of the ewba Community Programs forms a significant
part of this thesis. This research was based primarily in the two communities in SA where ewba
was implemented from 2005-2010, rural Community A2 and metropolitan Community B2. A part of
the study was also conducted more widely across South Australia. Further details about methods

and geographical locations will be provided in Chapter 6.

As a White researcher, | was aware of ensuring my research was ethical. | worked in collaboration
with Aboriginal mentors, workers and community members. | spent large amounts of time building
relationships and getting to know the Aboriginal people | worked with. | engaged in reciprocity with
Aboriginal mentors, workers and community members to “give back” in return for the information
and support they gave me. | ensured the relationships | built were maintained. | shared the
findings of this research with all of the Aboriginal people | worked with and obtained their
feedback. As a White researcher, | obtained a heightened awareness of my racial difference. |

engaged in deep self-reflection and reflexivity in order to explore and learn from the experiences |

2 This community has been deidentified to maintainficientiality
% This community has been deidentified to maintainficientiality
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encountered during this research. Described in detail in Chapter 7, using reflexivity made my
research more ethical with Aboriginal communities, and greatly enhanced my practice as a

dietitian.

In this research, | have deviated from the traditional way that research is done in N & D and OP.
This has posed a great challenge, particularly because | still seek to make my research accessible
and useful to dietitians and those working in OP, whose work and research primarily come from a
positivist theoretical position. This represents one of my challenges: how to make my research
accessible to my colleagues but at the same time, keeping it true to its epistemological and

theoretical foundations.

1.5. Thesis structure
In this chapter | introduced the research, including the practice dilemmas that led to this research

and the key questions. | alluded to many issues that will be expanded on throughout this thesis.

In Chapters 2, 3 and 4, | review the literature necessary to introduce this research. In Chapter 2, |
highlight the scope of nutrition issues Aboriginal people in Australia face today, and their
relationship to past events including colonisation. | also discuss the history of Aboriginal people in
Australia. In Chapter 3, | discuss N & D as a discipline and OP as an area of practice. In
particular, | present a review of the research that has been done (in Australia and internationally)
in these two areas in relation to Aboriginal health. This review demonstrates the lack of varied
research in Aboriginal health that has been conducted in N & D and OP. In Chapter 4, | present
the concept of race, and | discuss Whiteness theories that will be used to guide data interpretation
in this thesis. A review of race and Whiteness theories in the N & D and OP literature is
presented. This review demonstrates that race as a concept and Whiteness theories have not

been widely discussed in N & D and OP, especially in relation to Australian Aboriginal people.

In Chapter 5, | present and justify the epistemology, theoretical approach and methodologies used
in this thesis. This is followed by Chapter 6, in which | outline the methods used in this research,
including a focus on how | ensured this research followed ethical principles for research with

Aboriginal people.
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In Chapters 7 to 11, | present the results of this research. | begin with Chapter 7 which explores
my journey through this research, using reflexivity. | focus on my learnings related to Aboriginal
health, race and Whiteness as well as my experience with a paradigm shift. | demonstrate how
these learnings influenced my practice. In Chapter 8, | describe the practice of White health
professionals with Aboriginal people, gleaned from semi-structured interviews. | demonstrate the
ideas that these workers have about what makes “good” or “ideal” practice in Aboriginal health. In
Chapter 9, | explore the organisation as a system, and structural factors within it identified to
enable and constrain “ideal” practice. In Chapter 10, | explore the profession and individual as
systems, as well as the structural factors within them that enable and constrain “ideal” practice. In
Chapter 11, | present a model that summarises stages that White health professionals go through
in their work with Aboriginal people. This model provides some practical ways to move forward in

Aboriginal health, based on the stage that a White health professional is at.

In Chapter 12, | discuss the results presented in Chapters 7 to 11 as well as present a number of
recommendations for practice. In presenting my conclusion, | demonstrate that to move forward in
Aboriginal health, White health professionals need to undertake a deep self-reflection which

involves addressing uncomfortable issues.
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2. Literature Review 1: History and health status
In this chapter | provide an overview of the history of Aboriginal* people in Australia. |

acknowledge the colonisation of Australia and the effects of British settlement on Aboriginal
people. | demonstrate my understanding of the continued effect of history on the lives of
Aboriginal people today, including the impact on their diet, health and nutritional status. Providing
this information enables me to argue later in this thesis that any work that dietitians do with
Aboriginal people in Australia today must take account of and acknowledge these past acts. In
this chapter | aim to present information in a way that is respectful of Aboriginal people and their
history and acknowledges their perspectives of events, past and present. Accordingly, | have
sourced material that gives Aboriginal accounts of history and preferably is written by Aboriginal
people themselves. The chapter provides evidence for the need to address nutrition and OP in

Aboriginal people in a way that does not perpetuate the colonising acts of the past.

First, | explore the process of colonisation of Australia from 1788. Second, | describe how
colonisation has been perpetuated through the policies and practices towards Aboriginal people in
Australia since 1788. Third, | discuss the health status of Aboriginal people across history, with a
focus on contemporary times. The connection between this health status and history is
acknowledged. Finally, | explore the diet and nutrition of Aboriginal people in detail from past to

contemporary times.

2.1. Colonisation of Australia
At the time of colonisation, Aboriginal people had their own cultural ways of life. British settlers

brought a very different understanding and different culture, with different values and attitudes
toward land, economic theory and religious philosophies (Gale and Brookman 1975). British
settlers also had guns, horses and held the belief that they had the right to take over the continent
which led to situations that blatantly discriminated against Aboriginal people (Mattingley and

Hampton 1988). British settlers were instructed to ‘treat indigenous inhabitants as British subjects’

* This research is set in South Australia wheregedous peoples of the land self-identify as Aboagi
rather than Torres Strait Islander. Hence | haesl tlse term “Aboriginal” when referring to Aborigih
people involved in this research as a consideratigoreople’s preference. | have used the term
“Indigenous” only when consciously wanting to refierAboriginal and Torres Strait Islander people
collectively, or as an alternative when a docuniérave referenced refers to “Aboriginal and Torres
Strait islander” peoples. | only use the term “Agore” when part of a direct quote as this terfess
favoured by Aboriginal people due to its assocratigth negative colonisation practices (Kelly 2008)

8
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(Hollinsworth 2006, p. 69). With their actions and motivations based in British law, Christianity and

European culture were totally foreign to Indigenous people (Mattingley and Hampton 1988).

Consequently, there was an extensive culture clash. The extent to which culture clash is negative
depends on whether the two groups of people (a) recognise each other as human beings and (b)
share similar values (McConnochie 1973; Eckermann, Dowd et al. 2006). Traditional Aboriginal
people and British settlers had two very different ways of understanding the world, meaning that

shared understandings and collaboration were highly unlikely.

2.1.1. Traditional Aboriginal culture
Australian Aboriginal people have one of the longest cultural histories in the world (Singh, Andrew

et al. 2001). This history developed after the ancestors of Australian Aboriginal people migrated to
Australia more than 50 000 years ago, from South-East Asia (Broome 1994), or since the
beginning of time in the Dreaming, the time of creation for Aboriginal people (Singh, Andrew et al.
2001). This is equivalent to 2400 generations (Mulvaney and Kamminga 1999). Aboriginal people
were an extremely diverse group. For example, at the time South Australia (SA) was settled by
the British in 1836, there were over 40 independent groups of Aboriginal people in SA, each of

which had clearly defined territory and knew the land intimately (Mattingley and Hampton 1988).

Before colonisation, Aboriginal people had adapted to their environments and developed a cultural
way of life which they had maintained for thousands of years (Eckermann, Dowd et al. 2006).
Traditional Aboriginal culture had kinship laws and a strong sense of community which enabled
Aboriginal people to know where they stood in relation to both outsiders and other members of the
tribe (Broome 1994). Aboriginal culture was very much based on sharing and was much more
community-based than traditional Western culture which tended to be individualistic (Broome
1994).

2.1.2. British culture from the sixteenth century
From the sixteenth century, European society was impacted by the Industrial Revolution and the

development of capitalism, and was involved in slave labour, establishment of military power and
trade (Hollinsworth 2006). The British people began to explore many countries and their empire

expanded through Africa, Asia and the Pacific (Hollinsworth 2006). Such expansion was

9
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underpinned by British Imperialism which was based on the ideology that Britain had the right to
govern the world’s “lesser” people who generally were not White (McHugh 2004). After Australia
was discovered by Dutch soldiers in the 17t century, many European countries were keen to

claim sovereignty, and a competition ensued (Hollinsworth 2006).

2.1.3. Terra Nullius
Claiming Australia as terra nullius is one of the key ways in which Indigenous peoples have been,

and continue to be, excluded from the national rights in Australia (Elder 2007). International codes
of conduct in the 18t century stated that nations could acquire new land by peaceful settlement if
the land was unoccupied (Singh, Andrew et al. 2001). Terra nullius has been described as “a land
belonging to no-one” and was used to describe Australia when it was settled, (Singh, Andrew et
al. 2001). Australia was deemed to be an “unoccupied continent” because the land had not been
used in the way that the British settlers perceived it would have been if it were occupied
(Eckermann, Dowd et al. 2006; Elder 2007). For example, there was no agriculture or town or city
settlements (Eckermann, Dowd et al. 2006) and the British settlers did not recognise a system of
government (Singh, Andrew et al. 2001), even though Aboriginal groups had their own well-

developed codes of law (Mattingley and Hampton 1988).

If these systems had been recognised at the time of settlement, the colonisers would have been
forced to ‘legitimise their colonisation and enter into a treaty with the Aboriginal landowners’
(Singh, Andrew et al. 2001, p. 24). Instead, Australia was “settled” rather than “conquered”,
avoiding the need for a treaty or compensation (Eckermann, Dowd et al. 2006; Hollinsworth
2006). The land was legally taken from Aboriginal people through the act of raising of a flag, and
declaring the land ‘the sovereign territory of the English monarch’ (Elder 2007, pp. 149-150).
When British settlers arrived and the land was claimed, the colonisers saw it as empty and they
began to clear land, fell trees and quarry rock (Elder 2007). Over the next 150 years, Aboriginal
people were physically removed from their land, using force and violence (Elder 2007), and any
reaction to this colonising process was considered rebellion as opposed to war (Eckermann,
Dowd et al. 2006). From the point of view of the settlers, colonisation and actions such as these
were based on a belief in superiority and also the commonly held belief that Aboriginal people
could not expect to forever remain in exclusive possession of the whole continent (Eckermann,
Dowd et al. 2006). The end result of colonisation was dispossession. It is argued that colonisation

10
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was not a one-off event that involved claiming of the land, but rather continued through time and

continues today (Eckermann, Dowd et al. 2006).

2.1.4. Effects of colonisation
The impacts of colonisation on Aboriginal people are deep, far-reaching, have been perpetuated

through the history of the last 200 years and cannot be underestimated. Some of these effects are
discussed here.

Loss of traditional way of life
Since colonisation, Aboriginal people have experienced a great loss of many aspects of their

traditional life, including a loss of control over their food supply and diet. Many of the changes
from a hunter gatherer lifestyle to a ‘westernised’ diet are due to ‘complex political, economic and
social factors’ (Lee 1996, p. 39).

Death and illness
British settlers generally perceived Aboriginal people as “noble savages” and as a “dying race”

who would not be able to survive in the modern world (Hollinsworth 2006; Elder 2007). Aboriginal
people were seen to be different in terms of language, values and lifestyle, and incapable of
becoming useful participants in developing colonies; they were seen as an archaic people,

destined to disappear before the racial and cultural superiority of the Europeans (McGregor 1997).

Colonisation and subsequent settlement caused a large number of deaths of Aboriginal people
due to destruction of the land which destroyed their food supply (Eckermann, Dowd et al. 2006).
For example, forests were cut down and domestic animals were introduced, sheep and cattle
destroyed waterholes and turned grassland into semi-desert. When Aboriginal people speared
sheep and cattle because they were starving, they were punished by settlers. In pastoral areas,
Aboriginal people were driven away from their land so it could be used for farming and agriculture
hence they were unable to hunt, gather, perform ceremonies or care for waterholes on their land
(Reynolds 1982). Aboriginal people also contracted diseases that were introduced by Europeans
including smallpox, leprosy, influenza, whooping cough, measles, typhoid, leprosy, syphilis and
sexually transmitted infections. Susceptibility to these new diseases was increased by the
demoralisation and trauma Aboriginal people experienced as a result of colonisation (Reynolds
1982; Eckermann, Dowd et al. 2006).

"
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Violence
Settlers used violence to physically remove Aboriginal people from the land, as well as to

establish and maintain power and control. Justification for such actions included a belief by some
that Indigenous people could ‘legitimately be killed, poisoned or moved on because they were
vermin infesting the land non-Indigenous colonisers sought to make productive’ (Elder 2007, p.

155) and Aboriginal people themselves were represented as being savage and cruel (Elder 2007).

Aboriginal women were particularly susceptible to violence from White men. Many women and
girls were sexually exploited (Mattingley & Hampton 1988) or coerced into sexual acts with the
promise of food or improved living conditions. Aboriginal women were at high risk of contracting
sexually transmitted infections and pregnancy but when pregnancy occurred White men rarely
acknowledged their offspring, and these children were often removed from their mothers’ care in
line with government policies (Hollinsworth 2006). These “mixed race” children were seen as a
threat to White Australia (McGregor 1997).

Indigenous people responded to this violence with reciprocal violence, through guerrilla warfare,
as well as petitioning to governments including colonial, state and British (Elder 2007). However
Aboriginal people were at a disadvantage due to the devastating effects of disease and de-
population (Hollinsworth 2006). What White settlers recorded as ‘Aboriginal outrages’, ‘atrocities’
and ‘affrays’ were actually acts of retaliation against brutalities committed by White people
(Mattingley & Hampton 1988, p. 41). Aboriginal men, women and children were murdered through
massacres, for example at Myall Creek in 1838 (Hollinsworth 2006). Violence from White settlers
was recorded well into the twentieth century; for example, as one Aboriginal author explains, ‘in
1945 the manager at Mt Dare Station was prosecuted at Oodnadatta for chaining six of our people
by the neck, some for four days, and having struck them with a chain’ (Mattingley & Hampton
1988).

By 1947, the population of Australian Aboriginal people had fallen between 50 and 90 percent
from what it was in 1788 (Eckermann et al 2006). In addition to the physical violence, in the
process of colonising Australia, British settlers forced their culture, systems, education methods
and ways of interacting onto Aboriginal people with the result that Aboriginal ways of knowing and

doing were destroyed.

12



Addressing Uncomfortable Issues Annabelle Wilson

2.2. Policies and practices since 1788
In this section, the major policies and practices that have impacted on Aboriginal people in

Australia since colonisation in 1788 are outlined. It has been argued that every Act imposed on
Aboriginal people from the 1890s until the 1960s can be considered as an example of
institutionalised racism embedded in cultural violence (Eckermann et al 2006). The policies and

practices discussed are summarised in Table 2.1.

2.2.1. Note on South Australia
Interestingly, the colonial history of SA is slightly different to that of other states, because SA was

established as a humanitarian colony. It was settled by “free” settlers as opposed to convicts, who

settled other states which were known as penal colonies (Gale 1972).

This is particularly relevant to this research because ideals alleged to be present in SA as a
humanitarian colony, including liberal ideas of social reform, humanitarian ideals and freedom,
were intended to enable Aboriginal people to assimilate and become an intrinsic part of South
Australian society (Gale 1972). In 1834, Governor Hindmarsh proclaimed that anyone who
mistreated Aborigines would be punished and therefore one aim of SA as a colony was to treat
Aboriginal people humanely and fairly (Gale 1972). However despite this good intent, the reality of
colonial experiences within SA became similar to those in the penal colonies. The quest for
settlement and land, as well as European dominance and ideals, competed with the fair and
humane treatment of Aboriginal people. For example, Aboriginal people were prevented from
bathing in the River Torrens (Karrauwirraparri), or holding corroborees on Sundays (Mattingley &
Hampton 1988). This demonstrates a point that will also be evident throughout the forthcoming
sections — that sometimes in Australian history there was good intent with respect to Aboriginal

people, but often conflicting intents and priorities got in the way.
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Table 2.1: Main policies/ practices/ eras in Aboriginal history in Australia from 1788-2010

Era Major events Effects on Aboriginal people
Pre-invasion » Aboriginal people were long
adapted to Australia’s climate
& topography
»  Sustainable, hunter-gatherer
lifestyle within a recognised
territory
»  Strong connection to the land
e System of law/ roles/
relationships in place
Colonisation Conflict »  Movement away from
(1788) & colonised areas
Early e Myall Creek massacre (1838)
settlement in NSW; 28 Aboriginal people
(1788-1880s) shot
Segregation 1901 — White Australia Policy & Australia *  Minimal contact with White

& protection
(1890-1950s)

becomes a Federation. Aboriginal people
are not to be included in the census

1911 — Aborigines Act is passed in SA —
emphasis on control of Aboriginal people
— Chief Protector is the legal guardian of
every Aboriginal and ‘half-caste’ child

1914 -1918 -World War One
1939-1945 World War Two
1939 — exemption certificates introduced

settlers

Aboriginal people can only
move freely with exemptions &
permits

Massacres in WA & central
Australia, led by police officers
e.g. Mistake Creek Massacre,
1915; Coniston massacre,
1928

Aboriginal people seen as
irrelevant

Assimilation
(1950s-
1960s)

1951 — Commonwealth Government
Policy of Assimilation stated that all
Aboriginal people should attain the same
manner of living as other Australians

1960s — Federal Council for the
Advancement of Aborigines and Torres
Strait Islanders established (lead body
for advocating for Aboriginal rights)

1965 - Prohibition of Discrimination Act

(SA)
1965 — Charlie Perkins led freedom ride
through Western NSW

1965 — equal pay awarded to Aboriginal
pastoral workers (introduction delayed for
3 years)

1967 — Referendum to count Aboriginal
people as citizens in the census (‘yes’
vote of 90.77%)

Removal of children to homes
or foster care

Training of children in non-
Aboriginal values

Rigid control of social
behaviour

Australia perceived as a racist
society internationally

Aborigines Protection Board
replaced with a Welfare Board

Continued deaths of
Aboriginal people due to
disease, neglect, poor diet
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Table 2.1 (continued)

Era

Major events

Effects on Aboriginal people

Integration
(1967-1972)

1968 — National Tribal Council
established

1970 - Aboriginal Legal Service
established in Redfern, NSW

1971 —first Aboriginal community
controlled health service established
(Redfern, NSW)

» Aboriginal people encouraged
to join the White community
while still retaining their own
culture

Self-
determination
(1972-1975)

1975 - Tent Embassy

Whitlam Government — aimed to restore
Aboriginal power in economic, social &
political affairs

1975 -White Australia Policy abolished

Introduction of Commonwealth
Department of Aboriginal Affairs

»  Treatment of Aboriginal
people became a major
political issue

e Decline of blatant
discrimination

»  No recognition of Aboriginal
disadvantage

Self-
Management
Stage 1
(1975-1988)

Aboriginal community organisations told
to operate within Government policy
Decrease in Government expenditure on
Aboriginal programs and organisations

1976 - Aboriginal Land Rights Act
1983 - Bob Hawke in power
1988 — Bicentenary of British settlement

