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pants, the ACCC is investigating claims in the media about
some practices and whether they are in the best interests of
the community (Lin Enright, Director, Public Relations,
ACCC, personal communication). The ACCC should heed
the results reported here.

It is only two years since the review of direct-to-consumer
advertising of pharmaceutical products in Australia.7

Although the review recommended against direct-to-con-
sumer advertising, the subject is under continuing review,
and some within the pharmaceutical industry are still
pressing for change, maintaining that such a facility would
enable them to provide important educational information
about drugs to the public. Similar moves to relax laws
relating to direct-to-consumer advertising are also occurring
in Europe and Canada.8 The information reported by Loke
et al on journal advertisements suggests that direct-to-
consumer advertising is likely to be uninformative and
promotional rather than educational in nature.

Where should we look for guidance on appropriate stand-
ards for advertising pharmaceutical products? Medicines
Australia polices a voluntary code of conduct that aims to
set “standards of conduct for the activities of companies
when engaged in the marketing of prescription products”.9

This document places more emphasis on what not to do
when promoting medicines, rather than offering guidance
on how to provide balanced advice to clinicians about the
efficacy and safety of medicines. Perhaps we should pay
more attention to the advertising standards maintained in
other industries. Generally, advertisements for technologi-
cally sophisticated products include prominent displays of
their specifications, performance and selling price. Is it too

much to ask that advertisements for modern drugs provide
similar information? In an era of evidence-based medicine
this should include data on the absolute effects of therapy,
such as the response rates with and without treatment, and
the number needed to treat, in order to avoid the ambigui-
ties of relative measures such as the relative risk reduction. It
would be best if this information related to comparisons
with established therapies, not just placebo. Clinicians
should also be told the dispensed price of the drug under the
Pharmaceutical Benefits Scheme.

David A Newby
Lecturer, Clinical Pharmacology, University of Newcastle, Newcastle, NSW

David A Henry
Professor of Clinical Pharmacology, University of Newcastle, Newcastle, NSW

1. Loke TW, Koh FC, Ward JE. Pharmaceutical advertisement claims in Australian
medical publications. Is evidence accessible, compelling and communicated
comprehensively? Med J Aust 2002; 177: 291-293. 

2. US Food and Drug Administration. Federal Food, Drug, and Cosmetic Act.
Available at: <http://www.fda.gov/opacom/laws/fdcact/fdctoc.htm>.

3. Angell M. The pharmaceutical industry — to whom is it accountable? N Engl J
Med 2000; 342: 1902-1904.

4. Association of Medical Publishers. The value of medical journal advertising.
<http://www.amponline.org/Media/Medical_Journal_Ad_Overview.pdf>.
Accessed 4 July 2002.

5. Neslin S. ROI analysis of pharmaceutical promotion: an independent study:
E xecu t i ve  sum mar y.  2001 .  < h t t p : / /ww w. rapps t udy. o rg /M ed ia /
Executive_Summary.pdf>. Accessed 4 July 2002.

6. Avorn J, Chen M, Hartley R. Scientific versus commercial sources of influence on
the prescribing behavior of physicians. Am J Med 1982; 73: 4-8.

7. Galbaly R. National competition review of drugs, poisons and controlled sub-
stances legislation. Canberra: Therapeutic Goods Administration, 2000. Availa-
ble at: <http://www.health.gov.au/tga/docs/html/rdpdfr.htm>.

8. Watson J. EC moves towards “direct to consumer” advertising [news]. BMJ
2001; 323: 184.

9. Medicines Australia. Code of Conduct. <http://www.medicinesaustralia.com.au/
Medicines/public/code-June%202001.pdf>. Accessed 12 July 2002. ❏

Broadening the focus of research into the health 
of Indigenous Australians
We know the problems — we need to seek solutions rather than more statistics

IN 1990, while the Royal Commission into Aboriginal
Deaths in Custody was in progress, a group of Aboriginal
women requested a meeting with the Federal Minister for
Aboriginal Affairs so they could talk with him about issues
of deep concern. They were granted 10 minutes. Two
minutes into the meeting, as they told the Minister of the
escalating incidence of violence within our communities, the
Minister interrupted: “I know the problem. You tell me
some solutions.”2

Most Indigenous Australians regard research and
researchers with cynicism and suspicion. We have good
reason. We have been researched to death and beyond.

