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There are currently about 156 000 Aboriginal and Torres

Strait Islander people living in New South Wales (NSW),

representing 2.3% of the total NSW population, and equat-

ing to 29% of the total Australian Aboriginal population.1

In this special issue of the NSW Public Health Bulletin, in

accordance with NSWHealth policy, Aboriginal and Torres

Strait Islander people are referred to as Aboriginal in

recognition of the fact thatAboriginal people are the original

inhabitants of NSW.

It is well known that Aboriginal people continue to experi-

ence poorer health than the general population. When the

new state government took office inMarch 2011, they gave a

commitment to continue to work on closing the gap in

Aboriginal health inequity. This commitment specifically

mentioned that the NSW Government would:

1. develop a 10-year Aboriginal Health Plan for NSW

2. hold an Aboriginal Health and Wellbeing forum in their

first year of office

3. hold, each year, an annual progress meeting with

Aboriginal community-based organisations and NSW

Health representatives

4. produce an annual progress report that measures the

performance of the health system against the Closing

the Gap agenda.2

It is now a year since that commitment was provided. So

where are we up to, what successes have we seen, and where

do we go from here? This special issue of the Bulletin

provides an opportunity to take stock, and offers a number

of perspectives on working in Aboriginal health and doing it

better in the future. We discuss the intentions behind the

Aboriginal Health Plan that is currently in development and

note the themes emerging from the consultation and how

closely these mirror the themes in each of the papers

presented in this issue.

A time for major reform
Recent reviews on Aboriginal disadvantage and Aboriginal

programs in NSW have concluded that there is a need for

fresh approaches. The NSWAuditor General, when review-

ing the former Two Ways Together – NSW Aboriginal

Affairs Plan,3 noted that: ‘while there were some gains there

remain significant challenges requiring redress.’4 The NSW

Ombudsman, in the recently released report, Addressing

Aboriginal Disadvantage: the need to do things differently5

indicated that

ysimply directing additional funds to more Aboriginal

programs and services is not the solution. Rather, it is

time for major reform in this state in relation to the

overall approach to overall Aboriginal affairs.

As a health system and service providers we must share the

same sentiment for the need to reform and overhaul the way

we do our business to ensure that it is culturally responsive

and provides a high quality service to Aboriginal people,

including people working in the sector.

Partnership is key
An underpinning principle to the waywework in Aboriginal

health in NSW is the importance of working together

with Aboriginal people, communities and organisations.
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In particular, that includes theway the public health system

works with the Aboriginal Community Controlled Health

Services. The article by Sandra Bailey and Jenny Hunt

describes the history of that partnership, and the role of

partnerships with Aboriginal people in all aspects of our

work. It is fundamental that we involve Aboriginal com-

munities in the design of services, programs and policies

through to the implementation, monitoring, reporting and

evaluation of these initiatives, and that these collaborations

are real partnerships that are mutually respectful. Many of

the other articles in this special issue also identify the

importance of partnerships to the success of the agenda to

close the gap in health disadvantage for Aboriginal people.

Effective, inclusive and meaningful planning
As part of the government’s commitment, we’re nowmore

than half way through developing a new 10-year Aborigi-

nal Health Plan for NSW. The paper by Parter, Gassner,

Atkinson and McKendrick describes the consultation pro-

cess being used, and highlights the importance of the

strong involvement of Aboriginal people and communities

throughout the planning process. It also emphasises the

need to think differently to shift commonly held values,

beliefs and biases and to challenge the status quo.6

Monitoring, evaluation and research
As well as planning to do good things, it is important to

have processes to monitor progress, assess effectiveness

and produce evidence of what works in the Aboriginal

health context. This monitoring process should occur at

every level of the system, for state, through regional and

local services to individual programs and projects. All of

the articles in this issue refer to the evidence that has

informed their work, and many describe their approaches

to evaluating work. The article by Stewart et al. takes a

view from the Ministry of Health and details the develop-

ment of a strategic approach to enhancing capacity for

research and evaluation in NSW. The article by Maher

et al. provides a program-specific example, assessing the

data on rates of cataract surgery to identify barriers to

access to eye health services for Aboriginal people in

western NSW.

Putting it all together – developing specific
programs that work
Of course, in seeking new solutions, we need to be careful

not to abandon excellent work that is already underway.

Other articles in this issue showcase some of the efforts

occurring in NSWwhere people have already successfully

embraced the need to do things differently. An example is

the Aboriginal Maternal and Infant Health Service

(AMIHS), now over a decade old. Evaluation of the

AMIHS provided evidence of success and identified

opportunities for further improvements, leading to recent

expansions of and enhancements to the AMIHS. The

article by Murphy and Best describes the history, the

approach and the outcomes achieved by the AMIHS.

Another statewide program that has developed a specific

model of care for Aboriginal people is described in the

paper by Gordon and Richards. The Chronic Care for

Aboriginal People program, like the AMIHS, shows the

importance of partnerships, planning and evaluation, and

the need for effective linking of serviceswithin and beyond

the public health system, to support a smooth journey for

Aboriginal people who must access many different provi-

ders over the course of their chronic illnesses.

At a more localised level, the paper byAlperstein andDyer

describes the development of a collaborative approach to

child wellbeing in one region. Once again, the approach is

based on meaningful partnerships (including intersectoral

collaboration), uses careful planning, sets up regular mon-

itoring and requires a long-term view.

And finally, the collection of snapshots of statewide pro-

grams offers a taste of the breadth of work required in order

to close the gap in health inequity forAboriginal people. It is

only through multiple strategies that we can address the

complexity of issues involved in Aboriginal health.

Respecting culture and tackling racism
When approaching the development of the Aboriginal

Health Plan, we asked ourselves why the unacceptable

health gap between Aboriginal and non-Aboriginal people

still existed and what should be done differently to make a

change. Despite small gains, these questions remain fun-

damental in a health system and in health service provision

that is not meeting the specific cultural and health needs of

Aboriginal people and communities. The article from the

Hunter New England Health Aboriginal and Torres Strait

Islander Strategic Leadership Committee tells the story

of a mainstream organisation that has set itself the task

of improving its ability to meet the cultural needs of

Aboriginal people at a whole of organisation level. Such

organisational change requires a long-term commitment,

amultitude of strategies and strong leadership. Once again,

partnership is a key component for success.

Where to from here?
All the articles in this special issue provide indicators to the

future of Aboriginal health. Reforming the system in ways

that increase our ability to close the health gap is a big

vision and requires all of us to re-examine our thinking.We

must continue to determine the challenges, examine and

identify the key areas in Aboriginal health where a small

shift can produce a large change. We must all move

towards changing the way we think and work with Aborig-

inal people and communities by changing our systems,
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processes, procedures and practices.We can learn from the

past, and spread the good ideas. We hope to see this

changed approach reflected in our 10-year Aboriginal

Health Plan when it is finalised later this year.

We hope that you enjoy this issue.
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Abstract: Partnership is a process that must be

recognised as a fundamental part of any strategy

for improving health outcomes for Aboriginal

people. Addressing the inequities in health out-

comes between Aboriginal people and other

Australians will require a sustained, coordinated

and well-informed approach that works to a set of

goals and targets developed with input from the

Aboriginal community. Partnerships provide the

most effectivemechanism for obtaining this essen-

tial input from Aboriginal communities and their

representative organisations, enabling Aboriginal

people to have an influence at all stages of the

health-care process. Within the health sector,

effective partnerships harness the efforts of gov-

ernments and the expertise of Aboriginal Commu-

nity Controlled Health Services, which offer the

most effective means of delivering comprehensive

primary health care to Aboriginal people.

Partnership is a process that must be recognised as funda-

mental to any strategy for improving health outcomes for

Aboriginal people, both in New South Wales (NSW) and

Australia as a whole. In 2011, the NSW Government re-

affirmed its commitment to Aboriginal health by pledging

to work with Aboriginal organisations, communities and

advocates to devise a 10-year Aboriginal Health Plan for

the State.1 In many ways NSW is at the beginning of a new

era, in which a great deal of attention and energy is being

directed across all sectors to close health gaps for Aborigi-

nal people.

Addressing the inequities in health outcomes between

Aboriginal people and other Australians, however, will

require a sustained, coordinated andwell-informedapproach,

one which is underpinned by long-term collaborations that

work to a set of goals and targets developed in partnership

with the Aboriginal community. Partnerships provide the

most effective mechanism for obtaining this essential input

from Aboriginal communities and their representative orga-

nisations, enabling Aboriginal people to have an influence at

all stages of the health-care process.

Within the health sector, productive partnerships can effect

positive change by harnessing the efforts of governments

and health providers, along with the experience and exper-

tise of Aboriginal Community Controlled Health Services

(ACCHSs). ACCHSs are not only the most effective means

of delivering comprehensive primary health care to Aborig-

inal people2 but are also a critical component of the overall

health system.3,4 Such partnerships are designed to bring the

experience and expertise of the Aboriginal community to

bear at every level of the health-care system, including the

identification of key issues, the development of policy

solutions and the structuring and delivery of services.

However, a practical approach to partnership also means

recognising that all parties in a partnership are not the same,

that there are different roles and responsibilities – and

different accountabilities. With consultations and submis-

sions for the development of the 10-year Aboriginal Health

Plan for NSW currently underway, the Aboriginal Health

and Medical Research Council of NSW (AH&MRC)

believes it worthwhile to highlight in this article some of

the key attributes of successful partnerships, both in general

and specifically with the ACCHS sector.

Advocating a partnership approach
A partnership approach has long been advocated by

government and ACCHSs as essential to addressing

Aboriginal health inequity. In 1989, Australia developed

its first National AboriginalHealth Strategy,whichwas the

result of extensive consultations with Aboriginal commu-

nities and governments around the country.5 Before the

development of this national strategy, the Commonwealth

Government had no strategic approach to tackle the chal-

lenges surrounding Aboriginal health.

The Strategy not only reinforced the important role of

ACCHSs in improving Aboriginal health, it also criticised

the ad hoc approaches to Aboriginal health which were then

prevalent. With a mandate to improve coordination and

achieve better health outcomes, the National Aboriginal

Health Strategy strongly recommended better partnerships
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between Commonwealth and state governments, and

between the Aboriginal community and government at all

levels.

Following the recommendations set out in the National

Aboriginal Health Strategy, in 1995 theAH&MRC and the

NSW Government led the country by establishing the first

NSW Aboriginal Health Partnership Agreement.6 Guided

by the principle of self-determination, the Agreement

emphasises a partnership approach and the importance of

intersectoral collaboration. The Agreement also recom-

mends that the partnership model be replicated at all levels

of the health-care process, down to regional and local

levels. Launchedwith bipartisan support, theNSWAborig-

inal Health Partnership Agreement endures today and its

founding principles remain unchanged.

In addition to the establishment of the NSW Aboriginal

Health Partnership Agreement, in 2010 the NSWGovern-

ment signed The Statement of Intent to Achieve Equality in

Health Status and Life Expectancy Between Aboriginal

and Torres Strait Islander Peoples and Non-Indigenous

Australians.7 As with the NSW Aboriginal Health Part-

nership Agreement, the Statement of Intent also achieved

bipartisan support in committing the NSW Government to

work in new, more productive partnerships with Aborigi-

nal people and their representative organisations.

Partnerships and self-determination
There are sound reasons why such initiatives recommend

partnerships with Aboriginal communities and their repre-

sentative organisations: the benefits of adopting a partner-

ship approach are well documented, both in Australia8–10

and internationally.11,12

Within a local context, a partnership approach that incor-

porates proper recognition of the right of self-determination

for Aboriginal people offers a solid foundation for improv-

ing collaborative efforts in the area of Aboriginal health.

The United Nations Declaration on the Rights of Indige-

nous Peoples lays out the principles of self-determination.

Adopted in 2007, the Declaration upholds the rights of

Indigenous peoples and calls on states to consult and

cooperate in good faithwith the peoples concerned through

their own representative institutions in order to obtain their

‘free, prior and informed consent before adopting and

implementing legislative or administrative measures that

may affect them.’13 The Declaration defines the concept of

self-determination for Indigenous peoples, in Articles 3, 4

and 5:13

Article 3

Indigenous peoples have the right to self-determination.

By virtue of that right they freely determine their

political status and freely pursue their economic, social

and cultural development.

Article 4

Indigenous peoples, in exercising their right to self-

determination, have the right to autonomy or self-

government in matters relating to their internal and

local affairs, as well as ways and means for financing

their autonomous functions.

Article 5

Indigenous peoples have the right to maintain and

strengthen their distinct political, legal, economic,

social and cultural institutions, while retaining their

right to participate fully, if they so choose, in the

political, economic, social and cultural life of the State.

Partnerships with Aboriginal organisations are far more

likely to be successful if the principle of self-determination

forAboriginal people and their community organisations is

honoured.14–16 Indeed, self-determination is the principle

upon which the ACCHS sector was founded, extending

traditions that are thousands of years old, wherein Aborigi-

nal people have long maintained the health and wellbeing

of their own communities. The first ACCHS were estab-

lished inAustralia 40 years ago on the basis that Aboriginal

people needed to take health matters into their own hands

as mainstream services continued to fail to help their

communities.17,18

There is substantial evidence to support the proposition that

health benefits follow self-determination, which can yield

positive reinforcement, cultural empowerment, improved

self-esteem and better overall health outcomes.19–22

Key principles of successful partnerships
The term partnership is very common these days, but it can

mean very different things to different people. The princi-

ples of effective partnerships in the area ofAboriginal health

have been recently articulated by the National Aboriginal

Community Controlled Health Organisation (NACCHO),

together with the Australian Human Rights Commission

(previously the HumanRights and Equal Opportunity Com-

mission), Oxfam and other organisations involved in the

National Close the Gap campaign:

Genuine partnership exists when two or more parties

join together to work toward a common goal; it is a

process of shared decision making, of negotiated out-

comes, and of mutual respect. It is an ongoing process,

and one that requires sustained effort to maintain over

time. At its heart, working in partnership means that

both parties have genuine influence – not only in

identifying issues and developing solutions, but also in

determining the form of partnership.23

Successful partnerships are the key to improving Aboriginal health
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In short, partnership is more than consultation and

more than acting in an advisory capacity. A successful

partnership requires considerable time and effort to

develop, and should occur at all stages, from initiation to

development to implementation and evaluation.

Key characteristics of successful partnerships include23:

• Respect, trust and mutual understanding between all

partners

• An acceptance that different parties will have differ-

ent roles and responsibilities

• Provision of adequate resources to all partners

• Realistic and specific objectives, usually ones that

each partner organisation would not be able to meet

by working alone

• A process of review and evaluation, which is both

qualitative and quantitative, and which assesses the

partnership process as well as its outcomes.

Successful partnerships can also be defined by what

they are not. Healthy, productive partnerships do not

involve23:

• Approaches that rely only on advisory boards and

closed-door decision making

• One party independently deciding on a course of

action and presenting it to the other for ratification

• Partners making public statements or developing

new initiatives independently and without having

first discussed the issue with the other partner.

In addition to these characteristics, partnerships in the area

of Aboriginal health will be meaningful only if they are

transparent and involve the relevant bodies that represent

Aboriginal people.

Partnerships are critical to achieve health equity for Aborig-

inal people, but in order for them to be productive close

attention must be paid to any power imbalances that exist.

Aboriginal organisations, for example, are frequently in the

position of being in partnership arrangements with organi-

sations that fund them, which inherently influences the

function and dynamics of the partnership.24 This issue needs

to be acknowledged and addressed from the outset if a

partnership is to be equal.

Common goals
ACCHSs and mainstream health-care providers undoubt-

edly share the goal of improving Aboriginal health. The

AH&MRC advocates meeting this common goal by adopt-

ing a rights-based approach to Aboriginal health initia-

tives, one in which human rights provide a framework for

addressing the consequences of the health inequality

experienced by Aboriginal people. Partnerships that are

informed by a rights-based approach employ human rights

standards to guide policy making and to influence the

design, delivery and monitoring and evaluation of health

programs and services.25 These standards include recog-

nising not only the underlying causes of health inequity,

but also how these causes are interconnected to other

issues.25

Achieving health equity for NSW will require govern-

ments, theACCHS sector and other health services to work

together towards the goal of a NSW health system that is

competent to provide good access and good care for

Aboriginal people on the basis of strong partnerships with

Aboriginal health organisations. Reaching this goal will

require a partnership process that:

• embodies the principles of self-determination

• incorporates a human rights approach to redressing

Aboriginal disadvantage and to provide sufficient gov-

ernment accountability

• describes clearly the services required to improve the

health of Aboriginal peoples in NSW

• sets out the roles and responsibilities of staff, manage-

ment, organisations and stakeholders at every level of

the system.