* Land Rights a central issue —
proposal for a National
legislation attacked by states

* Increase in awareness of
effects of British settlement on
Aboriginal people but lack of
action

»  Aboriginal resistance more
noticeable to mainstream
Australia

Self-
Management
Stage 2
(1988-1996)

1989 - 1989: ATSIC established as a
statutory authority

1991 — Aboriginal Deaths in Custody
Report released; Council for Aboriginal
Reconciliation (CAR) established

1991-1996 — Paul Keating in power
June 1992: Mabo Decision (High Court)

10 December 1992 — Redfern Speech
(Paul Keating)

December 1993: Native Title Act passed
(Senate)

1993 - International year of Indigenous
people

1996 — John Howard in power; Pauline

Hanson & One Nation party; Wik decision

Refusal of Government to say sorry

May 1997 - ‘Bringing Them Home’
Report released and removal of children
found to be genocide

e 1996 - John Howard - focus
on ‘practical reconciliation’
where ‘basic entitlements as
citizens are endorsed but
specific rights as Indigenous
people are constrained or
denied within mainstream
political and administrative
practices’

» Significant increase in
awareness of the effects of
colonisation but continued
lack of system wide response
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Table 2.1 (continued)

Era Major events

Effects on Aboriginal people

2000s .
onward

2000 — Reconciliation March at Sydney
Harbour

May 2000 — Council for Aboriginal
Reconciliation presented Government
with a Declaration & Road Map towards
reconciliation, including proposals for a
treaty

May 2004 - Howard & Vanstone
announced the abolition of ATSIC and
the mainstreaming of Indigenous
programs across Government portfolios

2005 - Social Justice Report released —
informed development of Close the Gap
campaign

April 2007 - Close the Gap campaign
launched

2008 — Formal Apology from Kevin Rudd,
Prime Minister

Aboriginal Primary Health Care Access
Program (announced in 1999-2000
Commonwealth Budget)

National Strategic Framework for
Aboriginal and Torres Strait Islander
Health (2004)

Cultural Respect Framework for
Aboriginal and Torres Strait Islander
Health (2004)

Close the Gap (2005) - calls for Federal,
State and territory Governments to
commit to closing the gap in life
expectancy

Formal recognition of the
effects of colonisation on
Aboriginal people represented
a significant step in the
journey of reconciliation

Partnership with Indigenous
people stressed

Focus on the future

Focus on relationships
between Aboriginal and non-
Aboriginal Australians

Source: Human Rights and Equal Opportunities Commission 1991; Commonwealth of Australia 1997; Hollinsworth
2006; Couzos and Murray 2007; Kelly 2008
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2.2.2. Mid 1800s: segregation & protection
Segregation occurred during the 1850s and 1860s and involved placing Aboriginal people

onto missions and reserves (Hollinsworth 2006). Protection legislation arose from the belief
that Aboriginal people, in danger of being ‘overwhelmed by the culture of the new colonisers’,
were offered protection initially by the British Crown and later by the Australian state (Elder
2007, p. 157). This legislation was extremely paternalistic; controlling where Aboriginal people
could live and where they could work (Elder 2007). It is well argued that these policies did not
have the best interests of Aboriginal people at heart, were largely ineffective at protecting
Aboriginal people, abused basic human rights and freedom of movement and led to conditions
that demoralised Aboriginal people and made them dependent on colonisers for daily living
(Hollinsworth 2006).

Within 10 years of settlement of South Australian colonies, most Aboriginal people had
become dependent on the state’s welfare systems through loss of land and food supply, poor
nutrition, illness and cruelty. In response to these situations, missionaries and humanitarians
advocated the establishment of missions (Gale 1972; Commonwealth of Australia 1997). This
was supported by the Government who believed that it would assist with conformity and
assimilation of Aboriginal people into mainstream Australian society. By 1956, Missions were
the main agency providing care, rations, shelter and education for Aboriginal people. Many
Aboriginal people were forcibly removed from their homes and sent to missions across the
state (Mattingley and Hampton 1988; Brodie and Gale 2002).

While missionaries themselves had good intentions, ‘their activities contributed significantly to
the breakdown of the fabric of traditional society and the destruction of culture’ (Mattingley &
Hampton 1988, p. 175). They not only encouraged and enforced Christian rituals, but they
also suppressed traditional rituals such as initiation law (Mattingley & Hampton 1988) and
there was no recognition or acceptance of the well-established traditional order of Aboriginal
culture and spirituality. Food supply was controlled and Aboriginal people were forced to eat
the White man’s food which was rationed to them including flour, sugar, tea and tobacco. Due
to the ease and permissibility of access compared with traditional foods, over time these foods
were incorporated into Aboriginal peoples’ way of life (Shelley 1981).
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Exemption
During the time of segregation and protection, in some states Aboriginal people could apply

for exemption passes where they became exempt from being Aboriginal. In SA, these were
introduced in the late 1930s (Mattingley & Hampton 1988). An issue of an Exemption
Certificate enabled an Aboriginal person to assimilate into White society and leave all traces of
their Aboriginality behind. In order to do this, the Aboriginal person had to display exemplary
behaviour from a European perspective and cut off all contact with Aboriginal people who
were not exempt — except their mother, father, sons and daughters (Hollinsworth 2006; Elder
2007). Having an exemption certificate allowed Aboriginal people to drink alcohol, obtain
various Commonwealth social services benefits and to talk to White people without being
charged with consorting (Mattingley & Hampton 1988). However, exempt people were not
allowed to live on reserves and a number of authors highlight how exemption had alienating
effects on Aboriginal families by splitting up families and causing rifts between groups
(Mattingley and Hampton 1988; Hollinsworth 2006).

The Stolen Generations
Beginning during the time of segregation and protection (around 1863), but continuing far

beyond this into the 1970s, was the removal of Aboriginal children from their families, also
known as the Stolen Generations (Commonwealth of Australia 1997). In some cases, children
were placed in institutions established to house children who had been removed from their
families. Removal of Aboriginal children from their families was one response to the growth of
‘mixed race” people and was seen as ‘the means to completely disperse the Aboriginal
population” (Hollinsworth p. 2006, 107) and “breed out” Aboriginality (Singh, Andrew et al.
2001). Removal of children from their Aboriginal families was also justified by saying that
children would have increased opportunity (Commonwealth of Australia 1997). However, the
inquiry commissioned by the Government into the Stolen Generations found that this act was
primarily one of genocide (Commonwealth of Australia 1997). An Aboriginal woman, Vi
Deuschle, said that ‘Aboriginal people saw assimilation as a form of genocide, because it was
expected by Europeans that Aborigines would move into mainstream society and forgo their
own Aboriginal identity’ (Mattingley & Hampton 1988, p. 54).

This report, entitled “Bringing Them Home: National Inquiry into the Separation of Aboriginal
and Torres Strait Islander Children from Their Families” (Commonwealth of Australia 1997)
acknowledged the intergenerational trauma this separation from family and culture has

instilled and the wide-ranging impacts on Aboriginal society (Singh, Andrew et al. 2001). The
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report found that many children were discouraged from family contact, taught to reject their
Aboriginality, subjected to harsh institutional conditions, forced to learn English, told that their
parents had died or left them and many were forced to work without wages (Commonwealth of
Australia 1997; Hollinsworth 2006). Many received excessive physical punishment and were
at risk of sexual abuse. One in six stolen children spoke of excessive physical punishment;
and one in five living in institutions and one in four who were adopted reported sexual abuse
(Commonwealth of Australia 1997). While fifty four recommendations were made from this
report, in 2001, less than nine had been implemented (Singh, Andrew et al. 2001). In 2008,
there were still many recommendations from this report that had not been implemented
(Calma 2008).

It is estimated that from 1910-1970, between one in three and one in ten Aboriginal children
were forcibly removed from their families (Commonwealth of Australia 1997). These effects
are still felt today. For example, in 2008, approximately one in 12 Aboriginal and Torres Strait
Islander people aged 15 years and over had personally experienced removal from their
natural family (ABS 2010). It is important to acknowledge that policies of the past live on
through the parents and the grandparents of today’s children (Eckermann, Dowd et al. 2006).
While Aboriginal children are no longer allowed to be taken from their families or
institutionalised, ‘the effects of almost 150 years of such treatment left deep scars on
individuals and our society as a whole. Many of our people who were put into foster homes
and institutions are still searching for their identity’ (Mattingley & Hampton 1988, p. 171).
Furthermore, many of today’s children live with grandparents, meaning that experiences of
fifty years ago have a direct impact on the life choices, including current health seeking

behaviours.

Despite the documentation of the effects of the Stolen Generations in the Bringing Them
Home Report, the instances of removal of children were not formally acknowledged by the
Australian Government until Kevin Rudd formally apologised to Aboriginal people on 13
February 2008. During this speech, he apologised for the removal of children and the
profound grief, loss, suffering, indignity and degradation this has inflicted on Australian
Aboriginal people (Rudd 2008).

2.2.3. Assimilation
During World War Two, many Aboriginal men and women assisted in the war effort at home or

overseas. Following the war, around the time of the 1950s, the Federal Government moved
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from a policy of segregation to assimilation. New White immigrants were encouraged to
assimilate into society and Aboriginal people were expected to as well. The move towards
assimilation was also stimulated by the observation in the 1940-50s that the proportion of the
population that was part-Aboriginal was increasing, not dying out (Hollinsworth 2006). There
was a call for a policy that would ‘reduce the financial burden of supporting dependent
Aborigines’ (Hollinsworth 2006, p. 112) and address complaints received from people and
organisations regarding the conditions on missions and mistreatment of Aboriginal ‘wards’
(Hollinsworth 2006, p. 121). This led to changes in the Aborigines Protection Act and saw an

end to the protection/ segregation era and a start to assimilation.

A beneficial policy?

The Assimilation policy was introduced in 1951 with the aim of (1) removing discriminatory
legislation and practices for Aboriginal people; (2) incorporating Aboriginal people into the
economy using welfare measures in the short-term and training and education with a view to
employment in the long-term; and (3) educating non-Aboriginal Australians with the view of
them valuing traditional Indigenous culture and peoples (Hollinsworth 2006). The original

Assimilation Policy clearly stated that:
All Aborigines shall attain the same manner of living as other Australians,
enjoying the same rights and privileges, accepting the same responsibilities,
observing the same customs and being influenced by the same beliefs, hopes
and loyalties (in Eckermann et al. 2006, p. 26).

While assimilation was a change from protection/ segregation, some questioned whether this
change in policy really led to a change in the attitude of the people delivering the policies, due
to the persisting presence of institutional racism and cultural violence (Eckermann, Dowd et al.
2006). Aboriginal people themselves were not consulted on the policy (Hollinsworth 2006).

For Aboriginal people, assimilation brought with it ‘legal pressure to be just like White
Australians’ (Eckermann, Dowd et al. 2006, p. 27). This involved (a) cultural assimilation which
entailed the adoption of non-Indigenous culture by Aboriginal people and (b) biological
assimilation which entailed sexual relations between Aboriginal and non-Aboriginal people,
resulting in ‘generations of lighter and lighter skinned children until Indigeneity is eradicated’
(Elder 2007, p. 159). Both forms of assimilation relied on the removal of Aboriginal children
from their families (Elder 2007).
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In theory, assimilation aimed to provide a standard of living for Aboriginal people that was
similar to that experienced by the settlers. However, in reality it can be argued that it took the
rights of Aboriginal people away even further. For example, governments controlled where
Aboriginal people could live and who they could marry. Some Aboriginal people were moved
off missions and reserves because of the increasing population at these places. They were
moved to Adelaide and other cities and towns but did not receive any preparation for living in
these new conditions (Gale and Brookman 1975). As reported by Mattingley and Hampton
(1988, pp. 52-53), Aboriginal people had ‘been conditioned by generations of
institutionalisation’ and as such were not able to adjust easily to these new conditions. As
described by David Unaipon, an Aboriginal man, in 1936 ‘living on Government settlements
tends to the degeneration of natives and encourages parasitism’ (Mattingley & Hampton 1988,
p. 57).

2.2.4. Self-determination
The 1950s and 60s were a time of Aboriginal activism. In 1965 Charles Perkins led “freedom

ride” bus tours in New South Wales in order to protest against racial discrimination.
Throughout the 1960s, European settlers became increasingly aware of the injustices faced
by Aboriginal people (Singh, Andrew et al. 2001). Some people in society, including church
groups, began to advocate for Aboriginal people and support them in their bid for social
justice. This led to the start of the self-determination era. In 1967 a referendum was held and
over 90% of settlers voted to include Aboriginal people in the census which also gave the
Federal Government the power to legislate for Aboriginal people in all states (Singh, Andrew
et al. 2001). It was not until after this referendum that Aboriginal people were officially
recognised as equal Australian citizens and the Government legislated to provide national
health, education, housing and employment programs. Self-determination has been defined
as ‘the story of Indigenous people’s resistance and sovereignty’ (Elder 2007, p. 148) and
involves the countering of non-Indigenous stories about Indigenous people with stories about
Indigenous peoples by themselves (Elder 2007).

The introduction of the self-determination policy by the Whitlam Government in 1972 facilitated
the gradual return of political power to Aboriginal people (Lee 1996; Eckermann, Dowd et al.
2006). For example, Aboriginal people were entitled to award wages and received social
security entitlements and small groups of Aboriginal people were assisted to reinhabit

traditional lands. In theory, the self-determination policy enabled Aboriginal people, for the first
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time since British settlement, ‘to identify their needs and priorities and the best ways of
meeting them’ in the national agenda (Singh, Andrew et al. 2001, p. 29). A Department of
Aboriginal Affairs was established to assist in meeting the needs of Aboriginal people and
Aboriginal organisations in the areas of health, legal services and housing were established
(Singh, Andrew et al. 2001). This shift in policy and direction enabled increased self-identity

and self-expression to develop:

At last the White man is beginning to hear the Aboriginal point of view. This is
because Aborigines, largely seeing themselves as part of the general
community, have awakened to a sense of self-identity. They are beginning to
express their views through their own publications and through the normal
commercial press. They have formed their own organisations and groups
(Gale & Brookman 1975, p. 8)

This indicates a shift from the prior held view that Aboriginal people were the White man’s
‘problem” (Gale & Brookman 1975).

In 1971, the first Aboriginal Community Controlled Health Service® was opened in Redfern in
Sydney. This was the result of a community movement; Aboriginal people felt that existing
health services discriminated against them and were not appropriate (Eckermann, Dowd et al.
2006). The first community controlled organisation in SA also opened in Adelaide in 1971;
Nunkuwarrin Yunti (as it has been named since 1994), is managed by Aboriginal and Torres

Strait Islander people (Nunkuwarrin Yunti 2006).

In 1976, the Northern Territory land rights legislation was introduced by the Federal
Government, whereby large amounts of land were returned to Aboriginal people and they
were also able to make claims for crown land. Similarly, the Pitjantjatjara Land Rights Act was
passed in 1981 and Aboriginal land rights legislation was passed in NSW in 1983, which gave
communities land rights to their traditional lands.

2.2.5. Self-Management
The next era was self-management from the mid 1970s to the mid 1990s. It had similar aims

to previous eras, but emphasised the accountability of Aboriginal groups for their decisions

and the management of finances. Community controlled health services, housing and self-

® A health service delivered and controlled by acifzeAboriginal community, for that Aboriginal
community. The health service is controlled by¢benmunity through a locally elected board of
management.
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help programs were established. However, many of these programs were inspired and
supervised by non-Aboriginal people and large amounts of money were spent on consultative
fees and salaries for non-Aboriginal experts, supervisors and administrators, many of whom
made decisions for, not with, Aboriginal people and communities. When programs failed, there
was a public outcry of wasted taxpayers’ money (de Hoog and Sherwood 1979). This can be
described as a “blame the victim” response which is explained as ‘if the problem and the
solution are developed by outsiders and the program fails, then it becomes easy to blame the
recipient’ (Eckermann, Dowd et al. 2006) (p. 29).

The self-management era involved the release of a number of key publications including the
Bringing Them Home (Commonwealth of Australia 1997) and Aboriginal Deaths in Custody
Reports (Human Rights and Equal Opportunities Commission 1991). Many non-Aboriginal
Australians were shocked to hear these reports and did not know whether to believe these
atrocities which appeared to go against Australian values (Eckermann, Dowd et al. 2006).

In the 1990s the Aboriginal and Torres Strait Islander Commission (ATSIC) was developed.
This was the first body where Aboriginal people had control and were legally able to make
decisions for Aboriginal people (Elder 2007). This was a statutory authority with increased
Indigenous control (Singh, Andrew et al. 2001). However, this was later abolished by the
Federal Government with allegations of misconduct in 2004 which meant the national,
representative voice of Aboriginal people was silenced (Elder 2007). A National Indigenous
Council (NIC) was established in its place, with the purpose of advising the Government on
issues affecting Aboriginal and Torres Strait islander people (Vanstone 2004). However, while
this group was made up of Indigenous people, they could only advise the Government and did
not have power to make and implement decisions (Elder 2007). There was mistrust of this
group with its Government elected members, and it disbanded in 2008.

The Government continued to refuse to apologise for past atrocities and there was no treaty or
recognition of Aboriginal sovereignty. However, they did support a reconciliation movement by
the people and at a practical level through improved services in health, housing, education
and employment (Eckermann, Dowd et al. 2006). In March 2000, 250 000 people joined in the
Peoples’ walk for Reconciliation across the Sydney Harbour Bridge and the Prime Minister
John Howard was given the Reconciliation Document by the Council for Aboriginal

Reconciliation (Singh, Andrew et al. 2001). He refused to make a public apology on behalf of
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the Government. A climate of racism developed after the election of the Howard Government
in 1996 (Singh, Andrew at al. 2001). Pauline Hanson, the leader of the ‘One Nation’ political
party, was elected during the Howard Government'’s first term in office (Singh, Andrew et al.

2001). Known for its race-based-politics, this added to the climate of racism.

2.2.6. 2000s onwards
From the year 2000 onwards, there are four main national programs and frameworks that

have guided Aboriginal health policy: the Aboriginal Primary Healthcare Access Program, the
National Strategic Framework for Aboriginal and Torres Strait Islander Health, the Cultural
Respect Framework for Aboriginal and Torres Strait Islander Health and Close the Gap.

Aboriginal Primary Health Care Access Program
The Aboriginal Primary Health Care Access Program was announced in the Commonwealth

budget in 1999-2000. This program was focussed on improving access to and provision of

primary health care services to Aboriginal people (Kelly 2008).

National Strategic Framework
The National Strategic Framework for Aboriginal and Torres Strait Islander Health was

endorsed by the Australian and State/Territory Governments through their respective Cabinet
processes and signed by all Health Ministers in July 2003 (Department of Health & Ageing
2003). This document built on the 1989 National Aboriginal Health Strategy and addresses
approaches to primary health care and population health within a contemporary context
(National Aboriginal and Torres Strait Islander Health Council 2004). This document calls for
shared responsibility, ‘partnerships between Aboriginal and Torres Strait Islander
organisations, individuals and communities and a number of Government agencies across all
levels of Government’ and ‘concerted action across and beyond the health sector’ in order to
address Aboriginal health (National Aboriginal and Torres Strait Islander Health Council 2004,
p. 1) by focussing on nine principles including working together, cultural respect, accountability
and a holistic approach.