Research does have an important role in helping find
solutions. It can uncover what is happening and why. If
designed and implemented appropriately, it can navigate a
way forward and show what is, or is not, working. An
accurate description, analysis and understanding of “prob-

lems” determines the actions of activists, workers in the
field, policy-makers and service providers. Research there-
fore has a vital role to help inform both Indigenous peoples
in their pursuit of appropriate services and non-Indigenous
policy makers as we work together.

In this issue of the Journal, Williams et al (page 300),
reporting on assault-related admissions to hospital in Cen-
tral Australia, conclude: “. . . assault-related admissions to
hospital in the proportions we describe suggest a significant
public health problem that requires attention.”2

Their article is important, if only to strengthen the voices
of Aboriginal women, who have been saying for some time
that violence, in its many forms, is escalating at an alarming
rate within our communities.3 But more is needed. Williams
et al present their results from a reductionist research focus
on morbidity and mortality. These parameters represent
only the end-result of a vicious cycle of violence — a cycle
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that has had profound and lasting impacts on Indigenous
families and communities across generations.4 No reference
is made to the context, which embraces where, why and how
such violence is occurring. A reference is made to “many
resources . . . developed to assist healthcare workers, com-
munities and individuals with alcohol and violence”, but
these are not discussed.

Research into the health status of Indigenous peoples
must begin to focus beyond statistical data. For research to
have value and to be of benefit, we must try to find out if the
strategies referred to are working or not, and why.

Some researchers have observed that “there is abundant
evidence that psychosocial factors have a profound impact
on health”, but that “little research to date has targeted the
possible biopsychosocial pathways by which social, environ-
mental and contextual conditions of living affect health”.5

Indeed, the Australian Institute of Health and Welfare,
while recognising the multiplicity of factors that might
account for poor health status, relies predominantly on
biomedical indicators of health.9 This fails to embrace the
less easily measured aspects of community living and wellbe-
ing, now deemed to be of prime importance by Indigenous
peoples and public health researchers alike.7

The 1986 Ottawa Charter of Health Promotion outlines
the fundamental conditions and resources for health: peace,
shelter, education, food, income, a stable ecosystem, sus-
tainable resources, social justice, and equity, which requires,
among other things, equity in housing, education, income,
and social power.8 Its principles resonate strongly with
punyu. The word punyu, from the language of the Ngaring-
man of the Northern Territory, explains that concepts and
functions of health or wellbeing must be considered from an
interdisciplinary and multidisciplinary approach. Punyu
encompasses person and country, and is associated with being
strong, happy, knowledgeable, socially responsible (to “take
a care”), beautiful, clean, and safe — both in the sense of
being within the law/lore and in the sense of being cared
for.9 Being well would therefore be an “achieved quality,
developed through relationships of mutual care”.10

We do not have peace in Indigenous communities, and all
the other prerequisites listed here for health and wellbeing
are also left wanting.

The Ottawa Charter and the subsequent Sundsvall State-
ment bring into sharp focus the connectedness between
human beings, their physical and social environments and
their health and wellbeing. They emphasise that

“Health is created and lived by people within the settings of
their everyday life; where they learn, work, play and love.
Health is created by caring for oneself and others, by being
able to make decisions and have control over one’s life
circumstances and by ensuring that the society one lives in
creates conditions that allow the attainment of health by all
its members.”11

This view echoes the same beliefs that underpin the quest
for equality in health, which ensures all people have a right
to be part of the process that impacts on their wellbeing at
both personal and professional levels within the health
service, education and research industries.

As we reflect on this major public health problem, we
must also consider our potential for doing things differently.
There is an appealing reciprocity about the Indigenous
punyu and the Western new public health movement, with
its strong ecological framework. There exists an opportunity
for strong partnerships between Indigenous and non-Indig-
enous healthcare professional educators and practitioners in
shaping or reshaping the future education of healthcare
professionals and meaningful health research, even research
that focuses on violence.

The Minister was right. We do need to focus on solutions.
Some Indigenous Australians have argued for process evalu-
ation research, looking at the application and outcomes of
interventions and services within our communities. The
search for solutions will have to involve greater discussion
between Indigenous and non-Indigenous researchers in
consideration of the more ecologically grounded interpreta-
tion of health promoted by Indigenous peoples, the Ottawa
Charter and the Sundsvall Statement. We must develop
ways of thinking about and engaging with problems, such as
assault-related injuries, as we work together to find better
tools for changing the wellbeing of Indigenous communities.
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