Conclusion
To achieve sustainable progress in addressing health

inequities, Aboriginal people must be recognised as dis-

tinct and equal partners not only in words but in action. By

agreeing on a shared vision and by working strategically in

partnership at every level, NSW can and will develop and

expand the scope, versatility and capacity of health ser-

vices to improve the health of Aboriginal people.
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Abstract: In partnership with the Aboriginal

Health and Medical Research Council of NSW

(AH&MRC), the NSW Ministry of Health is

developing a 10-year Aboriginal Health Plan for

NSW.Recent reports have highlighted the need for

significant systemic and structural change, cou-

pled with genuine engagement with Aboriginal

people. A whole health-system approach has been

adopted and is examining all the interdependent

and influencing elements that impede or facilitate

effective health outcomes for Aboriginal people.

The collaboration will develop a new strategic

framework that will provide clear direction

concerning how we address Aboriginal health in

NSW. We have done this by seeking genuine

engagement and partnership with Aboriginal

people, organisations and communities. A phased

approach has been used to develop the Plan. This

paper describes the first phase of a two-phased

approach. A discussion paper was released on

National Close the Gap Day, 22 March 2012.

Business and human endeavours are systemsywe tend

to focus on snapshots of isolated parts of the system, and

wonder why our deepest problems never get solved.

Peter Senge1

The New South Wales (NSW) Government made election

commitments to closing the gap in Aboriginal health

outcomes. Central to this commitment is the development

of a 10-year Aboriginal Health Plan. The last NSW

Aboriginal health policy and strategy, Ensuring Progress

in Aboriginal Health: A Policy for the NSWHealth System,

and NSW Aboriginal Health Strategic Plan: Better Health

Good Health Care, were published in 1999.2 There is

currently no strategic framework to guide action to

improve health outcomes of Aboriginal people in NSW

and to address the unacceptable discrepancy in life expec-

tancy between Aboriginal and non-Aboriginal people.

Theneed for systemic change to improve health outcomesof

Aboriginal people is reflected in a number of recent reports

such as the NSW Ombudsman’s Addressing Aboriginal

disadvantage: the need to do things differently3 and the

Australian Government’s Strategic Review of Indigenous

Expenditure.4 Historic responses have been unsuccessful in

closing the gap in health outcomes for Aboriginal people.

Rather than duplicating current action the NSWMinistry of

Health is considering how to both work together differently

and find new ways to address the causes of disadvantage.

This paper describes the first phase of the development of a

10-year Aboriginal Health Plan for NSW.

Designing the consultation process
The development of the Plan acknowledged the need to

ensure genuine engagement and empowerment of Aborig-

inal people throughout the process. Stuart Rees, Director of

the Sydney Peace Foundation and former member of the

NSW Reconciliation Committee, states that this engage-

ment should go beyond the ‘rhetoric of empowerment,

which may merely disguise maintenance of a disempow-

ering status quo’ and ‘seek out the people whose views are

seldomheard.’5 This approach recognises that consultation

processes have not always considered the needs of Aborig-

inal people adequately,6–8 and reflects the significant

issues raised in the NSW Ombudsman’s report which

noted that ‘government needs to adopt a very different

way of doing business with Aboriginal communities’.3

In designing the consultation and engagement process, the

NSW Ministry of Health partnered with the Aboriginal

Health and Medical Research Council of NSW

(AH&MRC) representing the Aboriginal community con-

trolled health sector, to ensure that the views of Aboriginal

people were heard throughout the entire process. The

Ministry involved the AH&MRC as partners in decision

making in relation to the design and delivery of the

consultations. To assist in the consultation, the Ministry

engaged Reos Partners, an international organisation that

builds capacity for innovative change in complex social

systems.
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The consultation process (Phase 1)
The consultation process was conducted in three stages:

• interviews with stakeholders

• regional workshops and a forum

• written consultation.

Each stage explored the question: How can we together

transform the waywe work and collaborate to significantly

improve health outcomes of Aboriginal people across NSW

over the next 10 years?

The interviews with stakeholders
Individual stakeholder interviewswere conducted between

13 and 21 October 2011 by Reos Partners. Thirty people

were interviewed from the public health system and

Aboriginal community controlled health sector. The public

health sector participants included a vertical cross-section

of the health system from Local Health District Chief

Executives and Chairs of Boards, Senior Executive in the

Ministry, to program coordinators and front-line workers.

Aboriginal community controlled health sector partici-

pants included the AH&MRC’s 12 community-elected

Regional Board Directors.

Approximately half the interviews were with the

Aboriginal community controlled health sector, and

approximately 70% of those interviewed were Aboriginal

people. This representation ensured that Aboriginal people

were the dominant voice at the centre of the consultation

process, providing input at its earliest stages. This process

supported genuine consultation with the Aboriginal

community and helped shift the power dynamic from a

power-over9 to a collaborative partnership approach. This

shift in emphasis was recognised during the interview

process, as participants acknowledged:

When you look at how things have been done in the past

and how things have been forced on people, you realise

youmust have consultation. Be up-front and honest with

people in telling them what’s happening.

Interviews like this and the forums that are going to take

place after this and getting Aboriginal people through-

out the state having their voice heard and being

involved in the whole process – is what we need.

The following themes emerged from the interviews:

• connection (relationships, consultation, linking up, trust)

• respect (acknowledgement, equality, safety, attitudes

and understanding)

• time

• funding

• workforce (supply, pathways, education, capability)

• leadership

• measurement and reporting

• accountability

• delivery models (holistic health or medical problem,

access and cultural safety, prevention and cure, health

system delivery)

• outcomes.

The regional workshops
The interviews and emerging themes informed eight region-

al consultation workshops held in Dubbo, Wagga Wagga,

Tamworth, Broken Hill, Nowra, Coffs Harbour and Sydney

between 3 and 15 November 2011. Over 200 health profes-

sionals and community members attended the workshops

convened by theMinistry ofHealth and theAH&MRC,with

attendees equally distributed between representatives of

the Aboriginal community controlled health sector and the

public health system. To ensure Aboriginal views and

perspectives were in the majority, over half the attendees

at eachworkshopwereAboriginal people. This aspect of the

consultation workshops was noted by participants:

I think we all talk about real partnership, we’ve had a

practical demonstration of what real partnership starts

to be in this room. But you do have to put some rigour in

real partnerships.

Workshop design

The approach used in the workshops had been developed

over twenty years by AdamKahane10 and the team at Reos

Partners and others including Otto Scharmer and Peter

Senge.1 Participants were involved in three different

components of the workshop:

1. exploring what’s currently happening in the health

system

2. stepping back from the detail to reflect on the current

situation and what is needed

3. identifying new ways of working to create a changed

system. Participants focused on addressing opportu-

nities for change, and identified initiatives for positive

results in the future.

Ways of talking and listening

The workshops were introduced with participants stating

where they were from to provide a context for their

life beyond work, and to emphasise an Aboriginal way of

relating to people through their connection to land and

country. Workshop leaders challenged participants to con-

sider new ways of talking and listening that could lead to

genuine inquiry and to understanding different perspectives.

One participant commented that this method allowed those

in the workshop to start to ‘see the same challenges through

new eyes’.

Participants reflected:

I need to be more conscious of trying to engage better

with Aboriginal people I work with. Listen more,
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engage more to be a better advocate and supporting

Aboriginal people. Aboriginal health is so often left off

the agenda. Taking more responsibility for that. Col-

laboration and engagement – genuinely respectful and

partnering.

We need to keep listening to what Aboriginal people are

telling us, especially the Elders who have been around a

while.

A small shift can produce a large change

In order to transform the health system to improve health

outcomes ofAboriginal people, theworkshop participants

considered the current situation by examining the inter-

connections and relationships between the different parts

of a system. This model presents a way to see what is

happening based not only on observable events, but also

on what has happened over time (patterns); it also iden-

tifies underlying structures (structures) and ways of

thinking (mental models) that influence the system.

Workshop outcomes

Participants agreed that a simple linear cause and effect

relationship did not relate to the complex problem of

Aboriginal health inequalities and that it would be more

useful to consider multiple causes and multiple effects.

Participants were encouraged to consider aspects of

change required to shift the system and improve health

outcomes of Aboriginal people. These ideas were grouped

to provide directions for action.

From the workshop discussions to identify ideas and

approaches that would make positive systemic change to

Aboriginal health outcomes inNSWover the next 10 years,

core themes emerged. These themes will provide the basis

for the elements to be included in the 10-year Aboriginal

Health Plan:

• Unified vision and definition of Aboriginal health

• Unified and integrated planning and funding framework

• Critical measures of transformation

• Outcome reviews/needs and gaps audits (state and local)

• Joined-up local strategy and action planning

• Workforce – attract, develop, sustain

• Making it happen – joined-up local action and service

delivery

At the conclusion of the workshops, participants said:

This was more a spirit building exercise for me, I was

hoping to look for something to empower me to move

forward. It was more about seeing the experience of my

community coming from different areas, I see the beauty

of our culture coming from different areas, and even

from non-Aboriginal people, the partnership. I saw that

today, it rejuvenated the spirits. I want to leave the

tiredness, the battles, and realised I don’t fight alone.

We need to maintain the shared vision we’ve experience

today to work closely together. To continue to find ways

to include the community in solution building.

I’d like to think that we see ourselves as part of a wider

team, working together for the same purpose, if pro-

blems or issues, we need to discuss and I would like to

see an integrated plan as we go forward. There seems

to be silos, and never the twain shall meet. They need to

be broken down.

NSW Aboriginal Health and Wellbeing Forum
The Minister for Healthy Lifestyles, the Honourable

Kevin Humphries MP, and the AH&MRC co-hosted a

health and wellbeing forum for senior health leaders in

November 2011. The forum expanded the findings of the

regional workshops and sought broad agreement regard-

ing the themes for the future. The forum also elicited a

number of underpinning principles to guide the deve-

lopment of the Plan. These principles are outlined in

Consultation Paper 2.

Written consultation
Along with the workshops, a written consultation process

was undertaken. Comments were sought around broad

themes. A consultation website was launched which

describes the consultation process, reports and data, and

provides background information and mechanisms to pro-

vide feedback and submissions (see http://www.health.

nsw.gov.au/publichealth/aboriginal/plan/index.asp).

Next steps
Consultation paper 2 was released in March 2012, and

detailed the findings from the interviews, workshops and

health and wellbeing forum.11 A discussion paper was

released on National Close the Gap Day, 22 March 2012.

This paper reflects the earlier consultations and proposes a

vision, definition, goal and underpinning principles for

how we work and identifies strategic directions to

improve Aboriginal health outcomes. A further report

synthesising the written submissions will complete phase

1 of the consultation process to develop the new 10-year

Aboriginal Health Plan for NSW.

The feedback from the second phase of consultation

informs the draft Aboriginal Health Plan. Details of phase

2 of the consultation process can be found online at:

http://www.health.nsw.gov.au/publichealth/aboriginal/plan/

index.asp.

Submissions to the consultation process can be made on

this website or by email to: aboriginalconsultation@doh.

health.nsw.gov.au.
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Working towards a 10-Year Aboriginal Health
Plan: the Centre for Aboriginal Health initiatives

Geraldine WilsonA,C and Jessica StewartB

ACentre for Aboriginal Health, NSW Ministry of Health
BCentre for Epidemiology and Evidence, NSW Ministry of Health
CCorresponding author. Email: gwils@doh.health.nsw.gov.au

TheCentre forAboriginalHealthwithin theNSWMinistry

of Health is responsible for policy development and

strategic planning aimed at improving the health of

Aboriginal people in NSW. The work of the Centre is

guided by both national and NSW policies. In 2007, the

Council of Australian Governments (COAG) agreed to a

partnership between all levels of government with the aim

of addressing Aboriginal and Torres Strait Islander health

disadvantage through the National Indigenous Reform

Agreement (NIRA).1 The Agreement includes objectives,

outcomes, outputs, performance indicators and perfor-

mance benchmarks agreed to by COAG, and links to other

national agreements such as the $1.58 billion National

Partnership Agreement on Closing the Gap in Indigenous

Health Outcomes.2 The NSW Government committed

$180.38 million over 4 years towards this agreement, to

be implemented through the Centre for Aboriginal Health,

including coordinating the delivery of a range of initiatives

involving Local Health Districts, Aboriginal Community

Controlled Health Services and the Aboriginal Health and

Medical Research Council NSW (AH&MRC).

In 2011 the NSWGovernment releasedNSW2021,3 a state

plan in which priority health issues and targets for achiev-

ing improvements to Aboriginal health are identified.

Also in 2011, the NSW Government committed to the

development of a 10-year Aboriginal health plan for NSW

which the Centre for Aboriginal Health, in partnership

with the AH&MRC, is developing through statewide

consultations.

To meet these policy commitments, the Centre for Aborig-

inal Health works in partnership with other NSWMinistry

of Health branches to ensure statewide policies and

programs meet the needs of Aboriginal people, including

the Aboriginal Maternal and Infant Health Service, and

the Chronic Care for Aboriginal People program (both

of which are highlighted in this special edition) as well as

programs that target tobacco, injury, workforce, housing

and oral health. The Centre also develops specific Aborig-

inal health policies and programs needed to address gaps in

the system that may not be the clear responsibility of other

branches.

The following six short reports describe programs that

address health promotion, family health, ear health, chron-

ic disease, and improving data quality in both NSW

hospitals and Aboriginal Community Controlled Health

Services. These examples highlight different strategies

used for engaging with the health system, including:

• Strategic policy development: TheNSWHealth Aborig-

inal Family Health Strategy4 and Aboriginal and Torres

Strait Islander Origin – Recording of information of

patients and clients (Policy Directive 2005–547)5

• Specific program funding for priority areas: Health

promotion program in Local Health Districts, the

Chronic Care Service Enhancement Program inAborig-

inal Community Controlled Health Services, and popu-

lation health Ear Health program

• Research funding to develop evidence: Improving iden-

tification of Aboriginal patients and the cultural compe-

tency of the health workforce in NSW hospitals.

Identifying the suitability and effectiveness of these dif-

ferent strategies for achieving health gains in different

areas will be important for the implementation of the

10-year Aboriginal health plan. Strategic policy and effec-

tive monitoring and accountability systems will be of

increasing importance as responsibility for achieving

Aboriginal health gains is further devolved to Local Health

Districts. The coordination of statewide programs that

specifically target equity issues across the health system

for meeting the needs of Aboriginal people will also

remain critical for developing evidence of best practice.

The implementation of the same program in more than one

Local Health District, Aboriginal Community Controlled

Health Service or community provides opportunities for

rigorous evaluation to determine the effectiveness of the

program in improving health service delivery and health

outcomes. The evidence produced can then be used to

inform programs across NSW.

The Centre for Aboriginal Health continues to work to

create opportunities to close the gap in health between

Aboriginal and non-Aboriginal people by working in

partnership with the Aboriginal Community Controlled

Health Services and Local Health Districts. This collection

of reports describes progress being made in addressing key

Aboriginal health issues in NSW.
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NSW Aboriginal Health Promotion Program:
lessons learned and ways forward

Ian RaymondA, Catriona McDonnellA

and Geraldine WilsonA

ACentre for Aboriginal Health, NSW Ministry of Health

Chronic disease is one of the most significant health issues

in Aboriginal communities throughout Australia. Chronic

conditions such as cardiovascular disease, diabetes,

chronic respiratory disease, and cancer are responsible

for 70%of the health gap (ill health andmortality) between

Aboriginal and non-Aboriginal people in terms of disabil-

ity adjusted life years.1,2

The Aboriginal Health Promotion Program was developed

in 1986. The aim of the Program is to prevent the onset of

chronic disease and injury in the Aboriginal population in

NSW. The program has primarily administered grants to

Aboriginal Community Controlled Health Services and

Local Health Districts to support Aboriginal health pro-

motion projects addressing key local and state priorities.

An example of a project funded under the program was the

Shake-a-leg Program, a schools-based health promotion

program targeting primary and secondary schools in the

Hunter New England region. The program aimed to

reduce preventable health conditions in Aboriginal

children through better understanding of disease processes

and prevention in the home environment. An evaluation

found a noticeable change in the health behaviours of

the children and increased knowledge of parents about

the program.

Reviews undertaken in 2007 and 2010 recommended

refocusing the Aboriginal Health Promotion Program to

align with the key priorities of the National Partnership

Agreement on Closing the Gap in Indigenous Health

Outcomes and the National Partnership Agreement on

Preventive Health. The reviews identified that a range of

promising and innovative projects were being implemen-

ted under the Program but that a number of issues were

affecting its overall performance and success. These issues

included a lack of program logic and insufficient evalua-

tion of health promotion interventions which could

identify the impact of the projects on health gains, health

outcomes and workforce capacity.

Operational Guidelines and Funding Guidelines were

developed to support the implementation of the Program.

These guidelines outlined specific program standards and

funding requirements of the Program, and provided practi-

cal guidance on the application of these standards in the

planning, design, delivery and evaluation of health promo-

tion projects.

The Centre for Aboriginal Health conducted a series of

Aboriginal health promotion capacity building work-

shops across NSW in 2010 which focused on program

logic modelling, health promotion practice and building

evidence through rigorous evaluation. The majority of

those consulted during these workshops considered the

current program’s funding allocations were too small and

often used to fund one-off, ad hoc programs which

contributed little to substantial and sustainable health

improvements.