Cultural Respect Framework
The Cultural Respect Framework for Aboriginal and Torres Strait Islander Health 2004-2009

(Australian Health Ministers' Advisory Council 2004) was developed as a guiding document to
strengthen relationships between the health care system and Aboriginal and Torres Strait
Islander peoples. It recognises and builds on the same nine principles in the National Strategic
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Framework for Aboriginal and Torres Strait Islander Health and highlights the importance of
health services having strategies across four dimensions including knowledge and awareness,
skilled practice and behaviour, strong relationships and equity of outcomes (Australian Health
Ministers’ Advisory Council 2004). So far, this has remained as a high-level document and has

not yet been implemented at the practice or service level.

Close the Gap
The Close the Gap campaign was launched by Oxfam Australia and the Aboriginal and Torres

Strait Islander Social Justice Commissioner Tom Calma on 4 April 2007. This arose from the
2005 Social Justice report which called for equity in life expectancy and health status between
Aboriginal and non-Aboriginal Australians within 25 years (by 2030) (Calma 2005). It was also
highlighted that the Federal Government was spending 70 cents per capita for Indigenous
people compared to one dollar for non-Aboriginal people which challenged a common belief in
Australian society that Aboriginal people get more Government funding (Oxfam Australia
2007). All levels of Government were lobbied by Tom Calma, Oxfam Australia® and ANTaR? to
commit to achieving health and life equality by 2030. In his speech at the launch of the Close
the Gap campaign on April 4 2007, Tom Calma called for ‘bipartisan support to make
overcoming this difficult challenge a national priority’. He stated that ‘all governments need to
work together collegiately, in partnership with Indigenous communities and all sectors of
Australian society’. He also highlighted that reaching the goal of equality in life expectancy
would require ‘a focus on the social determinants of health - living conditions, overcrowding in
housing, education and employment.” Importantly, he highlighted that ‘this is not just a health
sector responsibility. This requires a whole-of-government, cross departmental approach’
(Calma 2007). In 2011, Close the Gap involves commitment from state, federal and territory
Governments to do so and is supported by over 40 Indigenous and non-Indigenous
organisations. It is an indication of the changing perspectives of mainstream Australia that
over 140 000 Australians took up the opportunity to sign up through a number of websites
including Oxfam and ANTaR (Holland 2011).

Despite the presence of campaigns such as Close the Gap in Australia today, Indigenous
health does not enjoy the same status as that of mainstream Australia. Various forms of

® Oxfam Australia is an independent, not-for-praftcular, community-based aid organisation that is
part of a global movement dedicated to fightinggrty and injustice.

" ANTaR — Australians for Native Title and Recordtion is an independent, national network of
mainly non-Indigenous organisations and individwadsking in support of justice for Aboriginal and
Torres Strait Islander peoples in Australia.
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racism and discrimination, from individuals and institutions, continue to impact on Aboriginal
people’s lives and opportunities (Hollinsworth 2006). This will be explored further in Section
2.3.6.

2.3. Health Status
Aboriginal people experience poorer health compared to non-Aboriginal people in Australia

(Eckermann, Dowd et al. 2006) with an unacceptably large health gap for disease and injury
(Vos, Barker et al. 2007a). Prior to British settlement, Aboriginal people were generally in good
health (Lee 1996) and there was no evidence of the lifestyle diseases that are prevalent today
(Lee 1996). There are many health issues that affect Aboriginal people in contemporary times.
A complete discussion of all of these issues is not able to be presented here. Rather, a

selection of issues, with direct relevance to N & D and/ or OP are discussed.

2.3.1. Defining health
Aboriginal and non-Aboriginal people have both similar and different definitions of health. For

many Aboriginal people, health is seen as more holistic and people-centred than the western
view of health (Eckermann, Dowd et al. 2006). An Indigenous definition of health was

developed by the National Aboriginal Health Strategy Working Party (1989, p. x):

Health does not just mean the physical well-being of the individual but refers
to the social, emotional, spiritual and cultural well-being of the whole
community. This is a whole of life view and includes the cyclical concept of
life-death-life.

In contrast, a commonly cited Western view of health is:

Health, which is a state of complete physical, mental and social well-being,
and not merely the absence of disease or infirmity, is a fundamental human
right and that the attainment of the highest possible level of health is a most
important world-wide social goal whose realisation requires the action of many
other social and economic sectors in addition to the health sector (World
Health Organisation 1978)

It is evident that for most Aboriginal people, health has a cultural component, as well as a
greater reference to the whole of the life course, self-determination, community health (as
opposed to individual health), culture, dignity, justice, family, land, ties with the past, a vision
for the future, hope and stability (Eckermann, Dowd et al. 2006; Boddington and Raisanen
2009). Aboriginal approaches to health care traditionally place emphasis on illness being

caused by social or spiritual dysfunction (Maher 1999). In terms of treatment, traditional
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Aboriginal culture utilises bush medicine for specific symptoms or injuries, traditional healers
and singing/ chanting and external remedies to treat medical conditions (Maher 1999). In
contrast, Western models of health have traditionally been based on the biomedical model,
and more recently, primary health care. The biomedical model sees the body as a set of
‘parts”, whereby a healthy body is one where all the “parts” are working properly (Baum 2008).
This approach fails to consider disease within the context of the lives of people and the impact
of mental health on physical health (Baum 2008). Instead, it views the person as
compartmentalised and without their environments (Eckermann, Dowd et al. 2006, p. 154).
Primary health care emerged after the second World War when there was a large growth in
the international health care industry but no corresponding increase in world health and
focuses on the prevention of iliness (Wass 2000). Primary health care is based on a number
of principles and documents, including the Alma-Ata declaration (World Health Organisation
1978), the Ottawa Charter for health promotion (World Health Organisation 1986) and the
Jakarta Declaration (World Health Organisation 1997).

Important to consider when discussing health is the concept of “worldview”, or how we see the
world. This is based on ideas and beliefs people have about the world and the things in it
(Christie 1984). Traditionally, Indigenous and western worldviews are different, meaning that
concepts such as health may be understood differently. Generally, one worldview or idea
becomes “dominant”, based on the dominant culture and ideas at the time. The worldview that
a practitioner and a client hold will impact on how health care is delivered because
practitioners ‘tend to act naturally from the perspective of their own world view' (Eckermann,
Dowd et al. 2006, p. 148) which in turn will affect the uptake of health care by Aboriginal
people. This can lead to difficult interactions between White health professionals and
Aboriginal clients/ patients and decreased patient “compliance” and satisfaction because they
are working from different conceptual frameworks (Maher 1999). Therefore in order to improve
health, it is important for White health professionals to consider their own worldviews and the
worldviews of those they are trying to reach (Eckermann, Dowd et al. 2006).

2.3.2. Population
In June 2006, 517 000 Australian Aboriginal and Torres Strait Islander people made up

approximately 2.5% of the total Australian population (ABS 2010). The median age was lower

than for the non-Aboriginal population (21 years compared with 37 years) and the majority
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lived in regional areas (43%) with 32% living in major cities and 25% in remote areas (ABS
2010).

2.3.3. Life expectancy
Over the period 2005-2007 the national gap in life expectancy between Aboriginal and Torres

Strait Islander people and non-Aboriginal people was estimated to be 11.5 years for males
and 9.7 years for females. This equates to a life expectancy of 67.2 and 72.9 years for
Aboriginal and Torres Strait Islander males and females respectively, compared with 78.7 and
82.6 years for non-Aboriginal males and females respectively (ABS 2010). This appears to be
a decrease in the gap between the life expectancy of Aboriginal and non-Aboriginal people
reported previously (16-17 years less — 78.5 and 83.3 years for non-Indigenous mean and
women respectively compared to 59.4 and 64.8 years for Indigenous men and women
respectively) (ABS 2010). These two sets of estimates were derived by the ABS using
different methods, with the newer values using information from the ABS Mortality Quality
Study which is considered by the ABS to improve the quality of the estimates (ABS 2008b).
However, this is debatable and many practitioners and researchers in Aboriginal health
continue to cite the 16 to 17 year gap (J Glover 2011, pers. comm., 5 April).

2.3.4. Burden of disease
The burden of disease of Australian Indigenous people is two and a half times greater that of

the burden of disease of the total Australian population (Vos, Barker et al. 2007a). In all age
groups, Aboriginal people have a lower life expectancy, higher mortality and are sicker than
non-Aboriginal people (Vos, Barker et al. 2007a). In 2003, the leading causes of disease
burden in Indigenous communities were cardiovascular disease, mental disorders, chronic

respiratory disease, diabetes and cancers.

Eleven risk factors identified for diseases common in the Aboriginal population are tobacco
use, high body mass, physical inactivity, high blood cholesterol, alcohol, high blood pressure,
low fruit and vegetable intake, illicit drugs, intimate partner violence, child sexual abuse and
unsafe sex (Vos, Barker et al 2007b). If Aboriginal people experienced the same burden of
disease rates attributed to these 11 risk factors to non-Aboriginal people, then 29% of the total
burden of disease seen in Aboriginal people could be avoided (Vos, Barker et al. 2007b).
Therefore these risk factors are important to target when looking at interventions to improve
Indigenous health. As a number are related to nutrition and body weight, this provides a

rationale for exploring N & D and OP in this research.
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2.3.5. Lifestyle (non-communicable) diseases
There has been an increase in ‘lifestyle” or non-communicable diseases in Aboriginal

communities in contemporary times (Lee 1996). These diseases explain 70% of the difference
in the burden of disease between Aboriginal and non-Aboriginal Australian people (Vos,
Barker et al. 2007a). Data from the 2004-2005 National Aboriginal and Torres Strait Islander
Health Survey (ABS 2010) demonstrated that Indigenous people had a higher prevalence of
most types of long-term health conditions compared with non-Indigenous people. This
difference was greatest for kidney disease and diabetes/ high sugar levels where the overall,
age standardised rate of disease in Indigenous people was 10 and three times the rate in non-

Indigenous people respectively (ABS 2010).

Two thirds of the burden from diabetes was found to be from high BMI and physical inactivity
(Vos, Barker et al. 2007b). Of those Indigenous people aged 15 years and over who reported
their height and weight, 38% were of a healthy weight, 28% were overweight and 29% were
obese (ABS 2008c). Therefore, fifty seven percent of Indigenous people over 15 years of age
were overweight or obese, an increase from 48% in the last survey. This is higher than the
proportion of overweight and obesity in the total adult population in 2004-2005, which was
54% (ABS 2008c). It was found that Indigenous women were one and a half times more likely
to be overweight or obese than non-Indigenous women (ABS 2008c). When considered as a
single risk factor, high body mass was the second leading cause of the burden of illness and
injury among Indigenous Australians in 2003, accounting for 11% of the total burden of
disease and 13% of all deaths (Vos, Barker et al. 2007b), indicating the importance of

addressing this risk factor amongst Australian Aboriginal people. .

2.3.6. Factors influencing the health of Aboriginal people
In addition to the eleven risk factors identified, other factors continue to influence the health of

Aboriginal people today. These include poverty, unemployment, challenges with educational
outcomes and poor housing; all of which Aboriginal people experience disproportionately
compared with non-Aboriginal people (Australian Council of Social Services 1974;
Eckermann, Dowd et al. 2006; ABS 2010). Additionally, colonisation practices in society and
health care settings continue to negatively affect the health of Aboriginal people today. These
include a lack of Indigenous health models, dominance of the biomedical model, and Western
views in health research, policy, planning and praxis and everyday personal and institutional
racism (Sherwood and Edwards 2006). In 2008, 27% of Aboriginal and Torres Strait Islander
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people aged 15 years and over had experienced discrimination in the last 12 months.
Similarly, 11% of Aboriginal or Torres Strait Islander children reported experiencing bullying at

school because they were Indigenous (ABS 2010).

In summary, multiple factors influence health and all these should be considered when
assessing the health of and working with Aboriginal people. This is important because it
acknowledges that health is not only a product of individual choice.

2.4. Diet and nutritional status: from past to present
Diet and activity, including fruit and vegetable intake, are two of the eleven risk factors

contributing to disease in Australian Aboriginal people (Vos, Barker et al 2007b). The diet and
nutrition of Aboriginal people changed with the colonisation of Australia as demonstrated in

this section.

2.4.1. Traditional diet: Pre-colonisation
Prior to European settlement, Aboriginal people lived a traditional hunter-gatherer lifestyle,

which involved high levels of physical activity (Shelley 1981; Lee 1996). Diets were seasonal,
low in energy and high in nutrients. They were typically high in protein, low in sugars, high in
complex carbohydrates and micronutrients, low in saturated fat and high in polyunsaturated fat
(Lee 1996; Hunter 1997; Gracey 2000; Shannon 2002). Diets were generally meat-oriented
with vegetable food an important supplement (Lee 1996). Most Australian native animals have
a much lower fat content than domestic animals such as sheep and cattle, which decreases
the fat content of the overall diet (Naughton, O'Dea et al. 1986). Large and small vertebrate
animals, snakes, lizards, fish, ant larvae, eggs, termites, edible vegetables, fruit, fungi and
poisonous yams were sought (Shelley 1981), depending on geographical location, climate and
season (Lee 1996). The amount of food eaten also varied; with daily intake generally being
‘subsistence intake’, supplemented by ‘feasts’ (Lee 1996, p. 9).

Food was distributed according to Traditional Law and based on cultural practices and kin
relationships (Lee 1996). There were rules about which food could be eaten, when and by
whom. For example, during the initiation of young men, some foods were forbidden, while
other foods could only be eaten by breastfeeding women to improve milk supply (Shelley
1981). There were specific cultural practices about collecting food. Children learnt about food
gathering and preparation from their mothers. At about age six, boys began to hunt with their
fathers, while girls stayed to learn food gathering skills from their mothers (Broome 1994).
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Men generally hunted alone or in pairs for larger animals, while women hunted and gathered
in groups (with children) for foods such as small animals, eggs, fruit, vegetables, reptiles and
insects (Shelley 1981). Generally, food was eaten straight away after collecting because
storage was difficult. Food was generally nutritious because it was rarely overcooked or
refined (Lee 1996).

2.4.2. Contemporary diet: Post-colonisation
After British settlement, access to traditional foods was denied and Aboriginal people were

forced to eat a diet higher in refined carbohydrates and saturated fats (Burns and Thomson
2008). This has contributed to the higher prevalence of lifestyle diseases (Section 2.3.5).

Poison Food
In appalling acts of violence, food and water were used as a vehicle to poison Aboriginal

people, as described by Mattingley and Hampton (1988, p. 41):

In the South-East and elsewhere poison was used in waterholes and
provisions likely to be taken by Nungas®, though naturally such acts were not
usually recorded by the Goonya® who committed them. In a well documented
case at Port Lincoln in 1849 five Nungas died after eating flour mixed with

arsenic.

This highlights the extreme links between colonisation practices, food availability control (and

abuse) of Aboriginal people.

Rations — food control
Food became an integral way that British settlers controlled the land and Aboriginal people

(Mattingley & Hampton 1988, p. 19). As land was destroyed, and there was less food available
for Aboriginal people to hunt and gather, White settlers began to bribe Aboriginal people with
food such as white bread (Mattingley & Hampton 1988).

In SA in the mid nineteenth century, government rations began to be distributed at feeding
stations (Mattingley & Hampton 1988). This was partly to address malnutrition, although
rations were not necessarily adequate in kilojoules and nutrients (Shelley 1981). Rations
consisting of flour, rice, sugar and tinned or salted meats were distributed three times a day

and fruit and vegetables and fresh meat/ seafood were occasionally provided.

8 Term used by Aboriginal people to refer to a Sctistralian Aboriginal person
° Term used by Aboriginal people to refer to a Wipigeson
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The ration system had a negative effect on the health and morale of Aboriginal people for a
range of reasons (Mattingley & Hampton 1988). Rations were given as a reward for good
conduct and withheld for punishment (Mattingley & Hampton 1988). The ration system
promoted sedentary dependence and undermined the traditional hunter-gatherer lifestyle.
Specific responsibilities for food, traditionally allocated to men and women separately, were no
longer necessary and this interrupted traditional roles (Mattingley & Hampton 1988). The
rationing system continued for over a century and deprived Aboriginal people of all
responsibility for their own diet, as for most other aspects of their lives (Rowley 1970;
Mattingley and Hampton 1988). In the 1960s, Commonwealth social service payments/ cash
grants began to take the place of rations (Mattingley & Hampton 1988).

Relationship between food and colonisation
Many Aboriginal people continue to associate food with colonisation practices. Today, there

are guidelines about how Aboriginal people can access traditional lands and what they can
take (Government of South Australia 1988). In this research, rural and urban based Aboriginal
people discussed the ongoing impact of being controlled in many areas of their lives, including

food choices. Aboriginal community women said:

[Since colonisation] Aboriginal people have never had a choice what to eat.
They have always just had to eat what was there. That means that they don’t
necessarily know what is healthy and what is not. They just eat what is there
because that's what they were always told to do. So, we need to educate
Aboriginal people about what is a healthy choice [Reflexive Journal™®
10/12/2009, p. 105]

Other Aboriginal people discussed often the “addictive” nature of Whitefella food including
white flour and sugar that they received in rations, and the continued impact of this today.
These stories highlight the very real power that past events have on the food intake of
Aboriginal people in contemporary times, and therefore the need to consider these stories

today.

Diet of Aboriginal people today
Today, while traditional foods still play a role in the diets of some Aboriginal people, European

food is considered acceptable and more accessible to most Aboriginal people (Lee 1996). A
much smaller range of traditional foods are consumed today, due to several factors including

9 The use of a Reflexive Journal in this researdhbeiexplained in Section 6.6.2.
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land damage by stock and feral animals in rural and remote areas (Lee 1996) and lack of
access in urban areas. Additionally, some Government policies (such as conservation and
land management) forbid Aboriginal people to hunt and gather food, unless they are living in
their own communities on their traditional lands (Singh, Andrew et al. 2001). Aboriginal people
tend to concentrate on collecting highly prized traditional foods that are not necessary for
survival but add dietary variety. In general, Aboriginal people obtain more food from local

shops than off the land, even in remote parts of Australia (Horwood 1981).

A number of studies have looked at the contemporary diets of Aboriginal people. The majority
of these studies have been done in remote communities. While the Aboriginal communities
that were part of this research were urban and rural, not remote, this information is still
relevant as many Aboriginal people are transient and do move between these different
communities. These studies demonstrated that Aboriginal people tend to have higher intakes
of refined carbohydrates (including sugar, white flour and carbonated drinks) and lower
intakes of fruit, vegetables and wholemeal bread when compared to the Australian average
(Lee 1996; Brimblecombe and O'Dea 2009). However, due to difficulties in accurately
assessing the intake of food in remote communities, these values may be debated
(Brimblecombe, Mackerras et al. 2006). The diet of Aboriginal people, especially in remote
communities, has been shown to be affected by the increased cost of food in remote
communities, lack of food variety, lack of availability of healthy foods, infrequent delivery of
fresh food and often poorer storage facilities which can decrease food quality (Lee 1996; Lee,
Leonard et al. 2009).