Based on the reviews and implementation experience at a

strategic and operational level, the following policy

questions require careful consideration if the Program is

to achieve a more sustainable contribution to improve

Aboriginal health outcomes. Firstly, based on a modelled

cost benefit analysis of the Program, what would provide

best gains from the expenditure of the Aboriginal Health

Promotion Program fund? Secondly, what contribution

would either targeted allocations or small and flexible

funds to support local work make? Finally, should invest-

ment be targeted towards building the Aboriginal health
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promotion workforce including the capacity to provide

interventions at the local level?
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The Chronic Care Service Enhancement Program

Maurice TerareA, Catriona McDonnellA

and Geraldine WilsonA

ACentre for Aboriginal Health, NSW Ministry of Health

The disparity in life measured in health outcomes and life

expectancy between Aboriginal and non-Aboriginal

people has been well documented. Aboriginal people

living in NSW have a significantly higher incidence of

chronic disease than the non-Aboriginal population.

Chronic conditions such as cardiovascular disease, diabe-

tes, chronic respiratory disease, and cancer are responsible

for 70%of the health gap (ill health andmortality) between

Aboriginal and non-Aboriginal people in terms of disabil-

ity adjusted life years.1

In response to this, the NSWMinistry of Health is funding

the LivingWell: the NSWAboriginal Health Chronic Care

Initiative for the development, implementation and

evaluation of a range of evidence-based and culturally

responsive secondary prevention and chronic disease

management initiatives for Aboriginal people in NSW.

The target group for the Living Well Initiative is

Aboriginal people aged 15 years and over diagnosed with,

or at risk of developing, the chronic conditions of diabetes,

cardiovascular disease, chronic respiratory disease, renal

disease, musculoskeletal and connective tissue disorders

and malignant cancer.

The Chronic Care Service Enhancement Program is the

most significant investment of the projects funded under

the Living Well Initiative. The Program aims to improve

access to secondary prevention health services, as well as

improving the coordination and management of care for

Aboriginal people with, or at risk of, chronic diseases.

The Program will enhance chronic care services being

delivered under the Chronic Care for Aboriginal People

Program by the Aboriginal Community Controlled

Health Services (ACCHS) and Local Health Districts

throughout NSW.

Nine ACCHS are receiving funding under the Program to

implement strategies that will increase the accessibility of

services, provide early intervention for clients at risk of

chronic disease, and improve the care coordination and

management of Aboriginal people with chronic diseases.

The Centre for Aboriginal Health has a close working

partnership with each service and the Aboriginal Health

and Medical Research Council of NSW to ensure the

Program is responsive to the needs of each service and

local communities.

TheACCHS are implementing a range of specific strategies

to improve the reach, screening andmanagement of chronic

disease in Aboriginal communities. To increase the number

of Aboriginal people accessing the service for the first time

or re-engaging with the service, the health services are

holding open days and information sessions for local

communities, providing outreach services and transport,

and improving referrals with other services providers. To

increase the number of clients who are screened for chronic

diseases in linewith evidence-based guidelines, services are

providing staff training, increasing opportunistic screening,

and improving reminder and recall systems. To improve the

management of chronic disease in accordance with best

practice guidelines, services are undertaking strategies such

as organising regular multidisciplinary team case manage-

ment meetings, improved care planning and referrals,

delivery of self-management strategies and brief interven-

tions to support patients.

Using the program funding, the health services have

recruited a range of health professionals to implement

these strategies, including Nurse Practitioners, Enrolled

Nurses and Aboriginal Health Workers. Services are also

able to use funding to source additional services, such as

allied health and specialist services, and transport.

The second component of the Program focuses on the

Local Health Districts, enhancing funding to the Chronic

Care for Aboriginal People Program. A dedicated chronic

care clinical position is being established in each Local

Health District to provide clinical follow-up to Aboriginal

patients with chronic disease within 48 hours of being

discharged from hospitals across NSW.

A comprehensive evaluation of both phases of the

Program is being carried out by the University of
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Newcastle to measure the effectiveness and accept-

ability of interventions being delivered in improving

health systems as well as improving measurable health

outcomes.
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Responding to family violence in Aboriginal
communities: The NSW Aboriginal Family
Health Strategy

Helen GardinerA and Geraldine WilsonA

ACentre for Aboriginal Health, NSW Ministry of Health

Family violence has a devastating impact on the health and

wellbeing ofAboriginal communities.1 In 2008, therewere

six times more Aboriginal than non-Aboriginal women

reported to be victims of domestic violence (NSW Health

data request on number of Indigenous victims of domestic

violence related assault recorded by the NSW Police,

NSW Recorded Crime Statistics from July 2006 to June

2009, from NSW Bureau of Crime Statistics and

Research). The number of child protection reports made

to the NSW Department of Community Services for

Aboriginal children and young people has increased by

more than three fold in the past 8 years.2

The Aboriginal Family Health Strategy,3 first released in

1998 presented an innovative approach to working to

address family violence within a cultural context. The

Strategywas originally limited to the individual and family

support activities of Aboriginal Family Health Workers,

including initial crisis support, advocacy and referral.

Reviews of the Strategy identified a number of challenges

including: the complexity of family violence; workforce

shortages; community expectations; lack of consistent and

coordinated service delivery; and the risk of duplicated

effort due to the numerous interagency and whole of

Government strategies targeting some locations.

A revised Aboriginal Family Health Strategy, released on

National Sorry Day 2011, is being integrated into the NSW

Health system as a model of care (Figure 1).4 The focus is

family and culture with four elements: effective service

delivery, strong community capacity, culturally competent

work force and strategic leadership. It is built on a healing

approach and is informed by research and evidence. The

application of this model into mainstream services pro-

vides practical ways to enhance efforts within a culturally

competent framework.

Progress
Effective service delivery:Currently 25 Aboriginal Family

Health Workers are employed in prioritised areas of need,

predominantly in Aboriginal Community Controlled

Health Services (ACCHS) in regional NSW, and one

position in the Justice Health system.

Strong community capacity: Locating Aboriginal Family

Health Workers in ACCHS is in keeping with the philoso-

phy of the strategy that ‘solutions to family violence in

Aboriginal communities will be community devised, man-

aged and implemented’. These workers are now focusing

more on early intervention and education which, when

combined with a healing process, aims to build strong and

resilient communities.

Culturally competent workforce: The Education Centre

Against Violence supports the work of the Strategy to

enhance the capacity of the Aboriginal workforce, and

Strategic
leadership

Culturally
competent
workforce

Strong
community
capacity

Effective
service
delivery

Family
and

culture

Research

Healing

H
ea

lin

g

Hea
lin

g

Healing

Evidence

Figure 1. Aboriginal Family Health model of care
Source: Aboriginal Family Health Strategy
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addresses recruitment and retention issues. The Certi-

ficate IV in Aboriginal Family Health and the NSW

Advanced Diploma of Aboriginal Specialist Trauma

Counselling ensure Aboriginal workers are equipped to

address the complex needs of Aboriginal families. The

Centre also provides training to develop the cultural

competency of the non-Aboriginal workforce.

Strategic leadership: A trial of Aboriginal Family Health

Coordinators, located in four Local Health Districts, is

being undertaken. These coordinators will undertake a

strategic role to facilitate better access for Aboriginal

families to services responding to issues of family vio-

lence, including child protection.

Monitoring and evaluation: Information from the Aborig-

inal Family Health Worker Data Collection and prelimi-

nary evaluation of the Aboriginal Family Health

Coordinator trial highlight the diverse needs of communi-

ties and the difficulty of evaluating a program based on a

holistic approach that emphasises healing. Formal evalua-

tion of the Aboriginal Family Health Strategy is planned

to commence in 2012. In the long term, the success

of this Strategy will be assessed from a family and

community-based perspective, in accordance with the

principles of Aboriginal health.
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Otitis media is one of the most prevalent childhood con-

ditions in developing countries and contributes to excess

childhood mortality.1 For children in developed countries,

otitis media usually resolves spontaneously and without

antibiotic treatment. In developing countries or in commu-

nities subject to socio-economic disadvantage, including

many Australian Aboriginal communities, acute instances

of the condition often do not resolve and may recur

repeatedly.2 Children with conductive hearing loss associ-

ated with otitis media may experience serious interruption

to speech and language development and disrupted learn-

ing in school. For other children this can further exacerbate

other educational and social disadvantages.1

To address ear health issues for Aboriginal children in

NSW under the National Partnership Agreement for Clos-

ing the Gap in Indigenous Health Outcomes initiative,

NSWHealth has developed and released the NSW Aborig-

inal Ear Health Program Guidelines 2011–2015.

The NSW Otitis Media Screening Program for 0–6 year

old Aboriginal children was the NSW Health approach to

ear health in Aboriginal children from 2004 to 2008. This

program was a population-based (near universal) screen-

ing initiative to identify and treat young Aboriginal chil-

dren with otitis media. The Centre for Aboriginal Health

commissioned an evaluation of the effectiveness and

appropriateness of this program in 2008. The evaluation

involved extensive consultation across the sector through

case studies and interviews with frontline health workers

and policy makers from Aboriginal Community Con-

trolled Health Services, the Department of Education and

Training, the former Department of Health, the Office for

Aboriginal and Torres Strait Islander Health, and the

former Area Health Services.

The evaluation found that the program did not address the

underlying social and environmental factors contributing

to ear disease, was unsupported by evidence, was cost

prohibitive and did not reduce prevalence.3 It recom-

mended discontinuing the existing approach and adopting

a broad public health approach that integrated the ear

health program with existing child health surveillance

and health-care programs, such as Child Health Checks,

the Personal Health Record (Blue Book), the Aboriginal

60 | Vol. 23(3–4) 2012 NSW Public Health Bulletin



and Maternal Infant Health Strategy, the Aboriginal Oral

Health Program, Statewide Eyesight Pre-schooler Screen-

ing, Statewide Infant Screening Hearing (SWISH) and

Building Stronger Foundations for Aboriginal Children.

The findings and recommendations of the evaluation are in

keepingwith a recent evidence reviewwhich stated thaty
the treatment of children detected through repeated

screening has been shown to provide no long-term devel-

opmental or academic benefit.4

To implement the recommendations of the evaluation,

NSW Health established the NSW Otitis Media Expert

Advisory Committee, comprised of a multidisciplinary

team of health and education professionals with relevant

ear health expertise. In 2011 the Advisory Committee and

the Centre for Aboriginal Health released the NSW

Aboriginal Ear Health Program Guidelines 2011–2015.5

The aim of these guidelines is to reduce the number of

young Aboriginal children aged under 5 years being

affected by otitis media, by delivering a strong preventive

approach through better education for parents, carers,

extended families, health and education professionals.

The key actions of the program aim to reduce prevalence of

otitis media by:

• addressing environmental health risk factors

• reducing maternal ante-natal smoking

• increasing maternal post-natal breastfeeding;

• improving safe and healthy housing conditions

• linking with existing child health surveillance programs;

• improving awareness and education among the Aborigi-

nal community and human services professionals.

Ear health promotion resources have also been developed

to support the new approach using the campaign branding

Healthy Ears Happy Kids (Figure 1). With its new broad

public health approach and strong emphasis on prevention,

the program is committed to improving the ear health of

young Aboriginal children across the state.
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Reporting of Aboriginal people in health data
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The accurate reporting of Aboriginal people in administra-

tive data sets is essential to effectively monitor progress

towards closing the gap in Aboriginal health outcomes.

Improving the reporting of Aboriginal people in NSW

Health’s data collection systems is a key priority under the

National Partnership Agreement on Closing the Gap in

Indigenous Health Outcomes.1

The National best practice guidelines for collecting

Indigenous status in health data sets documents the

Figure 1 The Healthy Ears Happy Kids logo
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recommended national approach for collecting and record-

ing accurate information on the Aboriginal status of

clients.2 Self-report in response to a standard question is

described as the most accurate means of ascertaining

whether a person is Aboriginal or not. The question is:

Are you (is the person) of Aboriginal or Torres Strait

Islander origin?

InNSW, there isunder-reportingofAboriginal people across

a range of health data collections and systems. In the NSW

AdmittedPatientDataCollection it is estimated that the level

of correct reporting is 90.7%.3 The under-reporting of

Aboriginal people in NSWHealth’s data collection systems

may be attributed to a range of factors, including a lack of

staff awareness and training, staff reluctance to ask the

question, client reluctance to answer the question, staff

perceptions about whether people want to identify as

Aboriginal, lack of privacy when answering the question,

limited data validation and follow-up of missing informa-

tion, and inadequate data management systems.4 Aboriginal

people’s willingness to disclose their Aboriginal status and

administrative staff preparedness to ask the question also

depends on the existence of a culturally safe environment.

TheAustralianCouncil onHealthcare StandardEvaluation

and Quality Improvement Program (EQuIP 5) requires all

hospitals to demonstrate action on standards aimed at

improving Aboriginal identification. This requirement

provides an opportunity to support system-wide improve-

ment in Aboriginal health and hospital data. A national

pilot project in five hospitals has demonstrated that using a

continuous quality improvement framework to improve

the culture of hospitals for Aboriginal people can result in

improving identification of Aboriginal people in health

data sets.5

NSWHealth currently has a number of activities underway

to improve the accuracy of reporting of Aboriginal people

in administrative datasets:

• The Centre for Aboriginal Health is reviewing the

policy on identification of Aboriginal people to ensure

it is consistent with the National Best Practice Guide-

lines and supports the EQuIP5 accreditation framework,

and will support Local Health Districts in the imple-

mentation and monitoring of the revised policy.6 NSW

Health is also working collaboratively with the Austra-

lian Institute of Health andWelfare to conduct the 2011

Admitted Patient Indigenous Status Survey in NSW.

• The Centre for Epidemiology and Evidence is investi-

gating the feasibility of using record linkage to estimate

the under-reporting of Aboriginal people on routinely

collected NSW Health datasets. The project uses linked

records from a number of data collections, and has

developed algorithms to enhance Aboriginal identifica-

tion within each data collection.

• The NSW Hospital Identification Project, currently

being developed by the Centre for Aboriginal Health,

aims to demonstrate the effectiveness of a continuous

quality improvement framework in improving the cul-

tural competency of eight hospitals. The project aims to

address the under-reporting of Aboriginal people by

adopting a system-wide approach that goes beyond staff

training and improvements in administrative systems to

include initiatives that promote the cultural competency

of each hospital.

Improved identification will lead to more accurate report-

ing of disease and risk factors among Aboriginal people

and stronger evaluation on health system performance in

closing the gap, which in turn will support the delivery of

more effective, sustainable and culturally appropriate

health services for Aboriginal people in NSW.
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Abstract:Building a culturally safe and respectful

organisation that genuinely addresses individual

and institutional racism is a substantial and com-

plex undertaking. Achieving this outcome requires

sustained commitment and a comprehensive strat-

egy, including the active involvement of Aborigi-

nal stakeholders. This paper describes the journey

of a large regional health organisation in NSW.

A multistrategic approach is broadly described,

with three strategies explored in depth. These

are: staff education and training; leadership; and

consultation, negotiation and partnerships. Chal-

lenges are discussed in the context of promising

progress and an ongoing commitment to this

important organisational goal.

Terminology
In accordance with NSW Health policy, the term

‘Aboriginal’ is used throughout this document to

include Aboriginal and Torres Strait Islander peo-

ples. No disrespect is intended towards our Torres

Strait Islander staff, patients or communities,

whose contribution to this important project is

gratefully acknowledged.

The inequality between the health and wellbeing outcomes

of Aboriginal and non-Aboriginal Australians is well

documented, and closing this gap is the focus of many

plans and strategies.1–5While the issues contributing to this

health disparity are complex, there is no doubt that inequi-

table access to health services is a concern.5–8 The racism

that many Aboriginal people experience when they access

the health system contributes to the low levels of access to

health services.6–11 These issues also affect our capacity to

recruit and retain Aboriginal staff, and to provide them

with a safe and respectful working environment.12–14

Racism occurs at both the individual and institutional level

(Box 1).15 Individually, the attitudes, words and practices

of health services staff can have a profound effect on

Aboriginal clients.10,11 This issue is often the focus of

workforce strategies such as cultural awareness train-

ing.10,13,16 While such strategies are appropriate and

important, a broader, critical issue is the degree to which

racism becomes embedded and perpetuated at the organi-

sational level.6,7,9 Institutional racism results in a systemic

failure of the organisation to meet the needs of Aboriginal

peoples. Discrimination and inequities in the structure of

policies, services and funding are readily identifiable but it

is often the more subtle manifestations of racism through-

out an organisation that go unrecognised.6,7,9

All mainstream health programs and services must be

appropriate, acceptable and accessible to all Australians.

To achieve effective and sustainable change, a systematic

organisational approach is required to address racism at

both the individual and institutional levels. This paper

describes the response of a large regional health organisa-

tion in NSW to institutional racism.

Addressing individual and institutional racism
Hunter New England Health (HNE Health) has the largest

AboriginalpopulationofanyNSWLocalHealthDistrict.The

executive team is committed to closing the gap in health and

wellbeing outcomes betweenAboriginal and non-Aboriginal

peoples as a key strategic objective.17 All parts of the service

are responsible and accountable for achieving this goal.

Institutional racism, by its very nature, is entrenched

throughout an organisation.7 To address it effectively

requires a complex combination of strategies. Figure 1

presents an overview of the multistrategic approach that

has been adopted by HNE Health, with examples of

specific initiatives beside each strategy. It should be noted

that there are many more initiatives than those shown in

Figure 1, and that there is substantial interconnectivity

between them. Collectively they contribute to the objec-

tives of culturally competent staff, culturally safe work-

places and culturally respectful health services.
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Box 1. A definition of individual and institutional racism

Racism in general terms consists of conduct or words or practices which advantage or disadvantage people because of their

colour, culture or ethnic origin. In its more subtle form it is as damaging as in its overt form.

Institutional Racism consists of the collective failure of an organisation to provide an appropriate and professional service to

people because of their colour, culture or ethnic origin. It can be seen or detected in processes, attitudes and behaviour which

amount to discrimination through unwitting prejudice, ignorance, thoughtlessness, and racist stereotypingwhich disadvantage

minority ethnic people.

Source: TheMcPherson Report: HomeDepartment (UK). The Stephen Lawrence Inquiry: Report of an inquiry by Sir WilliamMacpherson of Cluny.

Cm 4262-1. London: The Stationery Office; 1999.15
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Figure 1. An overview of the multistrategic approach adopted by Hunter New England Health to address individual and
institutional racism.
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The strategies described in Figure 1 have evolved over a

number of years, and will continue to evolve. In this paper,

we focus on three specific strategies: staff education and

training; leadership; and consultation, negotiation and

partnerships. All three are vital to the overall approach,

and were identified as among the earliest priorities for

action, from which many of the other strategies would

then flow.

Staff training and education: building culturally
competent staff
Health is primarily a people business, and the cultural

safety and appropriateness of our services are largely

influenced by the cultural competency of our staff. Cultural

competence begins with a strong appreciation of the need

for cultural respect.18,19 To that end, delivery of a Cultural

Respect Education Program commenced in 2007.

The approach taken in this Program differs from what is

usually taken in cultural awareness training. The Program is

deliberately challenging and confronting. Delivered over 2

days, the focus is understanding the meaning of being part

of the dominant culture, discussion of white privilege and

racism (both individual and institutional) and the impact of

dominant culture on the lives ofAboriginalAustralians. The

Program encourages participants to question their own

beliefs, assumptions, life experiences and attitudes.9,20,21

The Program was developed and initially delivered by

consultants from South Australia – an Aboriginal woman

in partnership with a non-Aboriginal person. The consul-

tants delivered the Program to more than 300 staff over

2 years. While this was a great achievement, it was

important to develop a more cost-effective strategy to

deliver the Program sustainably on a wider scale. Two

Cultural Respect Co-facilitators were appointed, and with

the support and mentoring of the original consultants, they

developed a localised program to be offered within HNE

Health. The co-facilitators work in partnership with HNE

Health to develop, implement and evaluate the Cultural

Respect Education Program, and provide strategic advice

about implementing the Program.

Over 1350 HNE Health staff have now attended the

workshops. The long-term goal is for all HNE Health staff

to attend the training, but with a workforce of over 16000,

the short-term priority is for staff in services with a high

contact with Aboriginal people to be trained first.

The reaction from staff has generally been positive, with

many describing a profound personal reaction to the

difficult content (Box 2). However there have been other

reactions; while service managers have reported that the

majority of participants return to their workplace with a

more culturally respectful approach, some workers have

been angry that the organisation forced them to attend, and

have struggled to accept or conform to the principles of the

training. This response has demonstrated the complexity

and depth of the racial issues that must be addressed, and

the importance of a multistrategic approach that extends

beyond the training itself. Follow-up strategies have

included individual counselling, performance improve-

ment and monitoring and, where necessary, more stringent

approaches including reference to the HNE Health Code

of Conduct, Respectful Workplace Policy and disciplinary

procedures. At times, this procedure has required intensive

and challenging management processes.

An evaluation of the program commenced in early 2012. It

will consider the strengths and gaps in program design and

delivery, short and medium-term outcomes, and future

directions.

Leadership
The active support of the highest levels of the organisation

is essential.19 The Aboriginal and Torres Strait Islander

Strategic Leadership Committee is co-chaired by the

Director, Aboriginal Health and the Chief Executive of

HNE Health. It includes several members of the executive

team, HNE Health staff and representatives of partner

organisations. Importantly, the Committee has equal

numbers of Aboriginal and non-Aboriginal members.

The Aboriginal and Torres Strait Islander Strategic Leader-

ship Committee has provided strong leadership in establish-

ing many of the initiatives shown in Figure 1. For example,

the Cultural Redesign Initiative is a service-wide, organisa-

tional change program that coordinates a wide range of

strategies. The Initiative ensures that the learnings from the

Cultural Respect Education Program are translated into

meaningful change within the workplace. A range of tools,

guidelines and resources are being developed to assist this

process, and to build the capacity of the organisation to

meet this goal. For example, the Counter Racism Policy

Compliance Procedure will assist in the identification

and reporting of racism in the workplace, with specific,

executive-endorsed processes to investigate and address

allegations of workplace racism when they arise.

Box 2. Reactions of Hunter New England Health staff to the
Cultural Respect Education workshops

“ . . . Eye-opening . . . ”

“This was most profoundly life changing. I have never experi-

enced training which has made me consider my attitudes,

beliefs and behaviours and the impact this has on others . . . ”

“ . . . Uncomfortable . . . ”

“ . . . New insight . . . ”

“I was humbled and felt overwhelmed as I reflected on my

previous attitude and service delivery to Aboriginal

communities . . . ”

Closing the gap in a regional health service in NSW
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Leading by example, the entire HNE Health executive

teamwere among the first to complete theCultural Respect

Education Program. This top-down approach was useful

not only to demonstrate commitment, but also to ensure

leadership and reinforcement of learnings in the work-

place. Managers cannot provide meaningful and informed

follow-up, support andmanagement of staff returning from

the Program if they have not attended themselves. There-

fore it was agreed that senior managers would be priori-

tised, and that no staff should attend until their immediate

line manager had been trained. Over 90% of senior

managers have now completed the training.

Leadership is also vital at the facility level. Facility-led

Collaborative Groups involve health service management

and Aboriginal and Torres Strait Islander staff to provide

ongoing discussion and review of relevant policy, plan-

ning, service delivery and resource allocation.

Consultation, negotiation and partnerships
The concept of partnership is another vital aspect for

ensuring mainstream services can meet the needs of

Aboriginal and Torres Strait Islander peoples more effec-

tively. Partnership implies genuine and meaningful input

and influence at all levels of the organisation, and a shared

approach to decision making that is respectful of and

responsive to Aboriginal cultures.3,19,22 HNE Health

has formal partnerships with Aboriginal stakeholders,

including the HNE Aboriginal Health Partnership with

Aboriginal Community Controlled Health Services.

There are numerous other collaborative groups, including

the Aboriginal and Torres Strait Islander Strategic Leader-

ship Committee, and specific committees and working

groups for many of the initiatives described in Figure 1.

The aim of these groups is to provide effective leadership

and ongoing advice on health policy, planning, service

delivery and resource allocation.

Perhaps most importantly, partnerships rely on trust

(Box 3).22 To build this trust, HNE Health is committed

to improving consultation mechanisms, both internally

with Aboriginal staff, and externally with Aboriginal

communities and organisations. Besides the Aboriginal

Health Impact Statement, consultation guidelines are

also being developed; they will engage Aboriginal staff

and community representatives, including Elders and

organisations, to ensure cultural appropriateness. Cultural

appropriateness will not be limited to the planning stages

of the initiatives, but will be continued on throughout all

stages of development, with regular communication of

progress and identification of concerns that can then be

addressed together.

Learnings so far
While progress is difficult to measure in quantitative terms,

there have been significant learning outcomes.As previously

mentioned, some staff have reacted negatively to the chal-

lenging nature of the Cultural Respect Education Program.

While the intensive ramifications of managing this response

at the individual level have already been discussed, broader

organisational consequences remain. The resulting conflict

may inadvertently have a detrimental effect on the cultural

safety of the workplace, both for Aboriginal colleagues and

Aboriginal people accessing the health service. Careful and

at times stringent management has been required to address

this consequence of the Program.

The undertakings described within this paper all stem from

the fundamental acknowledgment that individual and

institutional racism do exist within our health service.

Bringing this issue so openly to the forefront can and does

result in a greater emphasis on these difficult issues, and a

need for increased and improved response bymanagement.

The program has increased the expectations of Aboriginal

staff members that all issues of racism will be dealt with

appropriately. While this is the intention, the varying

experience, understanding and conviction of individual

managers in regard to racism result in inconsistent

approaches to managing such issues. Many matters esca-

late rapidly for resolution by the executive team, involving

substantial time commitment. It is important to equip

managers to be able to effectively address all sensitive,

complex and difficult to resolve issues and, above all, to

acknowledge that long-term organisational change cannot

be achieved without substantial and sustained effort by

many people.

The executive team recognises these challenges and is

determined to improve its management to give Aboriginal

staff, patients and communitymembers confidence that the

health service has zero tolerance to racism. Investment in

mediation and team building in some teams that have a

significant percentage of Aboriginal staff has created

greater understanding of what working in partnership

involves, and how best to manage tensions safely when

they arise.

Box 3. Reflections on the importance of trust whenworking in
partnership

Partnerships between organisations start from trust

between individuals. It is important for organisations to

have a clear agreement about their partnership, what they

will put into it and what they will work towards together.

Partnership agreements are important for continuity and

for conflict resolution, but as one participant in this

research said: ‘It’s what is in the guts of the relationship that

will produce outcomes, not the agreement papers’.

Source: Davies J. Walking together, working together: Aboriginal

research partnerships. Alice Springs: Desert Knowledge Coopera-

tive Research Centre; 2007.22
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Despite the challenges, feedback from managers through-

out the service indicates a growing commitment to the

principles of cultural redesign, and a sense of pride that the

organisation has commenced this journey.

Conclusions
Building a culturally safe and respectful organisation that

genuinely addresses racism and establishes effective part-

nerships with Aboriginal peoples is a long and complex

undertaking. The many strategies and initiatives described

here demonstrate the scope of work that is necessary to

achieve sustainable organisational change. After several

years of intensive and proactive work, the foundations

have been laid by providing strong, consistent and visible

leadership, building the cultural competency of staff, and

committing to genuine shared decision making. The chal-

lenge is to maintain the focus and to build on the work that

has started as we continue to redesign our health services to

better meet the needs of Aboriginal peoples and truly close

the gap in health outcomes between Aboriginal and non-

Aboriginal Australians.
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Abstract: The Aboriginal Maternal and Infant

Health Service was established to improve the

health of Aboriginal women during pregnancy

and decrease perinatal morbidity and mortality

for Aboriginal babies. The Service is delivered

through a continuity-of-care model, where mid-

wives and Aboriginal Health Workers collaborate

to provide a high quality maternity service that is

culturally sensitive, women centred, based on

primary health-care principles and provided in

partnership with Aboriginal people. An evaluation

of the Service found that the program is achieving

its goals in relation to the provision of antenatal

and postnatal care and has demonstrated improve-

ments in perinatal morbidity and mortality rates.

In 2009, 96 439 babies were born in New South Wales

(NSW); of these, 2931 (3%) were born to mothers who

identified as Aboriginal.1 Higher rates of perinatal mor-

bidity and mortality are found in Aboriginal woman

compared with non-Aboriginal women. These higher rates

are associated with poor health status, underuse of antena-

tal and postnatal services, a high adolescent birth rate and

the social, economic and political factors affecting many

women in Aboriginal communities.2,3

In 1998, the Aboriginal Perinatal Mortality Project was

established to address the high rate of Aboriginal perinatal

mortality in NSW. The Project was a response to the NSW

Maternal and Perinatal Committee’s review of Aboriginal

perinatal deaths in 1998.2 The review found that 59% of

Aboriginal perinatal deaths were stillbirths and 41% were

neonatal deaths (Table 1). In 2000, the NSW Aboriginal

perinatal mortality rate was 17.9 per 1000 births compared

to the non-Aboriginal rate of 9.7 per 1000 births. The

percentage of low birthweight Aboriginal babies (a risk

factor for perinatal morbidity and mortality) in the

same year was 11.9%, which was almost twice the non-

Aboriginal rate of 6.4%.2

The review revealed that a large number of the neonatal

deaths were related to extreme prematurity. The review

found that, of the 32 perinatal deaths in Aboriginal babies

in 1998, 34% (11 deaths) of the mothers had no, or two or

fewer, antenatal care visits. As antenatal care was not

recorded in an additional seven records, the true proportion

of womenwho did not have antenatal care could have been

as high as 56%.2 The under-utilisation of antenatal and

postnatal services by Aboriginal women results in inade-

quate management of complications during pregnancy and

the perinatal period and leads to increased perinatal mor-

tality and morbidity.2 Figure 1 shows a reduction of

perinatal deaths from 1990 to 2006 and increased access

to antenatal care before 20 weeks from 1994 to 2006.

In 1998, the Aboriginal Perinatal Mortality Project found

that, to improve the health of Aboriginal mothers and

babies, creative public health strategies were required: to

increase the self-esteem of Aboriginal women; to have

strong and cohesive Aboriginal communities with raised

standards of living; and to increase access by Aboriginal

women to antenatal services by making maternity services

more accessible and culturally appropriate.

As a result, a model based on the findings of the Aboriginal

PerinatalMortality Project was developed. Thismodel was

called the NSW Aboriginal Maternal and Infant Health

Table 1. Perinatal deaths among Aboriginal babies
in NSW, 1998

Gestational age Stillbirths Neonatal deaths Total
Weeks n n N

20–27 6 8 14

28–31 3 1 4

32–36 5 1 6

37–41 5 3 8

Total 19 13 32

Source: The NSW Aboriginal perinatal health report. Sydney: NSW

Department of Health; 2003.
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Strategy (now known as the Aboriginal Maternal and

Infant Health Service [AMIHS]).4 This paper describes a

decade of the development, evaluation and expansion of a

service designed to improve maternity and infant health

outcomes forAboriginal women and babies. This service is

the first of its kind in NSW.

Model of care
AMIHS was funded by NSW Health in December 2000

and implemented in 2001. The goal was to improve the

health of Aboriginal women during pregnancy and

decrease perinatal morbidity and mortality for Aboriginal

babies and their mothers in NSW. A continuity-of-care

model was developed in which midwives and Aboriginal

Health Workers work together to provide a high-quality

maternity service. AMIHS is a culturally appropriate

maternity service; its philosophy is based on cultural

respect, social justice, participation, equality, access,

learning and collaboration. The guiding principles that

make the Service unique include taking a broad social

view of health, forming effective partnerships with

Aboriginal communities, working within a primary health-

care framework and providing women-centred care.

AMIHSmidwives andAboriginal HealthWorkers provide

antenatal and postnatal care, from as early as possible after

conception up to 8 weeks postpartum. The care is provided

in the community but is linked into mainstream maternity

services to ensure that risk management and education are

available to AMIHS teams.

Community consultation

Community consultation is critical in AMIHS. All associ-

ated programs are designed in consultation and in line with

the local context and needs, community relationships and

community and health sector expectations. This ensures

that the service is located in an appropriate setting and is

accessible to the Aboriginal community. Flexible service

delivery and the provision of transport are essential for

access to the AMIHS and to the services to which patients

are referred. AMIHS services can vary depending on the

needs of the local community and the skills and expertise

of the staff.

AMIHS takes a holistic approach to Aboriginal women’s

health. Local programs encourage innovative community

development projects to engage and empower Aboriginal

women and their communities. Health promotion is

achieved through Aboriginal Health Workers using com-

munity development strategies in partnership with other

agencies.

Partnering with other services

Effective local Aboriginal health partnerships and collab-

oration with other services are important to ensure the best

outcomes for families. It is particularly important for

AMIHS to have strong links with the local Aboriginal

Community Controlled Health Service and other non-

government and government agencies. This collaborative

approach aims to ensure the sustainability of the program.

Effective collaboration also includes consultation and

referral with health and other services, such as general

practice, to assure high-quality, integrated pregnancy care.

An example of effective collaboration is the link estab-

lished between AMIHS and the Brighter Futures program.

The Brighter Futures program is an early intervention

program of the NSW Department of Family and Commu-

nity Services, Community Services Division, that provides

support early in a child’s life that is tailored to meet the

needs of each family. Its aim is to keep children out of the

child protection system and to improve child wellbeing by

supporting families. This link means that eligible AMIHS
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Figure 1. Comparison for Aboriginal and non-Aboriginal mothers in NSW of the rate of perinatal deaths of babies for
the period 1990 to 2006 and of the timing of the first antenatal visit before 20 weeks gestation for the period 1994 to
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Source: NSW Midwives Data Collection (HOIST). Centre for Epidemiology and Research, NSW Ministry of Health.
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families can more easily access services such as child care,

parenting programs and home visiting.