Fruit and vegetable intake
The 2004-2005 National Aboriginal and Torres Strait Islander Health Survey provided

information about the fruit and vegetable consumption of Aboriginal and Torres Strait islander
people in Australia. When comparing the fruit and vegetable intake of this group to that of non-
Aboriginal people, it was found that a similar proportion did not meet the daily intake of
vegetables (89% compared with 86%) however, the percentage not meeting the
recommendations for fruit was higher (55% compared with 46%) (ABS 2008a). It was found
that a higher proportion of Aboriginal people living in remote areas reported not eating fruit
and vegetables than those in non-remote areas (20% compared with 12% for fruit, and 15%
compared with 2% for vegetables) (ABS 2008a). In 2003, insufficient fruit and vegetable
consumption contributed to 3.5% of the total burden of disease in Indigenous Australian
people (Vos, Barker et al. 2007D).
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2.4.3. Room for improvements
The statistics in this section represent huge potential for improvements in Aboriginal health in

Australia. However, there are no simple answers to the issues surrounding Aboriginal health,
which is complicated by the complex interplay of many health, social and economic factors
and will require a wide range of initiatives to increase prevention and cure from both
mainstream and Indigenous health services (Vos, Barker et al. 2007a). Considering the past
atrocities committed by White people towards Aboriginal people, it is important to consider
what their role might be in addressing the problem, while at the same time acknowledging the
need to work with Aboriginal people because they are best placed to develop solutions for

Aboriginal people (Mattingley and Hampton 1988; Wilkinson 2002).

Clearly, there are multiple influences on the health of Australian Aboriginal people including
dietary risk factors and historical events. Therefore, a multipronged approach to address
Aboriginal health is necessary. Addressing nutrition and obesity are likely to be important. This

warrants a focus on N & D and OP as areas of practice, as is the focus of this research.

2.5. Chapter Summary
In this chapter, | have summarised Aboriginal history in Australia since colonisation in 1788.

Many atrocities have been committed by White people towards Aboriginal people since then.
Unfortunately, many White people in Australia today are unaware of these atrocities. By
presenting this chapter about some of the events and impacts of colonisation, | have
acknowledged them and demonstrated my understanding of their continuation and impact
throughout history and today.

In this chapter | also described the policies and practices implemented by Australian
Governments and the many detrimental effects of such policies and practices on Aboriginal
people. | have discussed nutritional status, diet and health of Aboriginal people from
colonisation to contemporary times and demonstrated that there is a direct link between
events of the past and the diet and health of Aboriginal people today. This includes the role of
risk factors, including diet and obesity, which demonstrate the potential for further research
and action in the areas of N & D and OP. By presenting this information and highlighting the
relevance of past and contemporary events, | demonstrate that this relationship cannot be
denied when working with Aboriginal people in contemporary times. Therefore an awareness
and understanding of history must be incorporated into the practice of dietitians with Aboriginal
people in contemporary times. | explore this issue later in this thesis.
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3. Literature Review 2: Nutrition & Dietetics and
Obesity Prevention

The high prevalence of lifestyle diseases amongst Aboriginal people and the role of diet and
body weight as risk factors (as discussed in Chapter 2) is a rationale for exploring N & D and
OP in this research. In this chapter, | consider the origins of N & D as a discipline and OP as
an area of practice. For N & D, this includes a consideration of what constitutes dietetics as a
profession, training and introduction to the Dietitians Association of Australia (DAA). For OP,
this includes a summary of the history of the area of practice, with a focus on the area of
community-based obesity prevention. In this chapter, | also review research in the areas of N
& D and OP with respect to Aboriginal health.

3.1. Introducing Nutrition & Dietetics
This section considers the history of dietetics in Australia, the role of DAA as the peak

professional association for dietitians, the role of the dietitian, places of work, training and
relevance of N & D to the social determinants of health. It demonstrates that (a) the roots of
dietetics are embedded in science, (b) the profession is relatively “young” in Australia and (c)
the profession has diversified since its origins in Australia. The focus is dietetic history and
practice in Australia only. This is to limit scope, and to maximise the relevance of this

discussion to this thesis.

3.1.1. History in Australia
Dietetics emerged in Australia in the 1930s. The emergence can be traced to a growing

appreciation of the link between diet and health in the late nineteenth century and a visit from
American doctors and hospital administrators in 1924, who recommended that every general
hospital in Australia should have at least one dietitian for every 100 beds. Prior to the
presence of dietitians, nurses were responsible for dietary care of patients in hospitals (Nash
1988).

The first dietitians in Australia were either from North America and had college qualifications in
home economics (including biochemistry), or nurses from Australia who had completed some
dietetics training in England. The first hospital to employ a dietitian was the Alfred Hospital in
Melbourne, with Mabel Flannery from Seattle starting in 1930. Other hospitals in Melbourne
soon followed.
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Over time, dietitians began to work in other states. In New South Wales, the State Hospital
Commissions encouraged hospitals to pursue the recommendations from the American
visitors and establish dietetic departments. In 1934, a department was established at Sydney’s
Royal Prince Alfred Hospital, and Edith Tilton from the Unites States of America (USA) was
appointed as the first dietitian in 1936. The first dietitian in Hobart was appointed in 1933 and
in Perth in 1939.

3.1.2. Professional Association
Over the course of the history of dietetics in Australia, there have been a number of bodies

that have represented and supported dietitians at both the state and national level.

State
The timing of the formation of state/ territory associations representing dietitians is presented

in Table 3.1. This helps to demonstrate the history of dietetics in Australia.

Table 3.1: Historical overview of formation of state associations representing dietitians
(Nash 1988)

State Organisation Year formed
Victorian Dietitians Association 1935

NSW Dietitians Association 1939

West Australian Dietetic Association 1951

South Australian Dietetic Association 1969
Queensland Association of Dietitians 1972
Northern Territory Dietitians Association 1976
Tasmanian Branch of DAA 1984
National

The Australian Dietetic Council (ADC) held its first meeting in May 1950, after a draft
constitution paper was prepared in 1946. This council discussed general nutrition issues
affecting the Australian population, nutrition research, and issues affecting dietitians such as
salaries and working conditions. National support for dietitians continued to progress, with the
Australian Association of Dietitians holding its inaugural meeting in Canberra in 1976. In 1983,
the Australian Association of Dietitians was re-named and registered as the Dietitians
Association of Australia. All state associations became formal branches of DAA. From 1983 to
1988 a number of areas of interest to dietitians were formalised into a number of separate
DAA committees, one of which was Aboriginal nutrition (Nash 1988).
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DAA today
The roles of DAA have diversified since its beginning in 1983. Today, DAA has been

described as ‘a self-regulatory professional body which sets standards for best practice,
fosters professionalism and provides a mechanism for internal disciplinary procedures for the
protection of members, the public and the credibility of the profession’ (DAA 2006a). DAA is
involved in the coordination of a number of activities, including an annual national conference,
national interest groups, the accreditation of Australia N & D courses, the development of the
document outlining National Competency Standards for Entry Level Dietitians in Australia and
the development of evidence-based practice guidelines and practice recommendations. DAA
coordinates the Accredited Practising Dietitian (APD) and Accredited Nutritionist (AN)
credentials, which are approved by the Federal Government in place of professional
registration (DAA 2006b). It is not necessary to be a member of DAA to practice as a dietitian
because dietitians who are not members of DAA can apply for APD status. DAA has also
developed a Constitution (DAA 2010) and By-laws, including a Code of Professional Conduct
and Statement of Ethical Practice to which APDs are committed (DAA 2006b).

3.1.3. Role of the dietitian
While the role of the dietitian has diversified over time, there has always been a large focus on

the link between diet and disease. This may be related to the high value placed traditionally on
science which is thought to increase the value placed on dietetics (and other allied health

professions) by the medical profession (Nash 1988; Nicholls 2009).

When dietetics emerged in Australia in the 1930s, the role of the dietitian was defined as:

To work in close association with members of the medical staff in both
diagnosis and treatment of illness; to become involved in the education of
nurses; and to fulfil the role of catering administrators with full responsibility for

control of food service departments and their budgets (Nash 1988, pp. 6-7)
In 2004, the International Confederation of Dietetic Association defined a dietitian as:

A dietitian is a person with a qualification in nutrition and dietetics recognised
by national authorit(ies). The dietitian applies the sciences of nutrition to the
feeding and education of groups of people and individuals in health and
disease. The scope of dietetic practice is such that Dietitians may work in a

variety of settings and have a variety of work functions (DAA 2005)
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DAA has also described the purpose of the dietetics profession as to contribute:

...to the promotion of health and the prevention and treatment of illness by
optimising the nutrition of communities and individuals. It utilises scientific
principles and methods in the study of nutrition and applies these to
influencing the wider environment affecting food intakes and eating behaviour
(DAA 2005)

The first two definitions place strong emphasis on the use of scientific principles and methods.
However, the third definition emphasises the promotion of health and prevention of illness
which, historically, was not necessarily considered part of the dietitian’s role. Furthermore,
DAA recognises that the role of the dietitian continues to change and grow (DAA 2005). They
acknowledge that ‘there are several models of health care provision that can be implemented
to ensure equity to access to dietetic services in a cost effective manner’ (DAA 2006b).

Terminology: dietitian or nutritionist?
The term “dietitian” refers to a health professional with a high level of university training which

includes extensive clinical, or practical, training. In Australia, dietitians are currently not
required to be registered. At the time of submission of this thesis, there was discussion about
pursuing registration of dietitians in Australia. DAA created the trademark “APD” which is a
credential for dietitians that indicates a commitment to continuing professional development.
This trademark is recognised by law and it is the only national credential for dietitians that is
recognised by the Australian Government, Medicare, the Department of Veterans Affairs and
most private health funds (DAA 2005).

On the other hand, the term nutritionist is not protected by law. It is a non-accredited title;
therefore people with different levels of knowledge and experience in nutrition can refer to
themselves as nutritionists. Nutritionists do not necessarily have clinical or practical training.
However, in 2007, DAA introduced the Accredited Nutritionist (AN) credential which provides
formal recognition of nutritionists in Australia (DAA 2011a). Accredited Nutritionists are
university trained and have expertise in public health nutrition, community health and/ or
tertiary education related to nutrition but not dietary counselling or therapy (DAA 2011a). In
Australia, APDs are able to use the AN credential, while other professionals with a high level
of tertiary experience and work experience in human nutrition can apply for use of the AN
credential (DAA 2011a). This means that while some dietitians choose to call themselves

nutritionists; nutritionists do not have dietetic training and therefore cannot call themselves
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dietitians. In this thesis, | use the term dietitian to refer to dietitians/ nutritionists who are
eligible for APD status with DAA. Therefore they have all completed a relevant university

degree in N & D with a practical component.

3.1.4. Training of dietitians
Internships for dietitians were introduced in several Australian hospitals in the 1930s.

Professor William Osborne, known as the ‘father of dietetics in Australia’, set up a
postgraduate Diploma in Dietetics at the University of Melbourne, from which the first two
students graduated in 1938. By 1967, a new course in N & D had been established at the
University of Sydney, and prospective dietitians were being encouraged to get a university
qualification. Training options were different in different states, but generally included an initial

science degree or other diploma, followed by a year of hospital training (Nash 1998).

After the formation of the Australian Association of Dietitians in the 1970s, there were changes
to training standards, with the development of a document called “Recommended Minimum
Guidelines for the Professional Training of Dietitians in Australia” which was used to assess
courses offered to students (Nash 1998). From 1975 to 1978, postgraduate diplomas in
dietetics were introduced at Flinders University of SA, Queensland University of Technology,
Western Australian Institute of Technology (now Curtin University of Technology) and Deakin
University at Geelong. A prerequisite for entry into all of these courses was a Bachelor of

Science with biochemistry and physiology.

In general, university training requires a four year Bachelor degree in N & D or a two year
Masters degree in N & D preceded by a Bachelor of Science (or similar). In 2011, there were
17 DAA accredited courses in Australia that were accepting enrolments, an additional five that
were accredited but not accepting enrolments, and three that had recently sought
accreditation (DAA 2011b). These were a mix of undergraduate (Bachelor) and postgraduate
(Masters & Diploma) courses.

3.1.5. Where do dietitians work?
Today, dietitians work in a diverse range of fields and settings including community and public

health, clinical, education and private practice, where they engage in duties including
assessing individual nutrition needs, developing personalised eating plans, engaging in
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nutrition research, training health care professionals and developing nutrition communications,
programs and policies (DAA 2011a). At the end of 1988, there were over 1300 dietitians
practicing in Australia (Nash 1988). In the 2006 census, using the 2006 Australian and New
Zealand Standard Classification of Occupations (ANZSCO), there were 2589 dietitians
reported to be working in Australia (209 male) (ABS 2006a), indicating the numbers have

increased since 1988.

In 1988, 45% of dietitians worked in hospitals, 15% in private practice, 9% in community
health, 3.7% in educational institutions and less than 2% in private industry (Nash 1988).
Today, DAA collects data about the number of DAA members who work in different areas.
However, this information does not represent full time equivalents; members can have more
than one work area and students/ members who are retired or not working are not included.
Despite this, this information does give some idea of the proportion of dietitians working in
different areas. The most popular areas for dietitians to work are inpatient/ outpatient facilities
and private practice, which is consistent with those statistics presented from 1988 (Table 3.2).

Table 3.2: Work areas of DAA members in Australia (current as of 27 April 2011) (DAA
2011, pers. comm., April 27)

Work area Number
Inpatient/Outpatient facility (including public, private, aged care, psychiatric) 1,383
Private practice/Consultancy (excluding industry) 862
Community nutrition 468
Government department/Non-government organisations 354
Research/Education 346
Industry (including consultants)/Marketing/Public Relations 191
Public health 179

Mixed Practice (regularly undertaking three or more areas of work, including 167
private practice)

Food service 139

Do not work in nutrition and/or dietetics 115

3.1.6. Relationship to Social Determinants of health
As highlighted in Section 2.3.1, the biomedical model has been the predominant way of

understanding health in Western countries, including within the N & D discipline. However, in
N & D there has been a shift in recent times towards engaging with other approaches,
including primary health care. Of importance to consider when taking this approach are the

social determinants of health (SDoH). The SDoH attempt to provide an explanation for the
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gross inequalities in health observed between and within countries (Marmot 2005). The 16-17
year gap in life expectancy between Indigenous and non-Indigenous Australians (Section

2.3.3) is an example of such an inequality (ABS 2006b). The SDoH have been described as:

...the conditions in which people are born, grow, live, work and age, including
the health system. These circumstances are shaped by the distribution of
money, power and resources at global, national and local levels, which are
themselves influenced by policy choices. The social determinants of health are
mostly responsible for health inequities - the unfair and avoidable differences
in health status seen within and between countries (World Health Organisation
2011)

The SDoH can be described at the upstream, midstream or downstream level. That is, there
are factors at the upstream (macro), midstream (intermediate) and downstream (micro) level
that contribute to disease (Turrell 2002). Upstream factors include social, physical, economic
and environmental factors such as education, employment, income and housing; midstream
factors include psychosocial factors (for example stress, self-esteem and social support) and
health behaviours (for example food and nutrition, smoking and alcohol) and downstream
factors include physiological systems (for example endocrine) and biological reactions (for
example hypertension and body mass index) (Turrell and Mathers 2000). Of importance to
mention in the context of Indigenous health is also the role of history and continued
dispossession and discrimination as a determinant of health (Nettleton, Napolitano et al.
2007).

Action to address these determinants can also occur at the upstream, midstream or
downstream level. While it is noted that focussing on upstream factors is likely to result in the
greatest impact because this is where the “problems” originate, societal level changes are the
most difficult to bring about and the most politically sensitive (Turrell 2002). Therefore Turrell
(2002, p. 48) advocates that ‘attempts to tackle health inequalities should focus on all three
levels of influence’. While dietitians have embraced primary health care and there has been
some consideration of the SDoH, action to address these determinants still only tends to occur

at the downstream level.

Considering the focus of this research on the practice of White dietitians and other health
practitioners with Aboriginal clients, it is pertinent to assess the extent to which practitioners

have a role at the downstream, or point of care level, in addressing the social determinants of
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health. It has been shown that action at this level can impact on health inequalities. For
example, health promotion programs concerned with changing individual behaviour have been
less effective with people who are more socioeconomically disadvantaged (Whitehead 1995).
Turrell (2011) presents evidence that clinician characteristics can contribute to the quality of
care and outcomes received by disadvantaged patients. Therefore, it is relevant to explore the

practice of White health professionals with Aboriginal people.

3.2. Nutrition & dietetic research in Aboriginal health
A search of Australian and international literature was conducted in March 2011 using Medline

and CINAHL (Cumulative Index to Nursing and Allied Health Literature) databases to identify
publication trends in the area of Aboriginal health in N & D. These two databases were chosen
as they are commonly used by dietitians and medical and allied health professionals as a
source of peer-reviewed literature. Major journals used by medical and allied health health
professionals are generally indexed in these databases. While | acknowledge that other
literature may exist elsewhere, | limited this search to journals that the majority of dietitians
would likely be exposed to (if they were to search the literature), in order to identify what is
present in popular dietetic discourse. Throughout this thesis | refer to this as “mainstream”

literature.

3.2.1. Australian Search

Search strategy
The search strategy used in both of the databases is outlined (Table 3.3). All five steps were

performed, in order, in March 2011. The search was not limited by date. In Medline, words
were searched as keywords. In CINAHL, words were searched as keywords in all text.
Table 3.3: Steps of search used for literature review in Medline and CINAHL databases

for review of Australian literature in the area of nutrition and dietetics and Aboriginal
health

Step of search Keywords searched

1 Nutrition dietitian OR dietician OR dietetics

2 Aboriginal OR Indigenous

3 Nutrition AND (Aboriginal or Indigenous)

4 Australia

5 Australia AND [Nutrition AND (Aboriginal or Indigenous)]
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Choosing relevant papers
Using the above search strategy, 106 and 65 papers were identified from Medline and

CINAHL respectively. However, not all of these papers were directly relevant to nutrition. |
assessed relevance by reading the title and skim-reading the abstract. Papers that were not
included were those concerned with: birth weight, lung disease, respiratory function and
hospital admission with no apparent connection to nutrition. Thirty one papers in Medline and

31 in CINAHL were deemed as irrelevant.

Results
The remaining 75 and 34 papers from Medline and CINAHL respectively were classified, using

their titles, into categories (Table 3.4).The number of papers in each category and a definition

for each category (unless it is self-explanatory) is provided (Table 3.4).

Table 3.4: Categories and number of papers in each category from Australian literature
review about nutrition and dietetics and Aboriginal health (n=171)

Category Definition Medline CINAHL
Breastfeeding 0 3
Clinical Causes of nutrition-related diseases 5 1

Diets What people eat 6 1
Disease management Managing nutrition-related diseases 1 0

Food insecurity 1 1

Food supply Food cost; food access 3 2
Interventions Programs or approaches designed to 10 13

address nutrition or nutrition-related
diseases; evaluation of health care

Methodology Study design 0 1

Not relevant Articles deemed not relevant 31 31

Nutrition policy 2

Nutritional status: 13 5

general/ nutrient levels

Nutritional status: growth  Growth rates; reports on growth 8

Nutritional status: Malnutrition or under nutrition; general or 16 3

malnutrition /under specific nutrients

nutrition

Prevalence/ outcomes Prevalence of nutrition-related disease e.g. 9 0
diabetes, renal disease

Social research Effects of social conditions on nutrition 2 1

TOTAL 106 65

This review demonstrates that while there is a body of literature exploring Aboriginal health
within the area of N & D, it is mainly focussed on reporting interventions/ programs to address

nutrition-related diseases (n=23), general nutritional status (n=18), malnutrition or under
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nutrition (n=19) or growth (n=9). This indicates that the literature is focussed on Aboriginal
health at the level of reporting on nutrition-related disease — whether it be about prevention,

management or nutritional status related to these diseases.