Transition of care

The smooth transition of care to child and family health

nursing services ensures continuity of care for the child up

until school age. Child health and developmental checks at

specific milestones in early life aim to ensure that the child

reaches school age ready to learn. NSW Health is imple-

menting the Building Strong Foundations for Aboriginal

Children, Families and Communities program in a number

of areas. This program is based on the AMIHS model with

a child and family health nurse and an Aboriginal health

education officer providing primary early childhood health

care to families up until the child goes to school. Where

Building Strong Foundations programs are located near an

AMIHS, the transition of care for a family is seamless from

thematernity service to the child and family health service.

Training and Support Unit

A statewide Training and Support Unit is another element

of the AMIHS model. Its aim is to provide professional

development and support, reduce the isolation of AMIHS

staff and develop networks. It successfully promotes

collaboration and partnerships between AMIHS programs,

including providing locally based training for staff in each

AMIHS network. The unit also organises statewide con-

ferences in order to share knowledge, resources and to

provide networking opportunities among health workers in

AMIHS across the state who can often be professionally

and geographically isolated.

AMIHS adheres to NSW Health policies and procedures

and legislation, including those that protect and promote

the safety, welfare and wellbeing of children. Programs

provide data for statewideKey Performance Indicators and

submit quarterly and annual reports at the end of each

financial year.

Evaluation of the Aboriginal Maternal
and Infant Health Service
As part of the implementation of AMIHS in 2000, external

consultants were engaged to plan the evaluation of the

Service. The evaluation was longitudinal and data were

collected at four time periods over 3 years. The aim was to

measure the extent to which AMIHS was achieving its

goals and to identify its strengths. Based on these findings,

the evaluation report then made recommendations for

future improvements.4

Results of the evaluation

The evaluation showed that AMIHS was improving

maternity services and outcomes for Aboriginal women

and that Aboriginal women trusted and supported the

service provided.4

The evaluation showed that AMIHS had achieved the

following outcomes for Aboriginal mothers and babies:

• increased proportion of women who attended their first

antenatal visit before 20 weeks gestation (65% before

the Service began versus 78% in 2004)(OR 1.2; 95% CI

1.01–1.4; p¼ 0.03).

• decreased rate of low birthweight babies (13% versus

12% after the Service). The difference is not statistically

significant.

• decreased proportion of preterm births (20% versus

11%; OR 0.5; 95% CI 0.4–0.8–1.4; p, 0.001).

• decrease in perinatal mortality from 1996–2000 (20.4

per 1000 births) compared to 2001–2003 (14.4 per 1000

births) in Local Government Areas where AMIHS was

located. The difference is not statistically significant

owing to small numbers.

• improved breastfeeding rates from 67% initiating

breastfeeding and 59% still breastfeeding at 6 weeks

in 2003, to 70% initiating breastfeeding and 62% still

breastfeeding at 6 weeks in 2004.

The evaluation also showed that Aboriginal women were

very satisfied with AMIHS programs. Home visiting,

inclusion of an Aboriginal worker on the team and remin-

ders about and transport to antenatal appointments were

the most important aspects cited.

The evaluation highlighted the importance of the Training

and Support Unit in providing support and development

opportunities for Service staff. The Unit linked Aboriginal

Health Workers to a maternity and infant health training

course and a number of graduates enrolled in a Bachelor of

Midwifery program to become qualified midwives.

The evaluation made recommendations for improvement,

including:

• that access to child and family health services targeting

Aboriginal families be improved.

• that smoking cessation programs be a priority.

• that the inclusion of an Aboriginal worker in the

Training and Support Unit be considered.

AMIHS continues to make an impact on Aboriginal

women accessing antenatal care (Figure 2).

Expansion of the Aboriginal Maternal
and Infant Health Service
In 2007, additional funding was provided to expand

AMIHS from 7 programs in 6 former NSW Area Health

Services to over 30 programs with many more sites across

NSW (Figure 3). The former Department of Community

Services (now Department of Family and Community

Services) contributed joint funding with NSW Health for

2 years to support the statewide expansion and to establish

a priority referral pathway between the AMIHS and the
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Brighter Futures early intervention program. AMIHS now

covers approximately 75% of Aboriginal births.

With the expansion of AMIHS and the implementation of

Building Strong Foundations, the Training and Support

Unit has been restructured into the Training and Support

Unit for Aboriginal Mothers, Babies and Children. This

Unit consists of a number of educators and other staff,

including Aboriginal health educators. The Training and

Support Unit is situated in the Rural Directorate of the

Health Education and Training Institute.

As part of the expansion of services, funding was also

provided for AMIHS resources. These included a service

delivery model and workforce and recruitment strategy,

the Strong Women Strong Babies Pregnancy Diary and

safe sleeping brochures for consumers. Within the Closing

the Gap initiatives, a number of new programs are being

implemented to support AMIHS programs. These pro-

grams include secondary mental health, and drug and

alcohol services in selected AMIHS programs and theQuit

for new life smoking cessation in pregnancy program in all

AMIHS sites.

AMIHS NSW site map

AMIHS sites

Figure 3. Locations of Aboriginal Maternal and Infant Health Service (AMIHS) programs
in NSW, 2012.
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The Aboriginal Maternity Data Collection, a de-identified

database from the Perinatal Data Collection, was set up to

support the data management and evaluation of AMIHS.

Work is continuing on the collection to ensure that the data

systems for AMIHS are robust to assist in the current

evaluation of AMIHS.

Conclusions
The evaluation of AMIHS demonstrated that the program

is successfully meeting its goal to improve the health

outcomes of Aboriginal mothers and babies by providing

culturally appropriate maternity care.

The evaluation highlighted the strengths in the program,

including the partnerships between the Aboriginal Health

Workers and midwives working together in a primary

health-care model to provide continuity of care. It is

delivered in the community by a highly committed skilled

team who have strong relationships with both the commu-

nity and the health services. The retention of staff and the

trust between theAMIHS team and the women in their care

are impressive.

Recommendations to strengthen the current model have

subsequently been addressed through the implementation

of a culturally appropriate child health program (Building

Strong Foundations), the implementation of theAboriginal

specific Quit for new life smoking cessation program and

the restructuring of the Training and Support Unit to

include Aboriginal health educators.

The next evaluation of AMIHS will again determine

whether the program is achieving its goals and identify

its strengths 10 years after its commencement.
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Abstract: In 2005, theMaari MaChronic Disease

Strategy of the Maari Ma Health Aboriginal Cor-

poration in far west NSW identified the impor-

tance of addressing the fetal, infant and child

origins of chronic disease in adults. In 2008 a

process for developing a strategic framework to

improve the development and wellbeing of chil-

dren was initiated. The process incorporated all

organisations involved with children. A multisec-

toral working group was established to facilitate

the development of the strategic framework which

was published in 2009 and a Project Officer was

employed by Maari Ma to implement it. This

included working with agencies that have the

potential to affect the social determinants of

health. It is anticipated that, in the medium to long

term, this approach will contribute to reducing the

rate of chronic disease in adulthood, and reduce

the gap between Aboriginal and non-Aboriginal

health outcomes.

Over the past decade Maari Ma Health Aboriginal

Corporation, Broken Hill in the far west of New South

Wales (NSW) has adopted a whole-of-life course, popula-

tion-based and preventive approach to improving health

outcomes for the Aboriginal population it serves. In an

effort to improve health outcomes and close the gapbetween

Aboriginal and non-Aboriginal people, Maari Ma published

and began implementing The Chronic Disease Strategy

in 2005. Part of the Strategy recognised the fetal and

childhood origins of chronic disease in adults. At that time,

the service did not have a similar comprehensive frame-

work for child health. As a result, Maari Ma supported and

facilitated the development of the Strategic framework to

improve child development and wellbeing for Aboriginal

children in the far west, which was published in

March 2009.

This paper describes both the Maari Ma Chronic Disease

Strategy and the development and implementation to date

of the strategic Framework for children.

The Maari Ma Chronic Disease Strategy
The Strategywas based on a number of existing documents

including Preventable Chronic Diseases Strategy (1999)

from the Northern Territory Department of Health and

Community Services, Chronic Disease Strategy,

Enhanced Model of Primary Health Care (Queensland

Health),National Chronic Disease Prevention Framework

(2001) (National Public Health Partnership) and NSW

Health’s then draft NSW Aboriginal Chronic Disease

Service Framework (2003).

The Maari Ma Chronic Disease Strategy was comprehen-

sive and included evidence-based, best-practice early de-

tection, prevention and management of chronic disease.

The Strategy drew on current best practice in Australia and

specifically noted that ‘the origins of many chronic dis-

eases are set in utero and early childhood (most notably

through low birthweight, growth retardation and repeated

childhood infections) and are worsened by lifestyle changes

(weight gain, lack of physical activity and substance

abuse).’ It noted that ‘the diseases and their risk factors

are also inextricably linked with the broader socio-

economic determinants of health and quality of life,

particularly education and employment. Lifestyle choices

are oftenmore reflective of unrelenting socio-environmental

constraints rather than personal preferences. Therefore an

integrated, intersectoral and whole-of-life approach is

needed.’
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Finally, the document recognised that while some

improved outcomes would be seen in the short to medium

term, as well as a reduction in long-term financial costs, the

full impact of all the interventions would not be felt for

some years. This was therefore a staged long-term strategy

to overcome problems that have arisen over many decades.

Strategic framework document
With the recognition of the fetal, infant and early

childhood determinants of chronic disease, Maari Ma

undertook to develop a preventive and population-based

approach to improving fetal, infant and early childhood

development and wellbeing. Child development and well-

being refer to physical, emotional, social and cognitive

wellbeing. This concept is similar to the Aboriginal

definition of health1:

Health does not just mean the physical wellbeing of the

individual but refers to the social, emotional, spiritual

and cultural wellbeing of the whole community. This is

a whole-of-life view and includes the cyclical concept

of life-death-life.

There is well documented evidence that investment in

promoting child development and wellbeing in the early

years is more cost effective than addressing ill-health, poor

social outcomes and educational deficits later in life.

For example, for every $1 spent per child on the Perry

Preschool program, at 40-year follow-up, $17 is returned to

society2; for every $1 spent on the nurse home visiting

program, at 15-year follow-up, $5 is returned to society.3

Using the same principles that informed the Families NSW

strategy of multisectoral participation, a preventive, early

intervention and outcomes focus, a population approach

and evidence-based strategies, the process was initiated by

organising a forum in Broken Hill in May 2008 which was

attended by all organisations and agencies involved with

children. Presentations of the Framework strategy, includ-

ing the principles, rationale and supporting evidence, were

given separately to all involved communities in the region.

Amultisectoral working group comprising health (Aborig-

inal community controlled and mainstream), education,

preschool, community services, police and Non Govern-

ment Organisations (NGOs) has been meeting regularly to

progress implementation of priority strategies.

From previously published research, the key strategies to

improve child development and wellbeing from a preven-

tion, early intervention and promotion of health perspec-

tive are summarised in Figure 1.

Using those strategies as a guide, a framework was devel-

oped for the local Aboriginal population and the services

engaging with them. Based on the research, the strategies

in the Framework have the potential to lead to improved

child development and wellbeing outcomes in the short

to medium term, a reduction in some chronic disease
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Figure 1. Key components of the strategic framework to improve child development and wellbeing for
Aboriginal children in the far west of NSW, 2009.
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Bull 1998; 9(11): 126–7.
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in adulthood, as well as a reduction in long-term financial

costs. However, like the chronic disease strategy, the

full impact of all the interventions will not be felt for

some years.

Monitoring outcomes
In order to monitor the impact of the strategies, a baseline

set of data was developed and Health, development and

wellbeing in far western NSW. A picture of our children

was published in September 2009 (Box 1). This report was

modelled on the Australian Institute of Health and

Welfare’s national indicators of children’s health and

wellbeing4 and included health, educational and social

indicators to reflect the broad approach being taken to

child development and wellbeing. Where possible, data

from far western NSWwere used to compare outcomes for

local Aboriginal children and their families with Aborigi-

nal populations elsewhere in NSW, and NSW populations

in general. In cases where local data could not be obtained,

in regional (the former Greater Western Area Health

Service) data were used. These key indicators will be

collected every 5 years to monitor progress and the impact

of strategies that are implemented.

A smaller subset of 14 key indicators was chosen to

monitor the gap in outcomes. The desired outcome is for

the gap to be equal to or less than 1, indicating that the

result for the Aboriginal population in far western NSW is

the same as, or better than, the whole NSW population.

Implementation of the Framework
The implementation of the strategies in the Framework is a

long-term initiative. The same multisectoral working

group has been reconvened to facilitate and drive the

implementation. Since the completion of the Framework,

the following changes and new initiatives have occurred:

• The Maari Ma ‘Healthy Start’ program, a preventive

schedule of clinic-based and home visits by midwives,

child and family nurses and primary health care

andAboriginal health workers from the antenatal period

to school entry, was revised to reflect the most up-to-

date research evidence related to prevention, early

intervention, and screening and surveillance. Most

recently, general practitioners employed by Maari Ma

have been incorporated into the schedule.

• A perinatal, infant, child and adolescent psychiatrist was

engaged to build the capacity of antenatal and child and

family staff in mental health in pregnancy, bonding and

attachment between mothers and babies, promotion of

resilience, and management of common childhood

behavioural problems. This capacity building has

entailed quarterly training sessions and clinical

supervision of staff.

• In order to promote a collaborative approach and work

with agencies and organisations influencing the social

determinants of health of families and young children,

a full time Early Years Project Leader was employed in

February 2010. The Project Leader has focused on three

key areas:

a. Establishing networks: Local Child and Family

networks have been established in Broken Hill,

Menindee and Wilcannia to foster collaborative

working relations between all agencies working with

families with young children.

b. Early childhood education and care: Training in

literacy, infant mental health, science and maths

has been coordinated for health staff, NGOs and

early childhood educators; an introduction to chil-

dren’s services training for the Wilcannia Intensive

Supported Playgroup staff has been delivered; an

ongoing Early Years Discussion Group comprising

early childhood educators working in child care and

preschools to share knowledge and ideas around the

National Quality Framework for Early Childhood

Education and Care has been facilitated; early

literacy through community events has been

promoted; a ‘Book-in-Homes’ program has distri-

buted books in Wilcannia and Menindee to families

with infants and young children 0–3 years of age.

c. Parenting: The development of Kiilalaana marta-

marri (Growing up really big Barkindjii) in conjunc-

tion with NSW Family and Community Services

(Aboriginal Child, Youth and Family Strategy), a

resource on child development for parents is being

facilitated; the Broken Hill Healthy Start playgroup

for Aboriginal families with young preschool-aged

children which operates on a weekly basis is being

initiated and led.

After 3 years of implementation, a formal evaluation of the

implementation process will be undertaken to identify

achievements and gaps.

Discussion
Health services alone cannot optimise the health, develop-

ment and wellbeing of Aboriginal children; it is also

necessary to influence the socio-economic determinants.

In addition to taking a population approach, the strategic

framework is an attempt to influence the socio-economic

Box 1. Maari Ma documents supporting the strategic
framework to improve Aboriginal child development
and wellbeing

� Maari Ma Chronic Disease Strategy (2005)

� Strategic framework to improve child development and

wellbeing for Aboriginal children in the far west (2009)

� Health, development and wellbeing in far western NSW.

A picture of our children (2009)

These documents are available at: http://maarima.com.au

under Publications.
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determinants by working collaboratively with other

government and non-government agencies that have the

potential to affect some of the socio-economic determi-

nants of health, child development and wellbeing.

Many of the strategies in Figure 1 are currently being

implemented, fully or partially, such as immunisation,

home visiting programs, community development and

early literacy. Others require further funding, planning

and implementation. Advocacy to influence the socio-

economic determinants and higher level policies such as

paid parental leave is an ongoing process and the respon-

sibility of all those attempting to improve the health and

wellbeing of populations, particularly the most

disadvantaged.

The implementation of the Framework is a long-term

process and dependant onmany factors including available

funding, staffing levels and commitment by those

involved.

Conclusion
It is anticipated that progressive improvements in health,

educational and social outcomes will be achieved, and will

eventually result in bridging the health gap between

Aboriginal and non-Aboriginal outcomes in the far west

of NSW by:

• taking a collaborative approach

• involving all organisations that engage with Aboriginal

families and potentially have an effect on child health

and wellbeing

• focusing on prevention and early intervention.
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Abstract: Aboriginal people living in NSW con-

tinue to experience greater health risks, poorer

health and shorter life expectancies than non-

Aboriginal Australians. The NSW Health-funded

program, Chronic Care for Aboriginal People, was

established from existing initiatives to rethink the

way chronic care services were delivered to

Aboriginal people in NSW. Refocusing and build-

ing on existing projects led to NSW Health pro-

viding an evidence base of what was working in

Aboriginal communities. A model of care for

Aboriginal people with chronic disease has been

developed. Recommendations from two evalua-

tions have allowed further improvement for the

delivery of chronic care services for Aboriginal

people. The Local Health District Service Agree-

ments include relevant indicators and strategic

priorities relating to the chronic care program.

Aboriginal people are generally less healthy than other

Australians, die at much younger ages and suffer more

chronic conditions and a lower quality of life.1 In New

South Wales (NSW), Aboriginal people experience a

disproportionately high burden of chronic conditions,

including cardiovascular disease, kidney disease, chronic

respiratory disease and diabetes, which significantly con-

tributes to their greater morbidity and premature mortality

compared to non-Aboriginal Australians.2,3 For example,

hospitalisation rates for Aboriginal people compared to

non-Aboriginal people in NSW are 70% higher for cardio-

vascular diseases, 200% higher for diabetes and 100%

higher for chronic respiratory disease.2

The challenges of managing chronic disease are com-

pounded by the complexity of the conditions and the need

of patients to access multiple service providers in different

sectors over an extended period.2 For Aboriginal people,

chronic disease is associated with cultural, economic,

social and historical issues which impact on service access

and uptake. Because the current health-care system often

does not adequately meet the needs of Aboriginal people in

culturally appropriate ways, NSW Health set out to devel-

op a model of care for addressing chronic diseases in

Aboriginal communities. This initiative would then pro-

vide an evidence base for the effective management and

treatment of chronic diseases in Aboriginal people. This

article provides an overview of the program of Chronic

Care for Aboriginal People and how it evolved from the

Walgan Tilly Project and other programs.

Chronic Care for Aboriginal People
In 2008, the Chronic Care for Aboriginal People program

evolved from a number of existing initiatives such as

the Aboriginal Vascular Health Program (2000) and the

Aboriginal Chronic Conditions Area Health Service

Standards (2005)4 to address the disparities of care partic-

ularly for heart disease, respiratory disease, diabetes and

renal disease. The goals of the program were to: provide

methods to improve access to chronic disease services for

Aboriginal people; build working relationships between

Aboriginal and chronic disease services in NSW; and

identify and share best practice in meeting the needs of

Aboriginal people with chronic disease.

Walgan Tilly Redesign Project
Clinical redesign is an improvement method that focuses

on the patient journey in accessing emergency and elec-

tive care.5 The first Aboriginal specific redesign process,

the Walgan Tilly Redesign Project, was established by

NSW Health with clinicians, managers, patients and carers

to increase the access of Aboriginal people to health

services in public hospitals in NSW. The Project started in

October 2007 and involved extensive consultation with

staff, patients and carers across NSW. The findings from

these consultations, as well as expert advice and reviews of

the literature helped identify solutions to closing the gap in

health outcomes between Aboriginal and non-Aboriginal

people. These solutions included a model of care for

Aboriginal people, greater emphasis on cultural awareness

and sensitivity of services, and the integration of Aboriginal

health and chronic disease into mainstream services.6

Each of the former Area Health Services, identified local

solutions to their local issues. These solutions were imple-

mented through all former Area Health Services and

Justice Health over a 2-year period from July 2008 to

June 2010.
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As a result of the Walgan Tilly Redesign Project, the

Chronic Care for Aboriginal People program specifically

addresses four major diseases: heart disease, diabetes,

chronic lung disease and kidney disease. Implementation

was coordinated by the NSW Ministry of Health in

collaboration with Local Health Districts and other stake-

holders including local Aboriginal Medical Services and

General Practice NSW.

Evaluation: Walgan Tilly Redesign Project

To assist in informing future planning and service devel-

opment, the Walgan Tilly Redesign Project was evaluated

over the period December 2010 to April 2011 to determine

the impact of the Project on Aboriginal health inequalities,

the effectiveness of the identified Walgan Tilly solutions

and to assess the appropriateness of the approaches that

were used.

The evaluation was conducted through extensive consul-

tation (surveys and interviews) with stakeholders involved

in the implementation of the project at both a state and local

level. The evaluation confirmed the significant achieve-

ments and changes resulting from the Walgan Tilly Rede-

sign Project. One of the findings was the importance of

having a statewide focus on Aboriginal chronic disease.

A number of factors that contributed to the success of the

Walgan Tilly Project were identified and have broader

applicability for the development and implementation of

future Aboriginal health programs. They include:

• A statewide focus on Aboriginal chronic care and

mandated key performance indicators

• Senior Executive and other Local Health District

support

• Clinical redesign methodology

• Committed people working together effectively

• Central roles for Aboriginal Health Workers

• Identified lead coordination position

• Aboriginal community engagement

• Structured reporting timeframes

• Innovation and opportunity.

Recommendations of the evaluation

The evaluation identified factors that would have strength-

ened the statewide project, such as better governance and

accountability, communication and consultation, consistency

and timeliness of providing information and Aboriginal

health lead roles. The evaluation also identified ways to

continue to improve the delivery of chronic care services for

Aboriginal people including engaging local communities and

allowing time for working relationships to develop.

A model of care for Aboriginal people
The development of a model of care for Aboriginal people

with, or at risk of developing, a chronic disease was one of

the outcomes from the Walgan Tilly Redesign Project

findings. Eight fundamental elements were identified as

being essential to a framework for managing chronic

disease in Aboriginal communities: identification, trust,

screening and assessment, clinical indicators, treatment,

education, referral and follow-up (Figure 1).6,7

This model complements existing structures that support

improving health outcomes for Aboriginal people with, or

at risk of developing, a chronic disease. The model based

on statewide best practice:

• identifies gaps and opportunities at a local and state

level to maximise existing resources

• provides an opportunity for new initiatives to address

chronic diseases in Aboriginal communities

• provides a platform for partnerships with service provi-

ders within existing health and social networks.

The most significant difference between this model and

other models of care is the importance placed on trust and

mutual respect. Aboriginal people have suffered significant

losses including family, land, identity and language. As a

result, many Aboriginal people do not trust mainstream

health services. Themodel of care provides an approach that

is respectful of how difficult these factors are to overcome.

48 Hour Follow-up program
A recommendation arising from the Walgan Tilly Project

was that all Aboriginal people aged 15 years and older,

who were admitted to an acute care facility, and who had a

chronic disease (heart disease, diabetes, chronic lung

disease and kidney disease), should be followed up within

2 working days of discharge. 48 Hour Follow-up program

has been implemented across the state in over 60 hospitals.

The program’s target is for 90% of eligible patients

identified to be followed up within 2 working days.

Evaluation of the 48 Hour Follow-up program

A preliminary evaluation was conducted after 1 year of the

program’s implementation. The evaluation was conducted

through patient and staff surveys, an analysis of data

provided by the Local Health Districts and inpatient

data from the health information exchange (HIE). The

data analysis reviewed how well the 90% target was being

met, how well hospitals were identifying eligible patients

and the effect of re-admissions for people being followed

up. A literature review on similar follow-up interventions

was also undertaken.

Recommendations of the evaluation

The evaluationmade a series of recommendations including:

• Reviewing key performance indicators and data sources

and assessing the ability of Local Health Districts to

locate eligible patients within their facilities to ensure

all eligible patients are identified and offered follow-up.

• Examining hospital data for inconsistencies between

data sources.

• Providing additional resources for clinical support and

intervention as well as the expanded use of home visits,
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and the promotion of the service to eligible patients

while they are in hospital.

• Expanding the program to specifically seek information

about new problems and personal support available after

discharge and investigating the benefits of home-visit

follow-up.

Next steps
All Local Health Districts will adopt the newmodel of care

for enhancement to the 48Hour Follow-up program,which

includes these components:

• dedicated positions for the 48 Hour Follow-up program

• having a central point of contact

• clinical supervision and support

• improved identification of eligible patients for follow-up

• increased capacity for home visiting in addition to a 48

hour follow-up phone call.

The evaluation of the enhanced 48Hour Follow-up program

is being funded through the National Partnership Agree-

ment on Closing the Gap in Indigenous Health Outcomes8

and will be undertaken jointly between the Centre for

Aboriginal Health and the University of Newcastle. The

proposed intervention includes strategies designed to assist

the health-care system to be more sensitive to the cultural,

health and socio-economic needs of Aboriginal patients

with chronic disease. Guided by an advisory group, the

intervention will consist of the following strategies:

• recommendations for clinicians involved in the patient’s

care for improving treatment adherence

• care delivered by the Chronic Care Worker while the

patient is still in hospital

• care delivered post discharge by the Aboriginal Chronic

Care Worker

• feedback to the health-care system.

Currently, the Local Health District Service Agreements

include relevant indicators and strategic priorities relating

to the chronic care program.

Connecting Care Program

The Chronic Care for Aboriginal People program is work-

ing closely with the Connecting Care Program which was

introduced to former Area Health Services in 2009. The

Connecting Care Program aims to reduce the progression

and complications of chronic disease, improve the quality of

life of people with chronic diseases and support their carers

and families. It also aims to reduce unplanned and avoidable

admissions to hospitals and improve the health systems

capacity to respond to the needs of people with chronic

diseases. Many Aboriginal people will be eligible, however

issues around access, engagement and identification will

Follow up Identification

TrustReferral

Education

Treatment
Clinical

indicators

Screening &
Assessment

Figure 1. The model of care developed for the Chronic Care for Aboriginal People
program.
Source: NSW Health Chronic care for Aboriginal people. September 2010.7

The Chronic Care for Aboriginal People program in NSW

Vol. 23(3–4) 2012 NSW Public Health Bulletin | 79



present as barriers for enrolment to this program. The NSW

Health Primary Health, Community Partnerships and

Chronic Disease Branch has endorsed the targeting of the

Connecting Care Program enhancement funds to provide

positions dedicated to Aboriginal enrolments in each Local

Health District. It is anticipated that joint planning will

occur between the Connecting Care Program, Chronic Care

for Aboriginal People program, the Division of General

Practice and Aboriginal Medical Services to integrate posi-

tions, programs and service provision.

Conclusion
The Chronic Care for Aboriginal People program, the

culmination ofmany years of work, will continue to evolve

to support flexible local approaches to chronic disease. The

implementation of the 48 Hour Follow-up program across

NSWhas been a success of the program.Aboriginal people

should feel safe and confident to access all health services

and have choice in their own health care. To allow choice it

is therefore important to maintain Aboriginal-specific

services as well as ensuring mainstream services are better

able to meet their needs.

References
1. Australian Institute of Health and Welfare. Australia’s health

2010. Australia’s health no. 12. Cat. no. AUS 122. Canberra:

AIHW, 2010.

2. Centre for Epidemiology and Research. Health of the people of

New South Wales – Report of the Chief Health Officer, 2010.

Sydney: NSW Department of Health, 2010. Summary Report.

Available at: http://www.health.nsw.gov.au/pubs/2010/pdf/

chorep_summary_2010.pdf (Cited 2 January 2012).

3. Australian Bureau of Statistics. The Health and Welfare of

Australia’s Aboriginal and Torres Strait Islander Peoples. Oct

2010. Updated 14/04/2011. 4704.0 Available at: http://www.

abs.gov.au/AUSSTATS/abs@.nsf/lookup/4704.0Main+

Features1Oct+2010 (Cited 2 February 2012).

4. NSW Health. Aboriginal Chronic Conditions Area Health Ser-

vice Standards. Cardiovascular disease, diabetes, kidney dis-

ease, chronic respiratory disease and cancer. 2005. Available at:

Aboriginal Chronic Conditions Area Health Service Standards

(Cited 24 April 2012).

5. Ben-Tovim DI, Dougherty ML, O’Connell TJ, McGrath KM.

Patient journeys: the process of clinical redesign. Med J Aust

2008; 188(6): S14–7.

6. Health NSW. The Walgan Tilly Project: Chronic Care for

Aboriginal People Final Report. April 2008. Available at:

http://www.archi.net.au/_data/assets/pdf_file/0008/58247/

walgantilly.full.pdf (Cited 2 January 2012).

7. NSW Health. Clinical services redesign program. Chronic care

for Aboriginal people. September 2010. Available at: http://

www.health.nsw.gov.au/resources/Initiatives/chronic_care/

aboriginal/pdf/CCAP_MoC_December2010.pdf (Cited

2 January 2012).

8. Council of Australian Governments. National Partnership

Agreement on Closing the Gap in Indigenous Health Outcomes:

an agreement between the Commonwealth of Australia and the

States and Territories. 1 July 2009. Available at: http://www.

coag.gov.au/intergov_agreements/federal_financial_relations/

docs/national_partnership/NP_closing_the_Gap_indigenous_

health_outcomes.pdf (Cited 24 April 2012).

80 | Vol. 23(3–4) 2012 NSW Public Health Bulletin



Eye health services for Aboriginal people
in the western region of NSW, 2010

Louise MaherA,B,F, Anthony M. BrownC,

Siranda TorvaldsenB, Angela J. DawsonD,

Jillian A. PattersonE and Glenda LawrenceB

ANSW Public Health Officer Training Program,
NSW Ministry of Health

BSchool of Public Health and Community Medicine,
University of New South Wales

CSchool of Rural Health (Dubbo), The University of Sydney
DFaculty of Nursing, Midwifery and Health, University
of Technology

ENSW Ministry of Health
FCorresponding author. Email: lmahe@doh.health.nsw.gov.au

Abstract: Aim: To assess the availability, acces-

sibility and uptake of eye health services for

Aboriginal people in western NSW in 2010.

Methods: The use of document review, observa-

tional visits, key stakeholder consultation and

service data reviews, including number of cataract

operations performed, to determine regional

service availability and use. Results: Aboriginal

people in western NSW have a lower uptake of

tertiary eye health services, with cataract surgery

rates of 1750 per million for Aboriginal people

and 9702 per million for non-Aboriginal

people. Public ophthalmology clinics increase

access to tertiary services for Aboriginal people.

Conclusion: Eye health services are not equally

available and accessible for Aboriginal people

in western NSW. Increasing the availability of

culturally competent public ophthalmology clinics

may increase access to tertiary ophthalmology

services for Aboriginal people. The report of the

review was published online, and outlines a list of

recommendations.

Aboriginal people experience a higher burden of eye

disease than the general population in Australia. The

National Indigenous Eye Health Survey found the rates

of blindness in Aboriginal and Torres Strait Islander adults

to be 1.9% which is 6.2 times the rate for non-Aboriginal

Australian adults, and low vision prevalence to be 9.4%,

2.8 times the rate for non-Aboriginal Australian adults.1

The major causes of blindness in Aboriginal people are

cataract, optic atrophy, refractive error, diabetes and

trachoma.1 Although 94% of vision loss in Aboriginal

people is preventable or treatable, 35% of Aboriginal

adults have never had an eye examination.1

Eye health services at the primary health-care level involve

health promotion, screening, treatment of minor problems

and referral to eye health professionals. Secondary eye

health services are delivered by optometrists and ophthal-

mologists and include diagnosis and treatment of major

eye problems, excluding surgery. Tertiary eye health

services are delivered by ophthalmologists and involve

surgical interventions in the hospital setting.

The western region of New SouthWales (NSW) comprises

two Local Health Districts, Western NSW and Far West,

and has the highest proportion of Aboriginal residents in

the state (8.9%; 26 797 people).2 Aboriginal people in the

region are significantly disadvantaged over a range of

social and economic indicators including unemployment,

household income and educational attainment.3

NSWHealth commissioned a review of eye health services

for Aboriginal people in western NSW in 2010.4 The aims

of the review were to describe and map existing eye health

services, to estimate the accessibility of eye health services

for Aboriginal people and to make recommendations for

improving access to services. This paper describes the

findings of this review.

Methods
A mixed methods approach, combining qualitative and

quantitative data, was used to capture regional service

utilisation data, as well as the perspectives and experiences

of key service providers.

Data collection

Relevant peer-reviewed and grey literature was analysed to

determine the epidemiology of eye health, national and state

frameworks for eye health service issues and information

related to eye health service providers. Non participant

observation was undertaken in six eye clinics. Forty-three

key eye health service providers, including program coordi-

nators, optometrists, ophthalmologists and health services

managers, were interviewed using standard questions and

asked to provide information on services provided.
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Cataract surgery rates were used as an indicator of access

and uptake of eye health services, as people who have

received cataract surgerymust have successfully navigated

the eye health-care pathway at the primary, secondary and

tertiary level. The number of cataract operations received

by residents ofwesternNSWfor the period July 2007–June

2010 was identified from the NSW Health Admitted

Patient Data Collection. The Australian Classification of

Health Interventions (7th edition) procedure code blocks

195–200 were used to identify a cataract procedure. Cata-

ract surgery data were disaggregated for Aboriginal and

non-Aboriginal people, and also for each Local Health

District.

Data analysis

Cataract surgery rates (the number of cataract operations

per million population per year) were calculated for

Aboriginal and non-Aboriginal people in the region, using

population data from the Australian Bureau of Statistics

residential population estimates for each year.2 Crude

cataract surgery rates are reported, as these rates are the

routine method for measuring and reporting cataract sur-

gery coverage in the published literature.5 The number of

additional cataract surgeries required for Aboriginal peo-

ple each year in order for the cataract surgery rates for

Aboriginal people to equal the cataract surgery rates for

non-Aboriginal people within each Local Health District

was also calculated.