3.2.2. International Search
A similar search was conducted in April 2011, not limiting the review to Australia, in order to

identify international research. Steps one to three of the search strategy were used (Table 3.3)
in Medline and CINAHL databases, and the search was not limited by date.

From Medline, 450 papers were identified. Classifying these papers as for the Australian
review was not feasible due to the large number. However, they were critically assessed by
reading the title and skim-reading the abstract and the international review supports the
findings from the Australian review, i.e. the majority of the papers were concerned with
nutritional status or nutrition intervention programs. There were two papers from Canada and
the USA that specifically commented on adapting nutrition programs (Hassel 2006) or
measurement tools for use in Aboriginal communities (Wein 1995). However, apart from these
papers, the review did not offer any new insights.

From CINAHL, 238 papers were identified. Similar papers were identified to those in the
Australian and Medline international reviews. However, this review did offer some new
insights, identifying some additional papers from Canada. Similar to those identified in
Medline, one paper discussed validating a culturally appropriate questionnaire in Inuvialuit
people in Canada (Pakseresht and Sharma 2010). Two studies looked at factors that influence
what Canadian Indigenous people eat (Willows 2005; Mead, Gittelsohn et al. 2010), and one
of these supported the findings of this review stating that ‘most of the literature documenting
the health of Aboriginal peoples is primarily epidemiologic, and there is limited discussion of
the determinants that contribute to health status’ (Willows 2005, p. S32). One paper described
how best to include Indigenous people (and ethnic minority groups) in intervention trials in
New Zealand which highlighted the need for more time and funding when including these
groups (Ni Mhurchu, Blakely et al. 2009) while another highlighted the importance of
colonisation in history and the need to take this into account when designing and delivering
nutrition programs (Mundel and Chapman 2010).

Finally, through a separate internet search | identified a document released by Dietitians of

Canada outlining the role of Registered Dietitians in Aboriginal Communities (Dietitians of
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Canada 2005). This highlights the awareness of this organisation with regards to specific
issues that influence Aboriginal people, their nutrition and the subsequent care that is provided

by dietitians.

3.2.3. Conclusions
This search of publication trends demonstrates that the majority of literature, both Australian

and international, around Aboriginal health and nutrition is focussed on nutritional status and

nutrition intervention programs. There is a small amount of literature from Canada and New

Zealand that considers other issues in nutrition including colonisation and determinants of

healthy eating. However even with this literature, this review demonstrates that there is a lack

of social research in N & D related to Aboriginal health. Importantly, there is no assessment of

the practice of dietitians/ nutrition workers in Aboriginal health, or of barriers and enablers to

this practice. Instead of focussing on what dietitians/ nutrition workers can do to enhance

practice with Aboriginal people, there is a large focus on actual conditions. This gap highlights

that there is a need to:

» Explore alternative areas to those commonly researched including nutrition-related
diseases/ prevalence/ outcomes/ nutritional status of Aboriginal people;

» Critically assess the practice of dietitians in Aboriginal health, including barriers and
enablers to practice; and

» Consider what dietitians can do to move forward/ work better in Aboriginal heath.

| explore these areas in this research. Such areas of inquiry encourage the focus for action to

be placed on the White health professionals. In the next section, | introduce OP and present a

similar review for that area.

3.3. Introducing obesity prevention
While obesity is also a problem in adults, with 67.5% and 52.1% of Australian men and

women respectively overweight or obese in 2000 (International Obesity Taskforce 2011), the
initial call for action around obesity has been in children, young people and the families that
support them. This is due to the large increase in childhood obesity and the potential to reduce
adult obesity in the long-term by targeting this group (National Obesity Taskforce 2003). Ten
percent of the world's school-aged children are overweight or obese and in Australia, the
prevalence of overweight and obesity is increasing in children aged 2-18 years by
approximately one per cent each year (Lobstein, Baur et al. 2004). In 2007, 22% and 24% of
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Australian boys and girls respectively, aged 2-16 years, were overweight or obese
(Department of Health & Ageing 2007). Worldwide, mean population trends in adult BMI were
determined using recent, national health examination surveys (Finucane, Stevens et al. 2011).
Worldwide, age standardised prevalance of obesity increased from 4.8% in men and 7.9% in
women in 1980 to 9.8% in men and 13.8% in women in 2008, with mean BMI increasing in
both women and men between 0.4-0.5 kg/m2 per decade (Finucane, Stevens et al. 2011).

Clearly, overweight and obesity is a significant problem affecting the developed world.

People who are overweight or obese are at greater risk of developing a number of diseases,
including cardiovascular disease, stroke, type two diabetes, cancer, osteoarthritis, kidney
disease and respiratory and musculoskeletal problems and may experience low self-esteem
or social discrimination as a result of the condition (World Health Organisation 2000). In
addition, children who are overweight are 50% more likely to become overweight adults
(Lobstein, Baur et al. 2004).

3.3.1. Causes of overweight
There has been an increase in children’s consumption of non-core foods (including soft drink,

crisps, takeaway, confectionary, sugars and sugar-based products) over the past 20 years
(Cook, Rutishauser et al. 2001). There is also evidence that physical activity in defined
contexts, including active transport (in many countries), school physical education (especially
in the USA and Australia) and organised sport (especially in Australia) is declining (Dollman,
Norton et al. 2005). The 2007 National Australian Children’s Nutrition and Physical Activity
Survey found that children do not eat enough fruit and vegetables and non-core foods
contribute significantly to energy intake. Similarly, while the majority of children aged 9-16
meet the guidelines for physical activity, this declines with age and very few meet the
recommendations for electronic media use (Department of Health & Ageing 2007).

These are some examples of changes in societal norms which support positive energy
balance in individuals, which is the fundamental contributor to overweight and obesity.
However, it is acknowledged that there is no one single cause of obesity, and that individual
behaviour alone cannot explain the rising levels (Swinburn, Egger et al. 1999; National
Obesity Taskforce 2003). An “obesogenic environment” has been described, and this
environment facilitates positive energy balance, and therefore obesity (Swinburn, Egger et al.

1999). The “obesogenic environment” refers to political, sociocultural, physical and economic
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factors in an individual or community’s micro or macro environment that promote obesity.
Other authors have supported the role of the environment in the development and
maintenance of obesity (Kumanyika, Jeffery et al. 2002; Swinburn and Egger 2002; Catford
2003). Consequently, there has been a movement away from individual-focussed programs
which may show short-term results, but often lead to weight gain when the program ends
(Catford 2003), towards societal or community level interventions (World Health Organisation
2000; Kumanyika, Jeffery et al. 2002). These are seen as the key for tackling the obesity
epidemic, and ‘can begin to counteract the powerful forces that lead to steady population

weight gain’ (Kumanyika, Jeffery et al. 2002, p. 430).

3.3.2. Community-based obesity prevention
This has led to the concept of community-based obesity prevention interventions (CBOPI)

internationally and in Australia, which are often aimed at young people and their families. A
CBOPI represents a whole of community approach to effect changes in macro and micro
environments across political, physical, sociocultural and economic domains (Swinburn, Egger
et al. 1999). What is targeted for change is ideally determined by the community. CBOPIs
allow for a focus on supporting multiple groups at different levels in the community and
change across many sectors (not just health), including parents and families, consumers and
communities, schools, health services, food industry, transport and urban design, sport and

recreation, media and marketing and local and national government (Catford 2003).

CBOPIs are relatively recent and evidence of effectiveness is limited but increasing. Prior to
the emergence of CBOPIs, prevention programs/ interventions were predominantly single
setting and school-based (Summerbell, Waters et al. 2005). Additionally, there has been a
lack of high quality and relevant program evaluation techniques (Swinburn, Bell et al. 2007),
meaning that evidence previously collected about effectiveness of a number of childhood OP
interventions is not of high quality and/ or is of little relevance. Consequently, there was a call
for OP programs with high quality evaluations, including the need for height and weight
measurements, comparison sites and sufficient process and contextual information, in order to
identify what works and does not work to prevent obesity (Swinburn, Bell et al. 2007). While
CBOPIs are not going to manage obesity, ideally they play a preventative role by preventing

movement from the healthy weight into the overweight and overweight into obese categories.
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Individual action is also required for people who are overweight to move into the healthy

weight range and people who are obese to move into the overweight range.

CBOPI in Australia
In Australia, a number of CBOPI “demonstration projects” have been delivered with the view of

expanding this body of evidence. The first were delivered in Victora at the “Sentinel Site for
Obesity Prevention”. This refers to three projects targeted at different age groups including:
“‘Be Active Eat Well” (rural town of Colac, families of 5-12 years olds, began in 2000); “Romp
and Chomp” (Greater Geelong area, families of 2-5 year olds, began in 2004); and “It's Your
Move” (East Geelong/ Bellarine area, families of adolescents aged 13-17 years at five high
schools, began in 2004). All three programs focussed on healthy eating and physical activity
and involved multi-setting, multi-strategy interventions that focussed on building community
capacity, with program evaluation and monitoring that included comparison sites (Bell,
Simmons et al. 2008). In 2008, results were published for “Be Active Eat Well”. Children who
received the intervention had gained less weight (mean: -0.92kg, 95%Cl: -1.74 to -0.11) and
showed lower increases in waist circumference (-3.14cm, -5.07 to -1.22), waist to height ratio
(-0.02, -0.03 to -0.004) and body mass index z-score (-0.11, -0.21 to -0.01) than children in
comparison sites (after adjustment for baseline variables). Consequently, it was concluded
that a community-capacity building approach to promote healthy eating and phsyical activity is
effective in reducing unhealthy weight gain in children (Sanigorski, Bell et al. 2008).

A number of CBOPI programs on a similar scale, with varied goals and target audiences, have
followed these in Australia. These include “Good for Kids, Good for Life” in the Hunter New
England area of New South Wales, “Fun ‘n Healthy in Moreland” in suburbs of Melbourne,

Victoria and the ewba Community Programs in SA.

3.4. Obesity prevention research with Aboriginal
communities
Considering the higher prevalance of overweight and obesity in socially disadvantaged

groups, including Aboriginal and Torres Strait Islander people (National Obesity Taskforce
2003), a relevant question is whether CBOPI programs to date have focussed specifically on
Aboriginal and/ or Torres Strait Islander groups. Of the six programs mentioned above, only
one (“Good for Kids, Good for Life”) has a specific component for Aboriginal people. The
others are focussed on targeting the community in general rather than singling out specific

groups and aim to reach Aboriginal people through their intervention with the wider community
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as a whole. Therefore it is also necessary to consider international examples to identify what

strategies might be useful when delivering CBOPI in Aboriginal communities in Australia.

3.4.1. In Australia: Good for Kids, Good for Life
Good for Kids, Good for Life is the only CBOPI | identified in Australia that has a specific

component for working with Aboriginal communities. Aboriginal community is one of seven
program streams, each of which focus on a specific area. The other streams are: primary and
high schools, children’s services, health care providers, community organisations and local
sports clubs, social marketing and evaluation. The program is delivered by the Hunter New
England Health Service in NSW and is part of the NSW Government’s Live Life Well
campaign (Trindall, Allen et al. 2007). It began in 2005 and is concerned with preventing
obesity in children aged up to 15 years (Trindall, Allen et al. 2007). Settings for the program
include schools, childcare services, health services and community with ‘a significant focus
and investment across all streams in ensuring the program reaches Aboriginal kids’ (Trindall,
Allen et al. 2007, p. 1).

The rationale for a specific stream for Aboriginal community was based on the ‘marked
disparity in indicators for health between Aboriginal people and other people across the
Hunter New England (HNE) area’ (Trindall, Allen et al. 2007, p. 1). It was acknowledged that
extra investment would be required to ensure equitable health outcomes for Aboriginal
children and consequently, for every one dollar spent overall on community interventions,
three dollars were allocated to reaching Aboriginal children through community interventions
(Trindall and Bell 2008).

Several other considerations were made about how best to deliver the program to Aboriginal
people. First, a number of program strategies were adopted to help ensure cultural safety and
appropriate program delivery, including the employment of Indigenous staff, an Aboriginal
Advisory Group, over 40 consultations with Aboriginal community members and youth and an
equity-focussed Health Impact Assessment (HIA) which assessed whether the planned
approach was likely to produce a positive health impact in Aboriginal children (Trindall and
Bell 2008). The HIA was modified before use to make it more appropriate for use with an
Aboriginal community; for example allowing extra time to undertake it. The HIA resulted in the
formation of over 80 recommendations for amending the program in order to maximise the

benefits and minimise the harm of the program to Aboriginal children. This process ensured
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that ‘the program (was) better positioned to meet the needs of Aboriginal children and not

exacerbate existing inequalities in health status’ (Trindall and Bell 2008, p. 34).

The example of “Good for Kids, Good for Life” demonstrates how a mainstream program can
also be delivered specifically with an Aboriginal community. It highlights the importance of
using suitable processes and approaches to discover community needs, which are likely to
differ between communities. If Aboriginal people are to be reached by a program, steps such
as these are more likely to enable delivery of a culturally appropriate service.

It is also important to mention that while not CBOPIs, there have been a number of related
programs to address weight as a risk factor in Australian Aboriginal people. For example, a
number of programs targeting risk factors in Aboriginal people, including obesity and diabetes,
have been delivered in urban (O'Dea, Cunningham et al. 2008) and remote Australian
Aboriginal communities (Lee, Bonson et al. 1995; Rowley, Daniel et al. 2000).

3.4.2. International Programs
Due to the lack of CBOPI delivered specifically with Aboriginal groups in Australia, a general

literature search was undertaken, to identify any international programs. Of particular interest
was whether these programs addressed the needs and preferences of Aboriginal people and
communities in their program and if so, how. The search was widened to OP in general and

no specific age group was used to maximise chances of identifying relevant papers.

Search strategy
A literature search was conducted in November 2010 in Medline and CINAHL databases. The

same rationale was used to select these databases as was described for N & D in Section 3.2.
The following keywords were searched separately and then combined with “and”:

» Aboriginal or Indigenous

»  Obesity prevention
Fifteen papers were identified. All the papers refer to OP in some context, whether that be
through a focus on obesity prevention specifically, or nutrition/ diabetes and/ or physical
activity programs that were also designed to prevent obesity. The purpose of this review is to
identify whether programs concerned with obesity prevention (or related areas) use specific
strategies to be regardful of Aboriginal peoples’ and communities’ needs and preferences.
Therefore the specific focus of the programs are less important than the strategies used. This
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example demonstrates that when looking for peer reviewed evidence about Aboriginal health,

it is sometimes necessary to widen search strategies.

Results
Of the 15 papers, 11 reported on a specific program or intervention (Table 3.5). Strategies

used by programs to be regardful of the needs and preferences of Aboriginal people and
communities are identified. Other papers have not been included in the table because they are
reviews or have a more general focus but are discussed in more detail later (Conroy, Ellis et
al. 2006; Teufel-Shone 2006; Cinelli and O'Dea 2009; Ruben 2009). The majority of the
papers referred to OP in North America, including Indigenous people of Canada, the United

States of America and Hawaii.
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Table 3.5: Review of international programs, with a component of obesity prevention, run with Indigenous communities

Study Program Details Target group Strategies to be regardful of Aboriginal Results

(Location) peoples’ and communities’ needs

Anand, Davis et  Household-based with  Aboriginal families  Involvement of whole family to recognise ~ Compared to control, intervention
al (2007) visits from Aboriginal importance of role-modelling group:

(Six Nations health counsellors to «  Based in the home to build on the «  Increased consumption of:
Reserve, assist families in setting strengths of the family water (sig)

Ohsweken healthy eating & o , , N
Canada) ’ physical activity goals e Six Nations Health Committee reviewed . Decregsed consumption of.
ana (intervention & control) & commented on study results fats, oils, soda pop, trans

fats & sweets (sig)

Beckham, 1. Lifestyle Native Hawaiian Multi-focal, holistic, blends traditional medicine N/A
Bradley et al. Enhancement Program  people with complementary healing methods
(2005) (LEP); 2. KidFit;
(Hawaii) 3. Hawaii Community

Resource Obesity

Project (HCROP)
Stevens, Cornell ~ Pathways N=1074 American « Study protocols approved by tribal schooland ~ Diet, PA & anthropometry
etal. (1999), Schools serving 'nrdd'at;‘ children from  university authorities « No significant reduction in body
Sta;a(llgg%;;lay American Indlian 31-5" grade « Involvement of American Indian people from fat
Davis (20033. Ic\lh”dr Ae/’” n Arlgona/,v multiple communities « Reduction in % energy from fat in
Stevens Sto’ry ot D:ZVO tae)gC%’arO:é ool « Combination of constructs from social learning intervention schools (sig)
21, (2003) o .ran)& orr;ised, thedory & tprinciples of American Indian culture  Attitudes/ knowledge
(North America)  controlled intervention and practices »  Some positive changes in

« Indigenous learning models incorporated

« Culturally sensitive, age appropriate
questionnaire developed (measures PA, diet,
weight related attitudes & cultural identity)

« Ethnic identity scale developed, allowed
comparison of intervention effectiveness in
children with more or less strong American
Indian cultural identity

knowledge, attitudes &
behaviours in int schools

« Significant increases in
knowledge and cultural identity in
intervention compared with
comparison schools; retained
significantly over three years.