Cataract surgery rates were also calculated for three sub-

populations in the region: the five local government areas

where public ophthalmology clinics are available; the

seven local government areas where private ophthalmolo-

gy clinics are available; and the ten local government areas

where no ophthalmology clinics are available. The differ-

ence of proportions for cataract surgery rates for these

three sub-populations was calculated with a chi-square test

using SAS statistical software.

The information retrieved through the document review

was synthesised and a thematic analysis was undertaken of

the service provider interviews and observations collected

during the clinic visits. These were examined according to

predetermined themes concerning service availability,

accessibility, coordination and uptake in the region.

As a routine review of services within NSW Health,

using existing and non-identifiable data, this project did

not require review by a Human Research Ethics

Committee.

Results
Availability and mapping of eye health services

An overview of the services, locations and throughput for

these service providers is outlined in Table 1.

Outreach eye clinics: The Outback Eye Service conducts

integrated outreach eye services in seven locations in the

region, delivering public eye clinics with optometry and

ophthalmology. The Service also conducts eye surgery in

Bourke four times a year, with case coordination and local

post-operative follow-up.

Optometry: Aboriginal Community Controlled Health

Services (ACCHS), together with the International Centre

for Eye Care Education, provide outreach optometry

clinics in 36 locations across the region, held in local

Aboriginal facilities. Regional Eye Health Coordinators

based in the ACCHS in Wellington and Walgett manage

these clinics and provide case coordination, with optome-

trists sourced from the region and coordinated by the

International Centre for Eye Care Education. Optometry

in private clinics is also available across the region, where

services are predominantly bulk billed under Medicare,

and glasses can be accessed for free through the NSW

Government Spectacle Program.

Ophthalmology: Ophthalmology clinics are run by the

Outback Eye Service as described above. BrokenHill Base

Hospital provides a regular public ophthalmology clinic.

The Royal Flying Doctor Service conducts an annual

ophthalmology outreach clinic in four locations. Ophthal-

mologists run private clinics in eight locations in the

region, all in larger towns in the south east, and some will

bulk bill clients on request. The availability of ophthal-

mology services is shown in Figure 1. Some areas with

large numbers of Aboriginal people have no ophthalmolo-

gy clinics available, or only private clinics where clients

would mostly incur an up-front cost for the service.

Surgery: Public ophthalmology surgery is available at

seven hospitals in the region.

Access to services

There are limited data available on the use of eye health

services for Aboriginal people at the primary and second-

ary level. At the tertiary level, the cataract surgery rate in

western NSW for 2007–2010 was 1750 per million popu-

lation for Aboriginal people and 9702 per million popula-

tion for non-Aboriginal people. The cataract surgery rate

for Aboriginal people in the FarWest Local Health District

was 2338 per million population, and 1673 per million

population in the Western NSW Local Health District

(Figure 2).

For 2007–2010, an average of 39 Aboriginal people

received cataract surgery annually in the Western NSW

Local Health District. An additional 197 cataract opera-

tions for Aboriginal people would have been required

annually on average in this period for the Aboriginal

cataract surgery rate to equal the non-Aboriginal rate. In

the Far West Local Health District seven Aboriginal
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people received cataract surgery annually on average for

the 2007–2010 period, and an additional 10 surgeries

would have been required each year to close the gap in

cataract surgery rates. For Aboriginal residents of western

NSW, there is a relationship between the availability of a

public ophthalmology clinic in their local government area

of residence and the rate of access to cataract surgery

(Figure 3). There is a significant difference in the cataract

surgery rate for Aboriginal people from local government

areaswith public ophthalmology clinics, compared to local

government areas with no clinics or private ophthalmology

clinics (x2 test, p , 0.001).

Coordination of services

The key stakeholders interviewed reported that there is

limited coordination between the key service providers in

the region. In some locations there is strong cooperation

between primary, secondary and tertiary providers to

coordinate eye care services and the patient journey,

however in other locations primary providers are unable

to facilitate access to secondary and tertiary services.

There is no regional coordination of eye health services,

or a structure which facilitates collaboration between

service providers. The Local Health Districts have no

comprehensive eye health-service delivery plans in place.

Monitoring and evaluation of services

Key eye health-service providers monitor their services

using different monitoring and evaluation tools and varied

reporting strategies. The data available cannot be com-

bined to give an accurate picture of primary and secondary

eye health services across the region, due to variations in

indicators and data collection systems, as demonstrated in

Table 1. There are no systems in place to monitor and

evaluate eye health-services delivery for primary or sec-

ondary level services across the region. Tertiary level data

are available from the Local Health Districts and are

routinely monitored to ensure waiting-list benchmarks

for surgery are being met, but these data are not analysed

to ensure services are equitable.
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Figure 1. The location of public and private ophthalmology clinics in relation to the
distribution of the Aboriginal population in western NSW, 2010.
Source: Maher L, Brown A. Eye health services for Aboriginal people. A review within the
greater western region of NSW. Sydney: NSW Ministry of Health; 2011.
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Targeting services for Aboriginal people

A culturally competent health-care system acknowledges

and incorporates the importance of culture, and adapts

services to meet culturally unique needs.6 Of the services

described, only those delivered by, or in partnership with,

ACCHS are specifically tailored for Aboriginal people.

The majority of eye health services available are main-

stream services. The Outback Eye Service works in close

partnership with the ACCHS and the Regional Eye Health

Service Coordinators to improve access to the service for

Aboriginal people, and 26% of their services are delivered

to Aboriginal people. No other services specifically

modify their services to improve cultural competence for

Aboriginal people. Many key service providers identified

lack of cultural competency, particularly in private sec-

ondary eye health-service providers, as a significant barrier

to accessibility of services for Aboriginal people.

Discussion
This review provides an overview of eye health services in

western NSW for Aboriginal people. The focus was on

secondary and tertiary services, and service delivery at the

primary health-care level was not considered in depth. The

review was also limited by the quality and availability of

routinely collected service delivery data.

There is differential access to secondary and tertiary eye

health services between Aboriginal and non-Aboriginal

people in western NSW. There appears to be three main

barriers for Aboriginal people accessing secondary eye

health services in the region: availability, affordability and

cultural competency. In many areas in the region that have

a high number of Aboriginal people, there are either no

ophthalmology services available, or only private clinics.

This review demonstrated a clear relationship between the

availability of public ophthalmology clinics and the uptake

of cataract surgery for Aboriginal people. The availability

of private ophthalmology clinics in an area does not

increase uptake of cataract surgery, perhaps because pri-

vate clinics present cultural and financial barriers for

Aboriginal people. The National Indigenous Eye Health

Survey identified some of the barriers reported by Aborig-

inal people that limited access to eye care when there was

an eye problem, with the main reasons related to cost,

availability and accessibility of services, perceptions

around the severity of problems, and people having other

0

2000

4000

6000

8000

10 000

12 000

Far West Western NSW NSW total

C
at

ar
ac

t s
ur

ge
ry

 r
at

e

Local Health District

Aboriginal people Non-aboriginal people

Figure 2. Comparison of average annual cataract surgery rates
per million population for Aboriginal and non-Aboriginal
people in the Far West and Western NSW Local Health Districts
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Source: Maher L, Brown A. Eye Health Services for Aboriginal
People. A Review within the Greater Western Region of NSW.
Sydney: NSW Ministry of Health; 2011.
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within the Greater Western Region of NSW. Sydney: NSW Ministry of Health; 2011.
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priorities.7 These reported barriers are consistent with the

findings of this review.

The review identified two other key issues affecting eye

health-service delivery, which are limited coordination

between the main eye health service providers and incom-

plete monitoring and evaluation of eye health services in

the region. Improved coordination and collaboration

between the eye health-service providers in the region

could result in improved access to services and eye health

for Aboriginal people. Coordinated and integrated eye

health clinics improve efficiency of services for patients,8

and one proposed solution involved the establishment of

private-public partnerships between the Local Health Dis-

trict, private ophthalmologists, ACCHS, and the Outback

Eye Service, whereby outreach eye clinics for Aboriginal

people could be established in the private rooms of

ophthalmologists. This is a potentially inexpensive initia-

tive that could significantly improve access to and uptake

of services for Aboriginal people at the secondary level.

Additionally, improved monitoring and evaluation of ser-

viceswill allow information about service delivery and eye

health outcomes to be available, and highlight the current

inequitable access and uptake of services for Aboriginal

people.

The report prepared for the Ministry of Health4 following

this review process made a number of recommendations

which are consistent with the recommendations in the road

map for closing the gap in eye health for Aboriginal people

developed by Taylor.9 These recommendations were: to

enhance primary eye care as part of primary health care; to

increase the availability and accessibility of secondary eye

health services in the region; to maintain the availability of

tertiary services; to improve coordination of eye care

services between key providers; to improve cultural com-

petence of eye health services; and to ensure appropriate

monitoring and evaluation of eye health services for

Aboriginal people in the region.

Conclusions
Improved availability of affordable and culturally compe-

tent services, improved coordination between service

providers, and improved monitoring and evaluation of

eye health services are recommended to close the gap in

eye health for Aboriginal people in western NSW.
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Abstract: A 5-year strategic plan for Aboriginal

health research and evaluation has been developed

to support the NSW Ministry of Health in its

efforts to create the evidence for what works in

addressing the health disparity between Aborigi-

nal and non-Aboriginal people. The plan has the

following objectives: that all Aboriginal health

policies and programs are evidence informed; that

programs and strategies are rigorously evaluated

and contribute to building the evidence for

improving Aboriginal health outcomes; that new

research evidence is generated for improving

Aboriginal health outcomes; and that robust

monitoring and accountability mechanisms in

Aboriginal health are in place, with improved data

quality. This paper describes the development of

the NSW Ministry of Health’s Aboriginal Health

Research and Evaluation Strategic Plan 2011–15,

including a review of the evidence and policy

documents, facilitated planning sessions, and con-

sultation with staff within the Population and

Public Health Division of the Ministry.

Terminology
In accordance with NSW Health policy, Aborigi-

nal and Torres Strait Islander people are referred

to as Aboriginal in recognition of the fact that

Aboriginal people are the original inhabitants

of NSW.

Using research evidence to develop and evaluate health

policy and practice has the potential to improve health

outcomes and resource allocation.1 More effective

mechanisms are needed for generating policy-relevant

research evidence, and for translating it into policy and

practice.2,3 In Aboriginal health, the limited evidence-

base for informing policy and practice is likely to contrib-

ute to the ongoing health disparity between Aboriginal and

non-Aboriginal Australians.4,5 The evaluation and moni-

toring of programs and services that are delivered to

Aboriginal peoples are important for developing evidence

that can inform future policy and practice.

InMarch 2010, the Population and Public Health Division,

NSWMinistry of Health, established an Aboriginal health

research and evaluation function, recognising the need to

increase the generation and use of research evidence, and

for the rigorous evaluation of programs and services.6

Increasing investment in Aboriginal health in recent years

through the Council of Australian Governments (COAG)

National Indigenous Reform Agenda has also encouraged

more evaluation to produce evidence of effective strategies

to improve health outcomes.

In 2011, a strategic plan was developed to guide the

Division’s work in Aboriginal health research and evalua-

tion. The plan focuses activities on contributing towards

improving the health of Aboriginal people by facilitating

evidence-based best practice, and meeting national and

state government reporting commitments. This paper

describes the development of the NSW Ministry of

Health’s Aboriginal Health Research and Evaluation Stra-

tegic Plan 2011–2015, its objectives and strategies, and

highlights initial achievements in its implementation. The

paper also draws on approaches nationally and internation-

ally for future directions in policy-relevant research and

evaluation.

Methods
Development of the Strategic Plan

The plan was developed in early 2011 over a 6-month

period. A review of published research evidence was used

to identify possible strategies and activities that could

contribute towards meeting the objectives and overall

vision. As well as being evidence-based, the plan reflects

existing national and state policy commitments and is

achievable within resources.
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Strategic planning sessions and interviews

Strategic planning days were held to identify the aims,

objectives and activities to be included in the plan. Inter-

views were conducted with senior staff in the Population

and Public Health Division and other branches within the

NSW Ministry of Health responsible for implementing

state-wide Aboriginal health programs. Information was

collected on:

• perceptions regarding the role of Aboriginal health

research and evaluation in NSW Health

• strategies which could increase the use of evidence in

policy and program decision making

• strategies which could improve the evaluation of

programs in order to develop rigorous evidence on

effectiveness

• how to build research and evaluation capacity.

Document review

Strategic health research documents were sourced by

searching websites of health departments, research institu-

tions and relevant non-government organisations in

Australia and internationally, including a targeted search

for policies and strategies in Indigenous health, and

reviewed.

Draft versions of the plan were developed and feedback

from the Population and Public Health Division was used

to finalise the document.

Results
For successful implementation of the Strategic Plan, the

following guiding principles are a necessity:

• A strong partnership with Aboriginal communities and

the Aboriginal Community Controlled Health Services,

with the other Divisions of the NSWMinistry of Health

and Local Health Districts, as well as the research

community particularly the Aboriginal health research

community

• An organisational culture within NSW Health that

values evidence, evaluation and research

• Staff who have the research capacity to use evidence to

guide policy and practice

• A policy direction that supports and drives evidence-

based practice

• A mechanism to lead, drive and coordinate statewide

research and evaluation projects

• A mechanism that enables reporting and accountability

to occur at local, state and national levels

• An effective communication and advocacy strategy

across the health system.

Strategies included in the plan and progress with its

implementation are outlined below.

Strategy 1: Increasing the use of evidence
in Aboriginal health policies and programs

Increasing the use of evidence is a commitment under

the National Indigenous Reform Agreement7 and the

NSW Health Population Health Research Strategy.8

The activities to be undertaken are based on evidence of

what is most likely to be effective: improving access to

evidence from research; greater interaction between

researchers and policy agencies; and improving organisa-

tional capacity for using research including policies,

culture and skills.3

Knowledge translation meetings with leading researchers

in Aboriginal health have been held to facilitate greater

interaction between researchers and policy-makers. The

meetings focused on evidence relevant to specific Aborig-

inal health programs. Evidence reviews have been com-

pleted to inform the development of programs, including a

review of evidence-based chronic care models, a review of

chronic disease interventions, and a review of appropriate

evaluation methodologies to generate robust evidence on

program effectiveness.

To improve access to published research evidence, the first

phase in developing a web-based evidence repository

was undertaken in consultation with Aboriginal health

policy-makers and health-service providers. To improve

organisational capacity, staff have received training and

presentations on using research evidence, and receive

weekly updates on newly published research in Aboriginal

health, with access to full-text journal articles.

Strategy 2: Evaluating Aboriginal health policies and
programs and building the evidence base of strategies
that can improve health outcomes

Evaluation of Aboriginal health programs is a commitment

under theNational Indigenous Reform Agreement.9 Rigor-

ous evaluation of health services and programs to generate

evidence to inform policy is essential for improving health

outcomes, and requires significant investment.10

In 2010 the Ministry began a review of existing and

planned evaluations of all of its funded programs in

Aboriginal health, and considered possible models avail-

able to bring research expertise to these programs. New

evaluation projects have commenced using a range of

models and scientific methods, including multiple-

baseline interrupted time-series design,11 randomised

controlled trials and mixed-method approaches. The

Centre hasworkedwith other brancheswithinNSWHealth

to develop evaluations in the areas of maternal and child

health, maternal smoking cessation, injury prevention and

chronic care and is currently evaluating the Chronic Care

Service Enhancements Program. It has run training on

evaluation techniques to staff, and to chronic care workers
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in Local Health Districts and Aboriginal Community

Controlled Health Services (ACCHS).

Strategy 3: Facilitating strategic research to develop
evidence for improving Aboriginal health outcomes

The implementation of research findings into practice

have contributed to increases in life expectancy and in

quality of life for all Australians. Despite this, there is

limited research evidence on effective strategies for

improving the health of Aboriginal people.4,5 Collabora-

tive, locally driven research partnerships are needed to

drive research priorities and to undertake research. Devel-

oping the infrastructure, capacity and governance required

to facilitate such research is an objective of the Ministry of

Health, and a priority under the Population and Public

Health Division’s Promoting the generation and effective

use of population health research in NSW strategy

2011–2015.8

TheMinistry hasmade progress in supporting high quality,

policy relevant intervention research projects to contribute

to developing the evidence base in Aboriginal health. The

Ministry is working in partnership with leading research

institutions to trial the effectiveness of interventions in

priority areas including maternal and child health, chronic

disease prevention andmanagement, injury prevention and

improving cultural competency and Aboriginal identifica-

tion within NSW hospitals.

Strategy 4: Providing epidemiological and
performance reporting on Aboriginal health
indicators, and improve data quality

Public reporting on population health and health service

delivery can improve patient clinical outcomes and benefit

the system as a whole.12 To encourage effective reporting,

the NSWGovernment has committed to produce an annual

progress report on closing the gap between Aboriginal and

non-Aboriginal people. The first of these reports will be

released in 2012, and a summary report card was launched

on National Close the Gap day, 22 March 2012 (see

http://www.health.nsw.gov.au/pubs/2012/aboriginalhealth

reportcar.html).

The Ministry of Health contributes to state and national

Aboriginal health reporting through Health Statistics

NSW,13 the National Aboriginal and Torres Strait

Islander Health Performance Framework,14 the National

Key Performance Indicators for Indigenous Specific

Primary Health Care Services,15 and the Productivity

Commission’s Overcoming Indigenous Disadvantage

Key Indicators Report.16 It has contributed to the devel-

opment of national trajectories for closing the gap

targets and to refining the methodologies used for

calculating targets for the COAG National Indigenous

Reform Agreement. A number of epidemiological and

health services studies that use routinely collected data

are being supported, including a data linkage project as

part of the 48-hour follow-up evaluation under the

Chronic Care for Aboriginal People program which

linked program participation data and hospital admis-

sions data to assess the impact of the program on

readmissions rates.

Evaluating the strategic plan
Achievements against the strategic plan will be assessed

against increasing the use of evidence in policy-making,

increasing in the number of high quality evaluations and

research projects that address Aboriginal health priorities,

an increase in the number of publications and reports that

contribute to the evidence base in Aboriginal health, as

well as measures of increased capacity, organisational

change and collaboration with key stakeholders.

Discussion
The aim of the NSW Ministry of Health’s Aboriginal

Health Research and Evaluation Strategic Plan

2011–2015 is to focus the activities towards facilitating

evidence-based practice by ensuring policies and programs

are evidence-based and evaluated rigorously, and health

indicators are monitored and reported accurately. The plan

aligns with the NSWHealth Promoting the generation and

effective use of population health research in NSW. A

Strategy for NSW Health 2011–2015.8

The implementation of the strategic plan will aim to

continuously build on approaches for bringing together

research, evidence, policy and health service delivery in

order to improve health outcomes. In the area of evidence

translation into policy (Strategy 1), emerging models such

as that being developed through CIPHER, and the Canadi-

an McMaster Health Forum may provide guidance in this

area. The Canadianmodel coordinates forumswith policy-

makers, leaders, citizens and researchers for structured

deliberations around specific health challenges using an

evidence-based medicine and problem-based learning

approach.17,18

The evaluation of Aboriginal health policies and programs

(Strategy 2) is consistent with a global trend to increase

investment in rigorous designs for research and evaluation

to provide recommendations for policy and practice.

A useful approach has been developed by the Medical

Research Council in the UK, which has produced guide-

lines for developing and evaluating complex interventions

to guide policy agencies on how to design and rigorously

evaluate evidence-based interventions.19

Aboriginal health research and evaluation in NSW
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The Ministry will continue to maintain a strong focus on

working with health services and population health pro-

grams to increase rigorous research and evaluation, and is

trialling more feasible and collaborative designs which

maintain high standards of scientific rigour.11 The partner-

ship between researchers, policy-makers, practitioners and

Aboriginal communities and organisations will be critical

for allowing evaluation designs to fit policy and program

implementation, and to meet community priorities.

The aim to facilitate strategic research to develop evidence

for improving Aboriginal health outcomes (Strategy 3)

will contribute towards expanding the limited evidence-

base in Aboriginal health on effective interventions.5 In

Australia, the majority of funded research is investigator

driven, therefore the evidence produced may not always

provide useful information for policy makers who need to

know what works in different settings to improve health

service delivery and health outcomes;20 and not how to

best allocate resources towards competing priorities.

Existing strategic documents relevant to Aboriginal health

research also support the need for more strategic

approaches for increasing policy-relevant research that

provides evidence of what works.21,22 In October 2011

the NSW Aboriginal Health Partnership between the

Aboriginal Health and Medical Research Council of

NSW and NSW Health established a Research and Evalu-

ation Sub-Committee to provide strategic direction to

research and evaluation activities in Aboriginal health

across NSW.

NSW has considerable expertise in the translation of

evidence into policy and practice, and in population health

intervention research. There is great potential to draw on

this expertise to implement the Strategic Plan by support-

ing the development of effective and collaborative rela-

tionships between Aboriginal communities and the

Aboriginal Community Controlled Health Services,

researchers, policy-makers and health service providers

to encourage greater use of evidence, stronger evaluations

of services and programs, and the development of rigorous

evidence of what works to improve the health of Aborigi-

nal people in NSW.
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Sexually transmissible infections
and bloodborne viruses in Aboriginal
and Torres Strait Islander populations
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Nationally there are higher rates of sexually transmissible

infections (STIs) and bloodborne viruses diagnosed in

Aboriginal and Torres Strait Islander people than in other

Australians. These infections are a major source of mor-

bidity:1 untreated chlamydia, gonorrhoea and syphilis can

cause infertility, pelvic inflammatory disease, premature

delivery and neonatal and post-partum infections, while

hepatitis B and C can lead to liver cirrhosis and liver cancer.

Untreated STIs can facilitate the transmission of human

immunodeficiency virus (HIV), a lifelong infection with

numerous health consequences. These infections are largely

preventable andeasilydiagnosed;manySTIs are easily cured.

Epidemiology
In the period 2005–2009, the age-standardised rates of

chlamydia and syphilis notifications in Aboriginal and

Torres Strait Islander people were 3.5 and 4 times higher,

respectively, than rates in the non-Aboriginal population

(excluding NSW and ACT where Aboriginal status was

reported for 50% or less of diagnoses). In Aboriginal and

Torres Strait Islander people, rates of STIswere significantly

higher in rural and remote areas, which may reflect targeted

STI screeningprograms indiscreteAboriginal communities.

While rates of HIV diagnosis were similar in Aboriginal and

non-Aboriginal populations, a higher proportion of the

infections in Aboriginal Australians was a result of injecting

drug use (21.3% compared to 2.8%). Rates of diagnosis of

hepatitis B and C were three times higher in Aboriginal and

Torres Strait Islander people than in other Australians. Rates

of HIV and hepatitis B and C were higher in urban areas,

which may reflect where people were tested.2

There is a need to improve the completeness and accuracy

of reporting Aboriginal status in national data sets. With

data missing from both regional and urban areas, there

is the potential to underestimate the prevalence and mor-

bidity associated with STIs and bloodborne viruses.1

Challenges
Aboriginal and Torres Strait Islander people may be more

vulnerable to STIs and bloodborne viruses because they: live

in high prevalence populations; are over-represented in

custodial settings (with increased risk of contracting hepati-

tis C); and have a higher proportion of young people than in

the general population (the median age in NSW is 21 years

compared to 37 in the non-Aboriginal population).3 Many

STIs and bloodborne viruses are asymptomatic so many of

those with the infection may not seek medical care and

consequently can pose a potential risk to others. Stigma and

shame are associated with these infections further reducing

the desire to seekmedical care. Gaps in the workforce mean

that some communities may lack access to culturally appro-

priate primary health-care services.1

Strategies
The objectives of the Third National Aboriginal and Torres

Strait Islander Blood Borne Viruses and Sexually Transmis-

sible Infections Strategy 2010–2013 include: decreasing the

proportion of hepatitis C and HIV infections attributed to

injecting drug use; increasing systematic testing and treat-

ment of sexually active people aged 15–30 years; and

improving young people’s knowledge of STIs and blood-

borne viruses. Needle and syringe programs and drug

treatment services are recommended as well as the use of

peer educators in delaying or preventing the onset of drug

use and encouraging injecting drug users to be tested and

treated for bloodborne viruses. Hepatitis B vaccination is

recommended for all Aboriginal and Torres Strait Islander

children at birth as well as a dose of immune globulin for

infants whose mothers are hepatitis B positive.1 Collabora-

tion between Aboriginal and Torres Strait Islander commu-

nities and a range of government and non-government

services including sexual health, mental health, drug and

alcohol and Justice Health can improve the path to preven-

tion, detection and referral for treatment and support.
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More Aboriginal mothers are attending their
first antenatal visit before 14 or 20 weeks
gestation in NSW

Over the period 1996 to 2010 inNSW, the proportion of Aboriginalmothers who attended their first antenatal visit before

14 weeks gestation increased from 43.8% to 71.3%. However, the proportion is still below that recorded for non-

Aboriginal mothers at 79.6% in 2010.

The purpose of antenatal visits is tomonitor the health of themother and baby, provide advice to promote the health of the

mother and baby, and identify antenatal complications so that appropriate intervention can be provided at the earliest

time. Potential complications include antepartum haemorrhage, placenta praevia, placenta abruptio, prolonged rupture of

membranes, gestational diabetes, threatened preterm labour, hypertensive disease of pregnancy and rhesus isoimmu-

nisation, cervical incompetence, polyhydramnios, oligohydramnios, chorioamnionitis, threatened miscarriage, and

problems secondary to multiple pregnancy.

Sources: NSW Perinatal Data Collection (HOIST). Centre for Epidemiology and Evidence, NSW Ministry of Health.

Note: Antenatal care should commence as early as possible in pregnancy to ensure the best outcomes for the mother and

the baby. All deliveries in New South Wales (NSW) were included. Due to under-reporting of Aboriginality to the

Perinatal Data Collection, the true numbers are likely to be about 50% higher than shown. The level of under-reporting

varies between Local Health Districts.

Further information and data on a range of public health indicators is available from the Health Statistics NSWwebsite

at: www.healthstats.nsw.gov.au.
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Communicable Diseases Report, NSW,
January and February 2012

Communicable Diseases Branch

NSW Ministry of Health

For updated information, including data and infor-

mation on specific diseases, visit www.health.

nsw.gov.au and click on Public Health and then

Infectious Diseases. The communicable diseases

site is available at: http://www.health.nsw.gov.au/

publichealth/infectious/index.asp.

Figure 1 and Tables 1 and 2 show notifications of commu-

nicable diseases received in January and February 2012 in

New South Wales (NSW).

Enteric infections
Outbreaks of suspected foodborne disease

Nine outbreaks of gastrointestinal disease, thought to be

due to the consumption of contaminated food and which

affected a total of 64 people, were reported for January and

February 2012. This is half as many outbreaks reported for

the same period last year. These outbreaks were linked to

restaurants or cafes (7), a private residence (1) and a

conference (1). Of the nine outbreaks, five were identified

through complaints to the NSW Food Authority, one was

identified through an emergency department report to a

public health unit, one was reported directly to a public

health unit and two were detected through the monitoring

of laboratory notifications of Salmonella clustered in time

and space. Stool samples were tested in six outbreaks.

SalmonellaTyphimuriumwas found to be the cause in four

of these outbreaks and Salmonella Give in one.

There were insufficient data to draw conclusions about

the likely cause for six outbreaks. For three outbreaks

an analysis of the foods consumed showed an association

between illness and consumption of partially cooked

egg products. In two of these outbreaks the cases

exclusively consumed fried ice cream from Chinese

restaurants. Fried ice cream is known to be a high-risk

food for salmonellosis because the very quick cook time is

unlikely to kill any pathogens present in the egg used to

coat the ice cream ball. In the other outbreak, the illness

was diagnosed in those who had consumed scrambled eggs

from a cafe. In this outbreak, eggs were pooled and stored

at a temperature where salmonella could multiply. The

dishes were then cooked to only a soft scramble, which

meant the temperature was not sufficient to kill any

Salmonella present.

Outbreaks of gastroenteritis in institutional
settings
In January and February 2012, 63 outbreaks of gastroen-

teritis in institutions were reported, affecting 686 people,

a similar number to the same period last year (61 out-

breaks). Twenty-seven outbreaks occurred in aged-care

facilities, 31 in child-care centres, 4 in hospitals and 1 in a

camp setting. All these outbreaks appear to have been

caused by person-to-person spread of a viral illness. In 27

(43%) outbreaks one or more stool specimens were col-

lected. In 12 (44%) of these, norovirus was detected.

Rotavirus was detected in 3 (11%) outbreaks.

Cryptosporidium was detected in one outbreak along with

norovirus; this finding was thought to be coincidental

during a viral gastroenteritis outbreak. In nine (33%)

outbreaks all stool specimens were negative for pathogens.

Results for three outbreaks are still outstanding.

Viral gastroenteritis increases in winter months. Public

health units encourage institutions to submit stool speci-

mens from case-patients for testing during an outbreak to

help determine the cause of the outbreak (for further

information see: Guidelines for the public health manage-

ment of gastroenteritis outbreaks due to norovirus or

suspected viral agents in Australia available at: http://

www.health.gov.au/internet/publications/publishing.nsf/

Content/cda-cdna-norovirus.htm-l).

Respiratory infections
Influenza

Influenza activity in NSW, as measured by the number of

people who presented with influenza-like illness to

56 select emergency departments and the number of

patients who tested positive for influenza at diagnostic

laboratories, was low during January and February 2012.

In January, there were:

• 67 presentations to emergency departments (rate 0.4 per

1000 presentations)
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• 21 cases of laboratory-confirmed influenza (rate 1.4 per

100 samples) including:

– 7 (33%) influenza B

– 6 (29%) influenza A – negative for pH1N1 –

presumed to be influenza A (H3N2)

– 4 (19%) influenza A (H3N2)

– 4 (19%) influenza A (pH1N1).

In February, there were:

• 86 presentations to emergency departments (rate 0.4 per

1000 presentations)

• 45 cases of laboratory-confirmed influenza (rate 1.9

per 100 samples)

– 20 (44%) influenza A – negative for pH1N1 –

presumed to be influenza A (H3N2)

– 15 (33%) influenza B

– 9 (20%) influenza A (H3N2)

– 1 (2%) influenza A (pH1N1).

Legionnaires’ disease

There were 27 cases of Legionnaires’ disease reported in

January and February 2012. Of these, 21 cases were due to

Legionella pneumophila and six cases were due to Legio-

nella longbeachae. Despite careful interviews with case-

patients for common exposures and a review of the

potential sources of infection (including cooling towers),

no common environmental sources were identified for

these cases.

Legionella bacteria can cause severe pneumonia if aero-

solisedwater or dust that contains the bacteria is inhaled by

susceptible people. Some air-conditioning cooling towers

have been identified as the source of Legionnaires’ disease

outbreaks in the past as they can become contaminated

by Legionella bacteria which are then aerosolised. There

are requirements for building owners to register their

cooling towers with local councils and to maintain cooling

towers to minimise the growth of Legionella bacteria in

the cooling tower water. For further information, see:

http://www.health.nsw.gov.au/factsheets/environmental/

legion_control.html.

Vaccine-preventable diseases
Meningococcal disease

Four cases ofmeningococcal diseasewere notified inNSW

in January and February 2012 (three in January and one in

February); the age of the cases ranged from 0 to 50 years

and included two cases aged under 5 years. One of these

four cases was an adult from regional NSW whose death

was notified in this period. All four cases ofmeningococcal

disease were caused by serogroup B, for which there is no

vaccine.

The number of cases has decreased from the same period in

2011, when there were 13 cases notified. The ages of these

case-patients ranged from 0 to 60 years (five aged under

5 years) and 6 of these cases were caused by serogroup B.

It is recommended that a single dose of vaccine against

meningococcal disease be given to all children at the age

of 12 months as well as those individuals at high risk of

disease.1

Pertussis (whooping cough)

During January and February 2012, 1591 cases of pertussis

were notified in NSW. This number is lower than that

reported for the same period in 2011 (2698 cases). Caution

should be exercised when interpreting these data because

notifications of disease can be delayed.

Immunisation of babies remains an important strategy to

provide protection for an age group most at risk of severe

illness. A free vaccine administered to infants at 2, 4 and

6 months of age is available. It is currently recommended

that the first dose be provided as early as 6weeks of age and

the subsequent booster dose at 3½ to 4 years.

Sexually transmitted infections
Syphilis

There were 65 notifications of infectious syphilis cases

during January and February; this number has slightly

decreased from the previous period of November and

December 2011 with 73 notifications. The majority of

notifications from January and February 2012 were in men

aged between 20 and 50 years. Of these, notifications

among young men aged 20 to 24 years have increased

compared to the same period in 2011 (17% in 2012

compared to 3% in 2011).

Syphilis is a highly infectious sexually transmitted disease

that is spread through vaginal, anal or oral sex through

skin-to-skin contact. Syphilis is highly contagious during

the primary and secondary stages of the disease when the

sore or rash is present. Those most at risk include men who

have sex with men, people with human immunodeficiency

virus (HIV) infection, and Aboriginal people living in

communities that are remote or have poor access to health

services.
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Figure 1. Notifications of selected communicable diseases, NSW, January 2004 to February 2012, by month of onset.
Preliminary data: case counts in recent months may increase because of reporting delays.
Laboratory-confirmed cases only, except for measles, meningococcal disease and pertussis.
BFV¼ Barmah Forest virus infections, RRV¼ Ross River virus infections,
Lab Conf¼ laboratory confirmed,
Men Gp C and Gp B¼meningococcal disease due to serogroup C and serogroup B infection,
other/unk¼ other or unknown serogroups.
NB: Multiple series in graphs are stacked, except gastroenteritis outbreaks.
NB: Outbreaks are more likely to be reported by nursing homes and hospitals than
by other institutions.
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