* Increase in intervention cf control
schools e.g.: knowledge of
nutrition and PA messages
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Table 3.5 (continued)
Study Program Details Target group Strategies to be regardful of Aboriginal Results
(Location) peoples’ and communities’ needs
Daniel, Green et Community-based Registered Indian * Integration of Aboriginal logic and belief » Few changes in quantifiable
al. (1999) diabetes prevention population (adults) systems with epidemiological knowledge of the outcomes
(British and control determinants of diabetes and theories of
Colombia, behavioural and environmental change
Canada)

Harvey-Berino &  Maternal participation in

Rourke (2003) an obesity prevention
plus parenting support
program (compared to
control — parenting

Mothers &
preschool children

» Delivered one to one in homes by an
Indigenous peer educator

«  Children in intervention
group compared with
controls: gained less weight
over four months compared
with controls (not sig);

support only) decreased energy intake
(sig)
LaRowe, Healthy Children, American Indian « Respects each community’s cultural and N/A
Wubben et al Strong families Families from three structural framework
(2007) tribedsgvgh children , Reinforces cultural values
i i aged 2-5 years
(Uvgliconsm, 9 y « Based on social cognitive and family systems
) theories
» Emphasis on traditional American Indian
learning (storytelling, family activities, reflecting
on lessons learned & goal setting)
« Learning from elders
« Partnership between Tribal Council, tribes and
University
* Involvement of community mentors
Paradis, Kahnawake Schools Mohawk children * Participatory research at all levels (planning to *  Not many positive
Levesque et al Diabetes Prevention aged 6-11 years evaluation) (significant) changes
(2005) Project « Community ownership
(Canada)

* Local community control

* Culturally appropriate healthy lifestyle
interventions
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Table 3.5 (continued)
Study Program Details Target group Strategies to be regardful of Aboriginal Results
(Location) peoples’ and communities’ needs
Saksvig, Sandy-Lake school- Native Canadian * Used ecological model and social cognitive * Increase in knowledge about
Gittelsohnnetal  based diabetes children from grade theory foods low in fat, overall
(2005) prevention program 3-5(7-14 year olds) Native North American learning styles: learning health knowledge, _dietary
(Remote through observation and practice, storytelling, self-efficacy and with
Canada) cooperative learning, intergenerational leaming, meeting the dietary intake

role modelling, emphasis on tradition, use of
humour

« Family included

for fibre (stats available)
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It is evident from Table 3.5 that these programs developed specific strategies to be regardful
of the needs and preference of Aboriginal people and communities. Most notably, the
programs were run (from planning to evaluation) in partnership with communities (Caballero,
Clay et al. 2003; Paradis, Levesque et al. 2005; LaRowe, Wubben et al. 2007), traditional
methods of learning or belief systems were used (Daniel, Green et al. 1999; Caballero, Clay et
al. 2003; Paradis, Levesque et al. 2005; Saksvig, Gittelsohn et al. 2005; LaRowe, Wubben et
al. 2007), Elders, other community members or family were included (Caballero, Clay et al.
2003; Saksvig, Gittelsohn et al. 2005; Anand, Davis et al. 2007; LaRowe, Wubben et al.
2007), and culturally specific tools were developed where needed (Caballero, Clay et al.
2003). Home visiting with an Aboriginal worker was also a common strategy (Harvey-Berino
and Rourke 2003; Anand, Davis et al. 2007). While the results, where reported, are mixed, the
studies reported good involvement from Indigenous participants. Participation is viewed by
researchers involved in OP in Indigenous communities internationally as a positive outcome,
suggesting the importance of programs that are regardful of needs and preferences of

Aboriginal people.

Evidence from additional papers
Two reviews were also identified which considered OP programs with Indigenous groups in

Canada (Conroy, Ellis et al. 2006) and American Indian communities (Teufel-Shone 2006).
These two reviews suggest that OP programmes with Indigenous people in North America
have taken an approach that assesses cultural appropriateness, suggesting that these are

important elements for participation and thus success.

Conroy, Ellis et al. (2007) identified six articles that described childhood OP programmes from
1980 to 2005. Of these, three were run with Canadian Aboriginal people. There is minimal
discussion in this review about specific practices used in these programs. However, it is
evident from the summary of the studies that two of the three studies utilised at least one
Aboriginal worker to work with the Aboriginal people (Conroy, Ellis et al. 2006).

Teufel-Shone (2006) conducted a review of tribal OP and treatment programs in the USA.
This involved reviewing a number of ‘less academic’ sources due to the fact that these
programs are often reported through word of mouth rather than in academic journals. She
highlights that Indigenous communities tend to take a group approach to health promotion,
and programs tend to target groups such as co-workers, families and communities.

Consequently, health promotion with Indigenous communities tends to employ strategies that
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promote a friendly form of peer-pressure to promote collective behaviour change and
emphasise group pride or loyalty (Teufel-Shone 2006, p. 225). This is in contrast to individual-
type strategies often used in non-Indigenous culture, which tend to ignore the influence of and
the social connections between people (Teufel-Shone 2006). For example, ‘the individualism
of the biomedical model, and perhaps of mainstream society, has overshadowed and perhaps
devalued a group-focussed approach’ (Teufel-Shone 2006, p. 228).

Other useful strategies reported by Teufel-Shone (2006) include building and reinforcing social
cohesion and collective efficacy, using friendly competition as motivation and aspiring to
change local norms and policies by assuring high visibility of alternate behaviours and
engaging formal and informal leaders. She gives examples of three programs that have been
run in tribal communities as far back as the 1980s. For example, team weight loss programs
where collective body weight is recorded and the 100 Mile Club where participants accumulate
100 miles of walking or jogging within a specified time period. Teufel-Shone (2006) criticises
an approach where programs that have worked well in White communities that are poor or
ethnically diverse, are modified slightly (for example graphics are changed to look more
Indigenous) and delivered to Indigenous communities. This approach does not enable the
creation of program based on cultural strengths, values and philosophies of Indigenous
people, nor do they incorporate culturally distinct social behaviours (Teufel-Shone 2006, p.
228). In conclusion, Teufel-Shone (2006) outlines the need for programs to be (a) group-
focussed and (b) have an Indigenous focus, developed in the context of the strengths and
culture of the specific group. The two reviews generally support the strategies presented by
the other studies (Table 3.5).

The final paper reports on a quantitative study, using a survey, that highlighted the differences
in perceptions towards body weight in Australian Aboriginal adolescents compared with non-
Aboriginal adolescents. The study found that Aboriginal adolescents were more likely to desire
weight gain than non-Aboriginal adolescents (Cinelli & O’'Dea 2009). Aboriginal children also
received stronger parental advice to gain weight (Cinelli & O’Dea 2009). The paper concludes
that when planning obesity prevention programs, it is important to consider these cultural
perceptions around body weight, to avoid presenting a conflicting and/ or culturally
inappropriate message (Cinelli & O’'Dea 2009).

The reviewed papers developed programs that were regardful of Aboriginal peoples’ needs

and preferences, suggesting that this is a suitable approach to take if seeking to reach
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Aboriginal people. Clearly, there is limited evidence reporting on useful strategies for obesity
prevention in Aboriginal communities around the world. In particular, there is a lack of
evidence about obesity prevention with Aboriginal people in Australia. This view is supported
in a review by Morris (1999) who identified a lack of well-designed studies that assess the
health needs of Aboriginal Australians. Furthermore, Ruben (2009) identifies that the evidence
of effectiveness of interventions to address obesity and under nutrition only exists in the
general population, or in groups from developing countries, not for Indigenous groups.
Therefore, this area warrants further research.
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3.5. Chapter Summary
In this chapter | provided extensive background information on the two major areas

considered in this thesis: N & D and OP. | placed each in the context of Aboriginal health and
considered what research has and has not been done in this area. | demonstrated there is
limited evidence in relation to N & D and OP and Aboriginal health, but did demonstrate

evidence for the importance of a culturally specific approach in OP and related areas.

In particular, | demonstrated that:

* N &Dis arelatively young profession in Australia and traditionally is based extensively on
the empirical-analytic sciences;

» the majority of research in the literature about Aboriginal health in the area of N & D is
related to intervention programs, nutritional status and nutrition-related diseases. There is
a lack of information focussing on the role and practice of the White dietitian;

» CBOPIis one type of obesity prevention, and the strategy relevant to OP in this thesis;

» within Australia, only one large scale CBOPI was identified that has worked specifically
with Aboriginal people. In the international literature, there are some reports of OP in

Aboriginal communities.

The evidence | presented in this chapter warrants investigations (in N & D and OP) that go
beyond nutrition disease states, prevalence and interventions in Aboriginal communities. This
includes investigating the role of the White health professionals in Aboriginal health, including
factors that affect that practice and therefore ultimately impact on the health and nutrition of
Aboriginal people. Investigations are warranted at the level of interaction between the
Aboriginal client/ community and White health professional. Considering the importance of
developing strategies that are regardful of Aboriginal peoples’ and communities’ needs and
preferences, it is worth considering how programs that do not develop such strategies are

received by Aboriginal communities.
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4. Literature Review 3: Race and Whiteness Theory
In this chapter | present an alternative framework for considering N & D and OP in the context

of Aboriginal health. As identified in Chapter 3, investigations in N & D and OP in Aboriginal
health include nutrition disease states, prevalence and interventions. Race and Whiteness
theories are concepts that promote and enable alternative explorations into the issues
surrounding Aboriginal health in N & D and OP. If dietitians and OP practitioners/ researchers
are going to begin new areas of inquiry in Aboriginal health, then they need new tools to do so
and race and Whiteness theories are two such tools. Theories of race aid in making race
visible; consequently presenting it as something that can be considered and addressed.
Theories of whiteness make the White race visible and encourage White people to think about
where they fit as part of a racialised society. Specifically, use of Whiteness theories allow the
focus to be placed on the White health professional as the agent with the opportunity to

change rather than the Aboriginal person, which is often the case in popular health discourse.

| begin this chapter with common definitions of race, the importance of race and a discussion
of the racial terminology used in this thesis. This is followed by a brief review of the use of
race as a concept in the literature in the areas of N & D and OP, demonstrating the gap in this
area. | then discuss Whiteness theory, beginning with a historical overview of the development
of this theory in the USA from African American writers and then consider Whiteness theory in
the Australian context. | review the literature in N & D and OP and Whiteness theory, again
demonstrating a gap in the literature. | finish by discussing key concepts in Whiteness theory
including using it as a tool to explore (a) how White people see themselves and (b) how White
people see Aboriginal people.

4.1. Race

4.1.1. Defining Race
Race is a category that can be used to classify individuals and groups, like class or gender.

The use of race as a system of societal classification has changed with time and by location.
For example, in America before the Civil War, class was inextricably linked to race because
the White working class wanted to separate themselves from the Black slaves, and therefore
strongly identified as White (Roediger 1991). In Australia, race was very much a part of life up
until the 1970s when the White Australia Policy was abolished (Stratton 1998). This policy

stipulated race was the factor that decided who could enter the country.
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There are multiple ways of defining race and consequently providing a single working
definition presents a challenge. It is also often confused with similar, related concepts
including ethnicity. | present definitions of race from key authors in the area.

Biological definitions of race
Prior to the 1930s, biological definitions of race were popular (Omi and Winart 1994). When

using this definition, race was attributed to hereditary characteristics and it was believed that
there were certain physical and behavioural characteristics that could be ascribed to certain
races and these could be explained by genes (Omi and Winart 1994). A biological definition of
race is described by American sociologist Milton Gordon as ‘differential concentrations of gene
frequencies responsible for traits which, so far as we know, are confined to physical
manifestations such as skin colour or hair form; it has no intrinsic connection with cultural

patterns and institutions’ (Gordon 1964, p. 27).

Associated with a biological definition of race was the idea that certain races were biologically
inferior to others (Omi and Winart 1994). This idea was present when Australia was colonised
and Aboriginal people were perceived to be a “dying race” (Chapter 2). In Australia, a
biological view of race was common in the medical profession before and during the time of
the White Australia Policy (Anderson 2002). For example, there were many scientific
experiments conducted with Aboriginal people to ascertain if they were biologically similar to
the White race (Anderson 2002). While used more commonly in the past, a biological view of
race is still held and used in some areas today (Krieger 1996).

Categorical and social definitions of race
Michael Omi and Howard Winart are two key writers in the area of race in the USA. They

present a theory of racial formation and state that race has traditionally been understood by
relying on one of three categories: ethnicity, class or nation (Omi and Winart 1994). Ethnicity
constructs of race emerged in the 1920s to 1930s and look at race as a social category. On
the other hand, class theories explain race by reference to economic processes; that is the
creation and use of material resources. Nation-based approaches consider race in terms of
the coloniser and the colonised and explore the racial distinctions that reinforce colonial
domination (Omi and Winart 1994).

Race has also been described by Nancy Krieger, a social epidemiologist with an interest in
social justice who has published in the area of race, as a ‘social (not biological) category,

referring to social groups, often sharing cultural heritage and ancestry [defined by] possession
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of selective and arbitrary physical characteristics (e.g. skin colour) (Krieger 1996, p. 134).
This definition is extended by Raj Bhopal, a Professor of Public Health, to include reference to
the increasingly used self-definition of race: ‘the group a person belongs to as a result of a mix
of physical features, ancestry, and geographical origins, as identified by others or,
increasingly, as self identified” (Bhopal 1998, p. 1970). Race may also be defined as a ‘socially
constructed abstraction’, which means that race is not seen to imply inherent characteristics,
but rather only becomes a concrete entity when racist structures and practices make it explicit
(Harvey 1990, p. 193).

Controversies in defining race: ethnicity & culture
Clearly, with multiple definitions there is controversy in defining race. This is identified by

some authors themselves. Omi and Winart (1994) state that each of the three definitions of
race they provide (ethnicity, class and nation) is lacking in some area; their definitions do not
refer to the other areas that may help to understand race including social conflict, political,
organisational and cultural/ ideological meaning.

There are also inconsistencies between the use of the terms “race” and “ethnicity”. Some
authors indicate that "ethnicity” has been increasingly used in place of “race” in the literature
with the intention of avoiding biological connotations of race (Cooper 1991; Crews and Bindon
1991) (Omi and Winart 1994). For example, Krieger (1996) presents race and ethnicity as
interchangeable. Other authors use the two terms separately; Bhopal (1998, p. 1970) defines
ethnicity as ‘the group a person belongs to as a result of a mix of cultural factors, including

language, diet, religion, ancestry and race’. “Race” may also be confused with “culture”, as in
the past in Australia, race has been used as a signifier of culture (Stratton 1998). However, in
recent times, ‘there has been a movement away from essentialism in which race was thought
to determine culture, to a situation in which culture is the privileged term and race has become
a signifier of cultural difference’ (Stratton 1998, p. 72). The differences in use of the terms, as
described here, can lead to ambiguity and confusion with terminology, highlighting the need to

define these terms to avoid ambiguity (Section 4.1.2).

4.1.2. Racial terminology used in this thesis
As demonstrated in the preceding discussion, it is important to define racial concepts when

using them. In this section | define how | have used the terms “race” and “White” in this thesis.
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Race
In this thesis | take a social view of race. That is, that race cannot simply be defined through

biology, but rather is a way of categorising people based on a mix of their physical features,
ancestry, geographical origins, social, cultural and political heritage (Krieger 1998; Bhopal
1998). A social view of race seeks to understand race from these multiple aspects, as
opposed to solely a biological aspect. When talking about race in this thesis, | am referring to
the characteristics that make up a group of people including and most importantly, social and
cultural factors. | also take the view that race is a socially constructed category, meaning that
different people have different ideas about what race means based on their life experiences. |
acknowledge that relationships between races are generally not neutral and that within the
field of race relations there are oppressive systems and unequal power relations, and there is
usually a dominant group that benefits from dominating other groups, as discussed by Krieger
(1996).

White
In this thesis | use the term “White” to refer to members of the dominant racial culture'’ who

were involved in this research, or more broadly to refer to the dominant racial culture in SA or
Australia. | also use this term to refer to myself as a member of the dominant racial culture
which allows me to highlight the relevance of my position as a White person and acknowledge
the impact of this on how | have conducted and analysed this work. In line with the use of the
term “White” in other literature, | capitalise it (Kowal 2008).

Despite my use of the term “White” in this thesis, there is still some debate about the use of
this term and its meaning. Some writings imply that the term “White” has little value in gauging
ethnicity or race (Bhopal and Donaldson 1998). Others highlight the change in use over time.
Jon Stratton, an Australian academic and Professor of Cultural Studies, has published about
the role of race in Australian society. In his book “Race Daze” (Stratton 1998) he explores how
“White” is a culturally constructed category that has changed over time in Australia. For
example, in early colonial Australia, “White” referred to British people, but by the 1960s
“White” came to include Northern European people and eventually other European people

including Southern Italian, Greek and Maltese people. This is also explored by Warwick

1 In using the term “dominant racial culture” | agfarring primarily to race but also the culturer (fo
example ideals) that surrounds this group. | ackedge that there are other aspects to dominant
culture, including class, gender, sexuality, geraigat ability and highlight that this thesis doe$ no
attempt to address these elements within the cbwifethe topic, due to their large scope and the
inability to do them justice here.
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Anderson, an academic based in Sydney, Australia with a background in biology, medicine
and public health and an interest in race. He states that ‘during much of the nineteenth
century, being “White” in the Australian colonies usually meant claiming British ancestry’ while
later, it sometimes became diffused into the general, and more obscure, category of
Caucasian’ (Anderson 2002, p. 2). | argue that, using the term “White” is appropriate, and
consistent with an approach used by Emma Kowal, a medical doctor and anthropologist
working extensively in Aboriginal health research in Australia. She writes that:

Calling my research participants “White” does not intimate that they all had
White skin or identified as White...[ ]..Rather it implies that they willingly and
unwillingly, knowingly and unknowingly, participate in the racialized societal
structure that positions them as “White” and accordingly grants them the
privileges associated with the dominant Australian culture. (Kowal 2008, p.
341)

This is reiterated by Kelly (2008) who highlights in her PhD thesis that in Australia, “White” or
“Whitefellas” is a term used (a) by many Aboriginal people to name White people in relation to
themselves and (b) some White people (including myself) to describe themselves in relation to

Aboriginal people, especially when discussing issues related to colonisation.

Therefore in this thesis, | do use the term “White”. When | began this research, | did not feel
comfortable using this term but | now recognise its importance. Using the term White
acknowledges the racialised nature of Whiteness, rather than leaving it an unmarked,
unnamed and invisible category (Frankenberg 1993). It also identifies that | do not report on
the experiences of non-Aboriginal people who are also non-White (for example Asian people)
in this research, an important aspect highlighted by (Kowal and Paradies 2005). | use the term
“White” to refer to the White people | interviewed in this research. | use “non-Aboriginal” if this
was used by a participant in an interview and when citing from a source that refers specifically

to “non-Aboriginal” or “non-Indigenous” people.

As explained in Footnote 4 (page 8), | use the term Aboriginal, rather than Indigenous, when
referring to the Aboriginal people involved in this study as that is the preference of the
participants themselves. | also use the term “non-White” to refer collectively to groups of

people who are not White, when not solely nor specifically referring to Aboriginal people.
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4.1.3. The importance of addressing race
Regardless of the controversy associated with defining and using the term race and related

concepts, it has been identified as important to incorporate into everyday language and
research. In order to move past racism, it is necessary to acknowledge race (Omi and Winart
1994). Race has been a crucial factor in the formation of Australia and Australian history and
talking about race is important because ‘stopping people talking about it actually inhibits the
ability of those who want to confront the likes of Pauline Hanson’ (Stratton 1998, p. 13).
Krieger (1996) suggests that the discomfort around language that describes race relates to the
fact that such language exposes, or challenges us to articulate the frameworks and
assumptions that inform our work. She stresses that unless terms are clearly defined and
truths about race and racism are confronted, then research and programs cannot take into
account how health is shaped by, for example, discrimination, culture, slavery and conquest.
Consequently, | have chosen to address race in this thesis in order to use it as a lens through
which to explore how practice in Aboriginal health might be improved, in the areas of N & D
and OP.

4.1.4. Race in the N & D and OP literature
A search of publication trends was conducted to identify whether race had previously been

explored in the context of N & D and OP.

Search strategy
Searches were performed in February and April 2011 using Medline and CINAHL databases

separately. These databases were chosen using the same rationale described in Section 3.2;
that is to identify the extent to which race had been explored in the literature that the majority
of N & D and/ or OP health professionals/ researchers would be most likely to access. Six
different searches were performed in each database (Table 4.1).
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Table 4.1: Searches performed in Medline and CINAHL databases to identify research in
nutrition and dietetics and obesity prevention related to race

Keyword search Number of papers identified
Medline CINAHL

Race and (nutrition or dietetics or dietitian 1630 1537

or dietician)

Race and (nutrition or dietetics or dietitian 143 232

or dietician) and social®

Obesity and race 2049 1095

Obesity and race and social* 196 180

Obesity prevention and race 27 95

Obesity prevention and race and social 4 13

AUsed as a key word in light of my focus on a social view of race

Discussion
From Table 4.1, it would appear that there is a plethora of literature about N & D and obesity

and race, with Medline returning 1630 and 2049 papers respectively, and CINAHL 1537 and
1095. However, the high number of papers returned is deceiving. First, when consulting the
titles, the majority of these papers appeared to be irrelevant because it was not obvious how
many of them were connected to race. Second, when the title did clearly indicate that the
paper was connected to race, this connection was generally between nutrition/ health/ weight
outcomes or prevalence and different racial groups. That is, these papers appeared to be
comparing physical activity, dietary intakes, dietary behaviour, anthropometric measures,
dietary attitudes, weight status or obesity prevalence between different racial groups. The
majority of these studies use a form of statistical inquiry or numerical reporting.

The search was narrowed using the keyword “social” to try and capture if there was any
literature focussed on a more social view of race, or research using social research methods.
This did significantly reduce the number of papers identified by the databases with Medline
returning 143 and 196 for N & D and OP respectively and CINAHL 232 and 180. However,
from a detailed look at this literature, it did not appear to differ significantly from that identified
in the search without the keyword “social”’. That is, it was still primarily concerned with
reporting differences in nutrition or weight outcomes or prevalence between different racial
groups. There did not appear to be use of social research methods. The majority of these
studies were from the USA and the racial groups were generally black and White Americans,
or White Americans and another group such as Mexican or Hispanic people.
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This search indicates that in the areas of N & D and OP, the literature around race is primarily
concerned with health outcomes between different racial groups. The implication here is that
race is used as a way of classifying people based on characteristics/ attributes rather than as
a social construction. This is similar to an approach identified in nutrition literature as political
arithmetic (Murcott 2002) when social issues (for example race) are used to attempt to explain
nutritional issues (such as dietary intake or weight status). It has been identified that while
some may consider approaches like this to be social nutrition research, they do not illustrate
experience or consider how different contexts affect experience (Schubert, Gallegos et al.
2011). Therefore, there is a lack of literature in the areas of N & D and obesity prevention that
truly explores race from a social perspective. Furthermore, there is a lack of literature about
Indigenous peoples as a racial group worldwide, and there is a definite lack of literature about
Australian Aboriginal people. There is very little literature that uses race as a social
construction to explore practice of health professionals. It is important to note that this review
was only performed in two databases which have a primarily medical/ allied health focus. It is
possible that some literature exists in these areas in other disciplines, such as sociology.
However, the majority of dietitians and OP practitioners/ researchers would be less likely to
search for information or publish in these alternate areas. Consequently this review was
limited to searching those databases that would be commonly used by this group of
professionals and therefore can be considered the “mainstream” or “popular” discourse source
for their work and research.

In summary, this search of publication trends demonstrates that there is a lack of discussion
about race, as a social construction, in the areas of N & D and OP. While the health of
Aboriginal people in Australia is an area of interest in both N & D and OP (as highlighted in
Chapters 2 and 3), this has not been explored in the context of race. Hence there is a gap in
the literature about what an exploration of race could bring to N & D and OP in the area of

Aboriginal health.

4.2. Whiteness Theory
Whiteness theory/ studies refer to an emerging area of race studies where race is critiqued in

terms of the dominant, White culture. A key writer is Ruth Frankenberg (1957-2007), a
sociologist who was instrumental in the development of the field of Whiteness Studies and
author of the seminal Whiteness text “The Social Construction of Whiteness: “White Women,
Race Matters”. She described Whiteness as (a) a location of structural advantage/ race
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privilege, (b) a standpoint from which White people look at themselves, others and society and
(c) a set of cultural practices that are usually unmarked and unnamed (Frankenberg 1993).
Aileen Moreton-Robinson, a Geonpul woman from Quandamooka (Moreton Bay, Australia)
and an academic who has written in the areas of Whiteness, feminism and Indigenous

sovereignty describes Whiteness:

Whiteness remains the invisible omnipresent norm. As long as Whiteness
remains invisible in analyses “race” is the prison reserved for the “Other”.

(Moreton-Robinson 2000, p. xix)

She highlights there are many different ways of constructing and using Whiteness theory,
demonstrated by its application in varied disciplines and from multiple theoretical perspectives,
including feminism and education (Moreton-Robinson 2004). Historically, Whiteness was
given meaning only in relation to “other” races because the power and privilege it accrued had
severe implications for these “other” groups (Carey and McLisky 2009). However, Whiteness
is an increasingly important field of study in naming “White” as a race and White people as an
important part of racialised discourse. By identifying this position of White authority, one can

move towards undermining it (Dyer 1997).

4.2.1. Historical overview
Whiteness studies emerged in the international literature in the 1990s from critical race theory

and scholarship from African-American writers.

Early African-American authors
Prior to the emergence of Whiteness theory in the 1990s, there is a body of work from African-

American scholars that is now seen to precede Whiteness theory (Moreton-Robinson 2004).
These scholars describe the lives of African-American people and make some reference to
White people. This work ‘illuminated the significance of Whiteness as a discursive formation
that has material effects, shaping the lives of both White and non-White people’ (Moreton-
Robinson 2004, p. viii) and this work sought to point out that ‘race in the US was not a ‘Negro

problem’ but a ‘problem among Whites’ (Roediger 1991, p. 6)

William Edward Burghardt (W.E.B.) Du Bois (1868-1963), a Black American sociologist, writer
and civil rights activist born in the late 19t Century, has written extensively on the topic of
White supremacy. One of the most famous of these writings is “The Souls of White Folk”,
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originally published in 1910 and then revised and republished in 1920 (Du Bois 1969). Du Bois
was one of the first to identify Whiteness and White privilege:

...long before the recent discourse on racism and critical White studies, Du
Bois called into question White superiority and White privilege, and the
possibility of White racelessness and/ or White racial neutrality and
universality (Rabaka 2007, p. 2).

For Du Bois, writing about White supremacy was not only to provide a radical criticism of
racism, but also to provide an affirmation of black humanity (Rabaka 2007). In this key writing,
he presents his views about race relations in the context of Whiteness, including

demonstrating the dominance of White supremacy:

How easy, then, by emphasis and omission to make children believe that
every great soul the world ever saw was a White man’s soul; that every great
thought the world ever knew was a White man’s thought; that every great
deed the world ever did was a White man’s deed; that every great dream the

world ever sang was a White man’s dream.’ (Du Bois 1969, p. 31)

As his writings in White supremacy developed, Du Bois developed his “gift theory”. This theory
highlighted what Black people could “add” to society, or what they brought to American
society. This includes a ‘meekness and humility which American never has recognised and
perhaps never will' (Du Bois 1971, p. 339), a spiritual role, a historical role and the idea that
‘modern democracy rests not simply on the striving White men in Europe and America but
also on the persistent struggle of the Black men in America for two centuries’ (Du Bois 1971,
p. iii). Therefore, in his writings, Du Bois has not only made evident the privilege and
dominance of the White man, but also the strengths of the Black man.

The American Civil War (1861-1865) was also important in the historical development of
Whiteness studies. David Roediger, a professor of history who has written about racial identity
and class, highlighted that during this time, Whiteness became more of an issue for White
workers (Roediger 1991). Prior to this time, ‘White workers could fashion identities as “not
slaves” and as “not Blacks” (Roediger 1991, p. 13). However, with the Civil War,
‘emancipation (of Black people) removed the ability of White workers to derive satisfaction
from defining themselves as “not slaves” and called into question self-definition that centred
on being “not Black™ (Roediger 1991, p. 170). There was concern that freedom for Black
people would lead to degradation for White people. Consequently, White people were required

to consider their self-identities.
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James Baldwin (1924-1987) was a Black American writer and social critic who explored issues
including race, class and sexuality in mid-20th century America. In his collection of essays
‘Notes of a Native Son” (Baldwin 1965), he discusses what it means to be a “Negro” in
America and the relationships that exist between black and White people. He talks about the
presence of “Negro” people in America and how it is not possible to return ‘to a state in which
black men do not exist' (Baldwin 1964, p. 148). He speaks of a ‘new society’ where
‘inequalities will disappear, vengeance will be exacted; either there will be no oppressed at all,
or the oppressed and the oppressor will change places’ or there will be ‘an elevation of status,
acceptance within the present community’ for “Negro” people (Baldwin 1965, p. 16).
Importantly, he highlights that ‘this world is White no longer, and it will never be White again’
(Baldwin 1965, p. 149). Through this discussion, Baldwin highlights that Black people are
there to stay in America, and have just as much right to be there as White people. It is likely
that writings such as this acted as a call for White people to start examining themselves as
racialised beings when it was identified that Black people were not simply going to disappear.
As he discusses in relation to an all “Negro” Hollywood movie - ‘the questions it leaves in the
mind relate less to Negroes than to the interior life of Americans’ (Baldwin 1965, p. 43). That
is, literature and popular media regarding black people led White people to begin questioning

themselves.

Similarly, Toni Morrison, a Black American novelist and professor, questions ‘how free | can
be as an African-American woman writer in my genderized, sexualized, wholly racialized
world’ (Morrison 1992, p. 4)? Morrison questions American literature and poses questions
related to Whiteness and blackness, for example ‘what parts do the invention and
development of Whiteness play in the construction of what is loosely described as
‘American?” (Morrison 1992, p. 9). She highlights that such a critique had not occurred in
1992 (when the book was written) because of “indifference” to these matters (Morrison 1992,
p. 9). In terms of literature, she feels that while investigations into the mind, imagination and
behaviour of slaves (African-American people) have occurred, ‘equally valuable is a serious
intellectual effort to see what racial ideology does to the mind, imagination and behaviour of
masters’ (i.e. White people) (p. 12). Similarly, | am interested in the examination of the White
health professional, and what happens in their mind, imagination and behaviour when working

with Aboriginal people.
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These writings by African-American authors and others highlighted that Whiteness exists by
bringing to the forefront White people’s reactions to black people. These authors have posed
questions and thought deeply about their role in society as black people and of not being part
of the dominant racial culture. These authors assisted in highlighting that while there has been
investigation into race at the level of the oppressed, there has been very little from the
oppressor. This provides rationale for examining the role of the White health professional in
Aboriginal health which, as indicated by these authors, has not been explored in detail.

Contemporary Whiteness Studies
The majority of contemporary writings on Whiteness studies are from the United States of

America (USA) and written in the late 20t century. Importantly, the majority of this work
positions race and Whiteness in the context of slavery and immigration, rather than with
dispossession and colonisation of Native American people (Moreton-Robinson 2004). This is a
major weakness when translating these writings to the context of Australian Aboriginal people
where dispossession and colonisation are the relevant issues for this group of people. In
addition to key authors | have already introduced (Ruth Frankenberg and David Roediger),
other key contributors to contemporary Whiteness studies include Janet Helms, Theodore
Allen, Peggy Mclntosh, Richard Dyer, Richard Delgado and Jean Stefancic. Janet Helms is a
Black American professor who has worked extensively in the areas of White and Black racial
identity, especially as they relate to counselling. Theodore Allen (1919-2005) was a self-
educated and working class individual and researcher of white supremacy in the USA. Peggy
Mclintosh is a feminist and anti-racist activist and has written in the areas of race, class and
gender privilege. Richard Dyer is an English professor of film studies. Richard Delgado and
Jean Stefancic are key writers in the area of critical race theory, which has relevance to
Whiteness theory because it assesses race, racism and power, including White supremacy
(Delgado and Stefancic 2001).

In key texts, these writers acknowledge the importance of White people beginning to talk and
write about race (Dyer 1997). This is a theme that will be picked up on again later in this thesis
in relation to the White health professionals in this study. Each of these authors explore
Whiteness, or how race is constructed in White people’s lives (Roediger 1991; Frankenberg
1993; Allen 1997; Delgado and Stefancic 1997; Dyer 1997). However, the texts differ in the
specific aspect of individual or societal Whiteness theory that they explore, demonstrating the
potential for diverse applications of this work. For example, Frankenberg (1993) explores how
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race affects the lives of White women while Dyer (1997) explores how White people have
been represented — primarily how they have represented themselves — in visual media,
especially photographs, over the course of history. These texts have paved the way for later
work in Whiteness studies, including some of which has been undertaken in Australia.

Whiteness studies in Australia
Whiteness studies remain relatively underdeveloped in Australia (Hage 1998) but there are

some texts that explore it in the Australian context; either through Indigenous people or
immigration. Generally, these two issues are explored separately. While the focus of this
thesis is Indigenous issues, some texts focussing on immigration have been included in this
discussion due to the small body of work that discusses Whiteness in the Australian context,
for example Hage (1998) and Stratton (1998). It is important to include an Australian
perspective in this thesis because this research was planned, undertaken and analysed within
the Australian context.

Ghassan Hage, born in Lebanon and now a professor of anthropology and social theory in
Australia, has written about nationalism, multiculturalism, racism and migration. In his book
“White Nation” (Hage 1998), he draws on Whiteness studies and focuses on immigration and
Indigenous issues to explore the idea of White supremacy in a multicultural society. Similarly,
Stratton (1998) explores multiculturalism and the concept of core/ mainstream culture in
Australia. Aileen Moreton-Robinson (2000) discusses Whiteness within the context of
Australian feminism and how this affects Indigenous women. Anderson (2002) considers the
construction of White Australia from a medical point of view. There are also a number of
collections of essays that demonstrate how Whiteness theory has been used in multiple
disciplines in the Australian context (Moreton-Robinson 2004; Carey and McLisky 2009).
Furthermore, the Australian Critical Race and Whiteness Studies Association (ACRAWSA)
publish an ejournal which highlights the use of Whiteness studies across disciplines and in
different contexts.

4.2.2. Whiteness theory in the N & D and OP literature
A search was conducted to identify whether Whiteness theories have been utilised in N & D

and OP research. No separation was made between international and Australian literature due
to the likelihood of a small amount of literature in this area.
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Search strategy
Searches were performed in February and April 2011 using Medline and CINAHL databases

separately. Five separate searches were performed in each database (Table 4.2). These

databases were chosen using the same rationale described in Sections 3.2 and 4.1.4.

Table 4.2: Searches performed in Medline and CINAHL databases to identify research in
nutrition and dietetics and obesity prevention related to Whiteness theories

Keyword search Number of papers identified
Medline CINAHL

Whiteness 237 35

(Nutrition or dietetics or dietitian or 0 1

dietician) and Whiteness

Obesity and Whiteness 0 0

Obesity prevention and Whiteness 0 0

Allied health and Whiteness 0 6

Discussion

| have included the total number of papers identified about Whiteness (in all areas) to
demonstrate that in itself, this is a small area of research within the medical/ allied health field.
Of those six papers identified from CINAHL about Whiteness in the area of allied health, those
that were relevant were related to social work, sexuality, multicultural education and social

identity. Two were not relevant and were related to biomechanics and tooth-whitening.

Clearly, there is an absence of research that utilises Whiteness studies in the areas of N & D
and OP. The one paper identified by CINAHL (Table 4.2), is about dental bleaching agents
and not relevant to the topic area (Zouain-Ferreira, Zouain-Ferreira et al. 2002).

This search of publication trends demonstrates that in the areas of N & D and OP, as well as
medicine and allied health, the use of Whiteness theory to guide and/ or interpret research is
minimal. As for the previous review about race, it is likely this work may be published in
journals that are not indexed in Medline or CINAHL. However, as | am trying to demonstrate
what is and is not part of popular N & D and OP discourse, it has been important to limit my

search to databases commonly used in these areas.

In summary, there is an absence of literature that brings N & D and OP together with
Whiteness theory, and an absence of literature that uses Whiteness theory to guide
interpretation and understanding of work in these areas, in particular work in Aboriginal health.

Therefore, this represents an area for growth in N & D and OP. In particular, what Whiteness
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theory can add to understandings of the term race and the role of White health professionals
in Aboriginal health.

4.2.3. Whiteness theory: key concepts
In this section | review key concepts related to Whiteness theory discussed in some of the key

texts written by the authors presented in the preceding sections. This is not a complete
summary of all concepts related to Whiteness theory; only those that are (a) important for an
understanding of Whiteness theory and/ or (b) will aid in interpretation of the data from this
research are included. Strengths and limitations of each key concept in relation to this study
were considered. Concepts identified in key texts, including major strengths and weaknesses
of each concept, are summarised (Table 4.3). | have divided these key concepts into two
areas, through which | discuss them in this thesis: (1) how White people see themselves and
(2) how White people see non-White people. | have used the term “non-White” here because
these theories position White people against a multitude of non-White groups including

Indigenous people, black Americans, Mexican Americans and Hispanic Americans.
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Table 4.3: Summary of key concepts related to Whiteness theory and strengths and weaknesses of each concept for this study

Key text Key concepts Strengths Limitations
Frankenberg »  Colour blindness/ colour evasion »  Seminal Whiteness »  Written in the Unites States of America
(1993) «  Whiteness as an “unmarked” or invisible category text «  Discussion centred on black Americans
» Race cognisance and Hispanic-Latino people, not
«  Social geography of race Indigenous people
»  White-centred standpoint
* Racially neutral
» Power evasion
Hage (1998) » Nationalism/ White nationalist/ White nation * Australian » Discussion is centred around migrants,
» Tolerance not Indigenous people
» Discourse of enrichment —
»  Discourse of Anglo decline
Helms (1984; »  White racial identity »  Stage theory (able to »  Written in the United States of America
1987) be related to results *  Focus on Black Americans, not
from this research) Indigenous people
Mclntosh (1998) »  White Privilege
Moreton- +  Standpoint of Indigenous women » Australian »  Focus on women only
Robinson »  Whiteness is invisible or “raceless” *  Focus on Aboriginal
(2000) «  Awareness of standpoints people

»  Construction of race by dominant groups

Stratton 1998

»  Official multiculturalism

»  Everyday multiculturalism

» National identity

» Removal of race from Australian discourse
e Culturalism

e Cultural Pluralism

e Core Culture

e Mainstream Australia

» Tolerance

Australian

Discussion is centred around
multiculturalism, not Indigenous people
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How White people see themselves and other White pgae
A number of authors consider how White people see themselves as White people. Authors that

consider this issue include Frankenberg (1993), Hage (1998), Stratton (1998), Moreton-Robinson
(2000), Helms (1984; 1995) and MclIntosh (1986).

Aileen Moreton-Robinson (2000) uses the example of feminist scholarship to demonstrate how
White people perceive themselves as the norm and as such, often do not feel the need to identify
their standpoint or justify their position. She highlights how historically, White feminists have
explored oppression but have not discussed their own subject position, standpoint or identified
their privilege, which is considered crucial to a discussion regarding oppression. ‘The privileged
subject position and standpoint from which White feminists conceptualise and write is not made

visible in their work’ (Moreton-Robinson 2000, p. 33) and

...the work of these feminists recognises that White race privilege makes a
difference to women'’s life chances. Yet these authors fail to appreciate that their
position as situated knowers within White race privilege is inextricably connected
to the systemic racism they criticise but do not experience

Moreton-Robinson (2000) argues that not presenting a standpoint is based on the assumption that
all women, regardless of race, have similar experiences of being a woman and therefore the
White, middle-class woman has the right to speak on behalf of all women. However she argues
that, ‘the experiences of Indigenous peoples means that their interpretation of events will be
different to White people’ (Moreton-Robinson 2000, p. 32). and that Aboriginal women ‘speak not
from a position of race privilege but from one of race oppression’ (Moreton-Robinson 2000, p. 63).
This suggests it is important to identify whether White health professionals participating in this
research identify their standpoint, and to identify my own standpoint as a White, middle-class,

female researcher. The latter is considered in Chapter 7.

Moreton-Robinson’s points are reinforced by other authors who identify that Whiteness has been
unmarked, unnamed and invisible (Frankenberg 1993; Moreton-Robinson 2000, Moreton-
Robinson 2004, Carey and McLisky 2009). Frankenberg (1993, p. 70) argues that even when it is
not acknowledged, race shapes the lives of White women: 'race shaped the lives of all the women

| interviewed in complex ways, at times explicitly articulated and at other times unspoken but
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nonetheless real’. Similarly, key spaces in society, including the health system, have been
described as being perceived as racially neutral (Moreton-Robinson 2000) when in reality they are
not. The idea of the White race being racially neutral was identified by Frankenberg (1993)
because some of the White women in her research felt that they did not have a culture. From this,
Frankenberg (1993, p. 192) advocates that ‘rather than viewing White culture as “no culture”, we
need to analyse the social and political contexts in which, like race privilege, White cultural
practices mark out a normative space and set of identities, which those who inhabit them,

frequently cannot see or name’.

White Racial Identity Theory
Janet Helms presents a theory of White racial identity (WRI) that can be used to describe how

White people see themselves in relation to people of other races. Specifically, WRI is a stage
theory or stepwise process by which White people come to develop a racial consciousness,
acknowledge and accept their Whiteness and what it means to be a White person in a society
where White is the dominant race (Helms 1984; Helms 1995). This theory was developed in the
USA and when referring to the interaction of White people with other races, generally refers to
“‘Black” (African American) people. Despite the different context, significant parts of this theory are
transferable to the Australian context and to this research. In this thesis, | specifically use WRI
theory to explore how White health professionals (including myself) recognise and come to terms
with their own Whiteness, rather than using it to explore their reactions to Black people. This fits
with ideas previously presented through Whiteness theory, which positions White people as the
agents of change.

Traditionally, racial identity theories were posed about the racial identity of “people of colour” living
in the United States of America (Helms 1983; Helms 1995). Theories of WRI are significantly
different to racial identity theories for non-White people because of power differences that result in
different processes of acquiring a racial identity (Helms 1995). WRI is likely to be a useful theory
when considering the practice of White health professionals with Aboriginal people in this
research, especially because it places a focus on the White health professional and what stage
they are at with regards to acknowledging their racial standpoint. Furthermore, WRI is important to
consider in health care because ‘diagnosis of the particular racial identity statuses governing

participants’ behaviours can make interventions potentially more relevant’ (Helms 1995, p. 191).
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In Australia, White people represent the dominant culture and Australian society is largely based
on White norms (Katz and Ivey 1977). Therefore, White people do not have to come to terms with
their Whiteness in everyday life (Katz and Ivey 1977); they can choose to exist in environments
that allow them to remain in their particular stage of racial consciousness (Helms 1984). In fact,
many White people, living securely in the dominant racial culture, do not acknowledge that they
belong to a race and in doing so they deny the attitudes and values that are often associated with
the White race (Helms 1984). By denying their Whiteness, White people are able to deny any
personal responsibility that they may have for racism (Katz and Ivey 1997). As White people are
the benefactors and beneficiaries of racism in societies dominated by White people, for White
people to have healthy racial identities, they need to increase their awareness of racism and how
it can work to their advantage (Helms 1993). Being comfortable with using the term “White” is a
necessary step in developing a WRI (Helms 1993).

Helms describes six stages of WRI (Helms 1984; Helms 1995) (Table 4.4). This model is
designed to be interactive and permeable because individuals may be in more than one stage at
once and/ or move between stages (Helms 1995). Table 4.4 also details how the stage of racial
identity relates to how White people see themselves or other White people. Every individual has
the potential to move through the six stages; when all stages have been experienced this is called
‘maturation” (Helms 1984; Helms 1995). Whether or not maturation is achieved depends on an
individual’s unique cognitive processes and the racial environments and issues to which they are
exposed (Helms 1984; Helms 1995). The stages are designed to enable the processing of
increasingly more complex racial information; consequently an individual who has experienced
more stages will have more mechanisms through which to process race-related material and

respond to situations (Helms 1995).
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Table 4.4: The stages of White Racial Identity as described by Janet Helms (1984; 1995) including general characteristics of White people in each
stage and their responses to themselves and/ or other White people

Stage General characteristics Responses to self/ other White people
Contact  Ignore racial differences or see them as unimportant Unaware of themselves as having a race
» Have the idea that ‘people are people’ Denial, obliviousness or avoidance of anxiety-evoking
racial material
Disintegration »  Become aware that racism exists Forced to acknowledge that he or she is White; usually
Caught between internal standards of human decency accompanied by feelings of guilt & depression
and external cultural expectations Acknowledgement that if they conform to White norms then
this may be denying black people humanity by treating
them in a racist manner BUT if violates the White norms
that advocate mistreatment of blacks, may be ostracised
by other Whites
Disorientation, confusion & suppression of information
Reintegration » Tendency to stereotype Positively biased towards own racial group
»  Characterised by fear and anger, may be hostile towards Distortion of information in an own-group enhancing
Blacks manner
Pseudo- » Interested in racial group similarities & differences Passivity - the previous motivation to either avoid or seek
independence «  Cross-racial interactions occur but may be limited to blacks no longer exists
black people perceived to be ‘special’ or similar to Whites Re-shaping racial stimuli to fit one’s own ‘liberal’ societal
framework
Immersion/ »  Tries to understand ways in which they contribute to, and Process of re-education (self and other Whites)
Emersion benefit from, White privilege & racism

Searching for an internally defined positive racial identity
as a White person

Life choices may incorporate racial activism

78



Addressing Uncomfortable Issues Annabelle Wilson

Table 4.4 (continued)
Stage General characteristics Responses to self/ other White people
Autonomy »  Values cultural diversity & accepts racial difference e Secure in their racial identity
» Actively seeks opportunities to be involved in cross-racial » Has the capacity to relinquish the privileges of racism
interactions; approaches them with respect &

el » Flexible responses to racial material
appreciation

» Differences (between blacks and Whites) not perceived
as deficits & similarities not perceived as enhancers

»  Members of either racial group accepted as individuals
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White Racial Identity theory raises a number of points that can help explain how White people see
themselves. For example, the stage of WRI that a person is at will affect how they work with White
people, in particular those who may be working through an awareness of their own racial identity.
More aware White people play a role in assisting other White people to develop a racial identity.
Helms (1984) also discusses how White health professionals (counsellors) at different stages of
racial identity may relate differently to their White clients in relation to race issues that are raised
(Table 4.5). When two people work together they generally bring with them different stages of
racial identity (Helms 1984). Identifying which stage each person is at enables predictions about
the quality of their relationship and working outcomes related to race (Helms 1984). For example,
responses of White counsellors in different stages of WRI to race issues raised by White clients
are listed in Table 4.5. While Helms’ work focuses on counsellors, it could equally apply to
practitioners or researchers working in N & D and OP and therefore this is an important model to
consider when interpreting the practice of White health professionals with Aboriginal people in this

research.
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Table 4.5: Responses of White counsellors in different stages of White racial identity to
race issues raised by their White clients (Helms 1984)

Stage Characteristics
Contact » Ignores or minimises racial issues that impact on the White
client

»  Knows that while some White people are biased against blacks,
therapists should not be and the therapy skills taught should be
applicable to all clients, regardless of their race

Disintegration » Been exposed informally to the idea that typical counselling
techniques do not work with Black clients

» May suggest that there is no way that Blacks and Whites can
interact effectively (idea likely to be passed onto client)

Reintegration » Believes that they should not be biased against Blacks
(equalitarian philosophy implicit in most training programs)

»  Attempts to hide negative feelings towards blacks but may still
come across e.g. in body language

Pseudo-independence »  Can provide the client with information and guidance to help
them understand racial issues that impact on them

»  Counsellor's knowledge is more intellectually diverse than it is
affectively diverse

 Difficulty in empathising with emotional dimensions of clients’

concerns
Immersion/ Emersion N/A not identified as a stage in Helms (1984)
Autonomy »  Willing to tackle real racial issues

» Actively searches for racial issues of feel they would be
beneficial to therapy

» Feels comfortable in own racial identity

» Able to empathise with client’s frustration and anger — even
when directed at White people

» Able to assist the client in their search for a more tolerant world

Similarly, Helms identifies that the WRI of researchers is important. Helms (1993) encourages
White researchers to be more self-conscious in their inquiries when doing cross-cultural research.
Unresolved White identity issues can have a negative impact on the research process and
outcomes, because the assumptions associated with unresolved White identity impact on
decisions that researchers make. If appropriate decisions are not made and alternative race-
related cultural perspectives are not identified, there is a risk that the researcher will add to the
‘existing body of racially oppressive literature’ (Helms 1993, p. 242). Therefore this thesis involves

an examination of my own WRI (Section 7.3.3).
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White privilege

White privilege is another important concept to consider when identifying how White people see
themselves. Peggy Mclintosh (1986, p. 1) describes White privilege as an ‘invisible knapsack’ or
‘package’ of unearned assets that White people can count on ‘cashing in’ every day. She
describes 46 things that White people can do without being concerned about their race, or
reactions of others because of their race, including speaking in public, renting a house or being in
the company of people from the same race. She describes how Whiteness acts as a form of
protection from many things, including hostility, distress and violence. Importantly, she highlights
the invisibility of White privilege — White people are ‘taught to recognise racism only in individual
acts of meanness’ rather than ‘in invisible systems conferring unsought racial dominance from
birth” (McIntosh 1986, p. 18). White people are taught not to see the ‘unearned power’ (Mclntosh
1986, p. 13) that White privilege confers upon them. Mcintosh (1986, p. 19) questions what White

people will choose to do with this advantage when they become aware of it:

...it is an open question whether we will choose to use unearned advantage to
weaken hidden systems of advantage, and whether we will use any of our
arbitrarily-awarded power to try to reconstruct power systems on a broader base.

Therefore, it is of interest to consider whether White health professionals working with Aboriginal

people are aware of White privilege, and if so, what they do with this awareness.

Using key concepts of Whiteness theories, in this section, | have shown that there are multiple
ways that White people perceive themselves. These concepts will be revisited in Chapters 7-11 in
the context of myself as a White researcher and the White health professionals who were
participants of this PhD research. In the next section, | consider how White people see non-White

people, using further concepts of Whiteness theory.

How White people see Aboriginal people
A number of authors also discuss how White people see non-White people. For the purposes of

this research, non-White can be extended to include Australian Aboriginal people. Authors that
consider this issue include Frankenberg (1994), Hage (1998), Stratton (1998), Moreton-Robinson
(2000) and Helms (1984). Of interest to consider is the extent to which reactions to non-White
people presented by these authors are observed in the White health professionals participating in

this research.
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Frankenberg identified two concepts to describe White women’s reactions to non-White people.
First, “colour-blindness” which refers to ‘a mode of thinking about race organized around an effort
to not “see”, or at any rate not to acknowledge, race differences’ (Frankenberg 1993, p. 142).
Colour blind women believed that acknowledging race difference was an act of prejudice. These
women felt ‘it was “bad” to see difference and “good” not to’ (Frankenberg 1993, p. 146) while
‘seeing race meant being racist and being racist meant being “bad™ (Frankenberg 1993, p. 147).
Frankenberg however, argues that avoiding naming colour is also a way to avoid acknowledging
power differences present between races (1993). Colour blindness, which is essentially selective
acknowledgement of a person’s racial difference, is a form of oppression because it denies the
effect that race has in people’s lives. For example, referring to Jewish people as a religion rather

than a race, which

involves a selective attention to difference, allowing into conscious scrutiny —
even conscious embrace — those differences that make the speaker feel good but
continuing to evade by means of partial description, euphemism, and self-
contradiction those that make the speaker feel bad (Frankenberg 1993, pp. 156-
157).

The second group of women identified by Frankenberg (1993) were race cognisant. These
women believed it was important to acknowledge difference and they were more likely to identify
themselves as White people. These women understood that race makes a difference in people’s
lives and they felt that racism is a significant factor in shaping contemporary society of the USA
(Frankenberg 1993). Importantly, race-cognisant women were able to identify that all White
people, including themselves, had a role in racism. They actively questioned their role in racism
and how to proceed when they felt that they had been involved in racism. They were also keen to
‘engage systematically in the process of making change’ (Frankenberg 1993, p. 187) and this
included speaking about issues (those who ‘transformed silence into language’) and activism
(those who ‘transformed language into action’) (Frankenberg 1993, p. 176). Of interest to consider
in this research is whether White health professionals exhibit signs of colour blindness or race

cognisance.

Ghassan Hage (1998) describes a White Nation fantasy which is one way that White Australians

may react to non-Whites. This “fantasy” is created by White people in response to multicultural
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Australia and can be considered ‘a fantasy position of cultural dominance born out of the history of
European expansion’ (Hage 1998, p. 20). Hage (1998, p. 18) describes how White people,
whether they are racists or multiculturalists, ‘share a conception of themselves as nationalists and
of the nation as a space structured around a White culture, where Aboriginal people and non-
White “ethnics” are merely national objects to be moved according to a White national will’. Hage
(1998) argues that many of the practices that are perceived to be racist (such as tearing a head
scarf from a Muslim woman’s head) are in fact nationalist, because they result from a White
person’s concern with national space. That is, much of the negative responses of Australian
people to immigration, particularly Asian immigration, are due to a concern with an invasion of
national space. Therefore, he argues that White nationalists are concerned with continually
asserting their White dominance and Whiteness, which is expressed through their need to

“control” who does and does not occupy Australian space.

Similarly, Stratton (1998) discusses the concept of Australian national identity that has been
proposed by individuals such as Pauline Hanson, founder of the One Nation political party.
Hanson presented a view that Australia should have a ‘unified and homogenous’ culture (Stratton
1998, p. 39). This view of national identity is exclusive of the Aboriginal and Torres Strait Islander
accounts of history that have been important in the development of an Australian national identity.
Stratton (1998) describes how John Howard, previous Prime Minister from the Liberal party,
referred to a “core culture” which is the culture of “mainstream” Australia. This “core culture” is a
culture of the elite and of the majority. Immigrants and Aboriginal people are encouraged to
assimilate into this “core culture” of “mainstream” Australia. For example, Howard and Hanson
have advocated for Aboriginal and Torres Strait Islander people to be considered ‘ordinary
Australians’, where they do not receive any special recognition or benefits, such as financial
assistance (Stratton 1998, p. 42). However, Aboriginal and Torres Strait Islander peoples have
continued to argue that they be ‘regarded as racially distinct’ and that their diversity be
appreciated (Stratton 1998, p. 42). It is important to consider whether Aboriginal accounts of
history are acknowledged by White health professionals participating in this research and

participants’ views about how Aboriginal people should be regarded.

Hage (1998) describes “tolerance” as one way in which White people in Australia respond to

Aboriginal people and migrants; White people are “tolerant” of or “put up with” the cultural diversity

84



Addressing Uncomfortable Issues Annabelle Wilson

in Australia. He describes how the concept of tolerance is only relevant to the dominant culture,
because those who are in a position to be tolerant are also in a position to be intolerant (Hage
1998). He describes tolerance as another nationalist practice, because it is concerned with
managing national space (Hage 1998, p. 94). That is, White people can choose who to be tolerant
of (Hage 1998; Stratton 1998). For example, after the White Australia Policy was abolished and
the migration of non-White people into Australia began, Australia became more tolerant of
European people who began to be considered part of the ‘cultural core’ (Stratton 1998, p. 84).
Hage (1998) argues that tolerance and intolerance tend to co-exist because even when people
are encouraged to be tolerant of difference, the power to be intolerant is not taken away from
them. That is, the advocacy of tolerance never really challenges the intolerant person’s capacity to
exercise their power to be intolerant (Hage 1998). However, intolerance may also be more covert.
This idea of tolerance presented by Hage (1998) highlights how the public perception regarding
the ways ethnic people are treated is often different to how they are really treated i.e. Australia is
generally perceived by White people as a tolerant society, but White people still hold the power to
be intolerant, and this is often exercised, as a nationalist practice. In relation to this research, this
calls into question whether white health professionals are tolerant or intolerant of Aboriginal

cultural and personal values and preferences.

Hage (1998, p. 117) also describes the ways in which White Australians respond to people of
other cultures through the ‘discourse of enrichment’, which he refers to as ‘a manual for the proper
usage of ethnics’. This refers to the idea that migrants and others from different cultural and racial
backgrounds in Australia exist for the sole purpose of “enriching” the dominant culture. This is
reflected through the idea of the multicultural fair where food, music and other elements of
different cultures are on show. Traditionally, White people have walked around at these fairs to
“take in” the culture/s on show and “enrich themselves” from ‘the various stalls of neatly positioned
migrant cultures’ (Hage 1998, p. 118). Hage (1998, p. 122) considers a similar concept in relation
to Aboriginal Australians, where they are seen as useful when they can add an element of
Australianness to Australia, but once they have done that they are no longer useful and should
‘please go back to your bush so we can enjoy being enriched without you annoying us with your
presence’. This raises questions about where Aboriginal people and their preferences and needs

fit within mainstream health systems.
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Moreton-Robinson (2000) discusses how Aboriginal women are perceived by White women to be
a group on which they can pass comment and judgement, from their often unacknowledged,
White-centred standpoints. While many White women who perceive themselves as being anti-
racist are often well-intentioned towards Aboriginal women, ‘their behaviour and intentions have
not always been interpreted in the same way by Indigenous women’ (Moreton-Robinson 2000, p.
94), and this may also be the case for White health professionals. For example, White feminist
anthropologists have interpreted the histories of Aboriginal women from their White-centred
standpoints and this can result in the publication of partial truths about Indigenous peoples. White
women will continue to ‘unconsciously and consciously exercise their race privilege’ (Moreton-
Robinson 2000, p. 127) and this affects how they interpret and perceive Aboriginal women.
Importantly, White women tend to forget that Indigenous women pass judgement on their White
standpoints. That is, Indigenous women do not necessarily hold the standpoints of White women
in the same regard as White women hold them (Moreton-Robinson 2000). This is important for

White women to remember when working with Aboriginal women.

In this section, | have demonstrated there are different ways that White people respond to non-
White people, which can be extended to Aboriginal people.
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4.3. Chapter Summary
In this chapter | argued that providing a single, workable definition of race is a challenge because

of the multiple definitions that exist. However, it is an important concept to consider when working
in a country like Australia where race has been an important element of history (Stratton 1998)
and can enhance our understandings of interactions between different racial groups. | discussed
the emergence of Whiteness theory in the 1990s in the USA, primarily from African American
writers who sugges