Commissioner Stephen King
Presiding Commissioner
Productivity Commission Inquiry on Mental Health

Dear Commissioner

Thank you for the opportunity to provide a written submission to the Productivity Commission’s Inquiry into the
Australian Mental Health system. As a large regional provider of Aboriginal and Torres Strait Islander primary health
care services, IUIH is pleased to provide the following observations to inform the Commission’s deliberations. This
submission elaborates on issues discussed with Commissioners on their visit to IUIH in November 2019. We look
forward to continuing to discuss these issues at the Inquiry’s Indigenous Consultation in February.

IUIH also respectfully offers the following comments on the Commission’s interim report for consideration in
developing the final report:

e Suggest replacing the term Aboriginal and Torres Strait Islander communities (which is used extensively
throughout the document) with Aboriginal and Torres Strait Islander people/populations. The word
communities often implies or is interpreted as meaning discrete Indigenous communities (where relatively few
people live) and therefore inadvertently excludes the vast majority of Indigenous people who live outside
these defined communities. We assume this is not the intent of the Commission.

e Page 25 —as well as racism and discrimination, access to health services by Aboriginal and Torres Strait Islander
people in urban areas is also impeded by cost of the mainstream healthcare services and availability of
transport, issues usually overcome by Aboriginal Community Controlled Health Service (ACCHS) service
models.

e Page 28 - We refer to the following statements: Aboriginal health practitioners and health workers comprise a
relatively small proportion of the health workforce but play an important role in providing culturally capable
care to Aboriginal and Torres Strait Islander people. There is a well-developed system of training for these
workers, including in mental health. We are seeking more information on ways to expand their career
opportunities, including scope for transition-to-practice arrangements for those wishing to move into more
general mental health clinical or non-clinical roles.

In IUIH’s view there are two main issues — (1) how Aboriginal Health Workers are utilised in the mainstream
system — essentially where they carry the responsibility for rendering the service culturally capable but without
a clinical or professional role outside of this; and (2) that becoming an Aboriginal Health Worker should not be
seen as the only pathway for Aboriginal people wishing to work in mental health.

Aboriginal Health Workers (AHWs) are often utilised differently in mainstream health services than in ACCHS.
In mainstream services they are often culturally isolated and used in an engagement/transport capacity quite
separate from the treating team, which usually remains inherently not culturally capable. In ACCHS they are
more likely to be employed as valued members of Indigenous-led Multidisciplinary Care Teams where they
provide advice, cultural mentorship and clinical support to non-Indigenous team members as well as
facilitating access, fulfilling some clinical functions and providing direct wrap around care to the client. We
agree with the Fifth National Mental Health and Suicide Prevention Plan which states, “Aboriginal and Torres
Strait Islander leadership in mental health services is fundamental to building culturally capable models of care.
Governance, planning processes, systems and clinical pathways will be more effective if they include Aboriginal

Page 1 of 30



and Torres Strait Islander workers at key points in the consumer journey, such as assessment, admission, case
conferencing, discharge planning and development of mental health care plans” (page 31). However, IUIH
believes it is critical for all clinical services and programs to also operate within a robust, evidence-based
clinical governance framework. A culturally capable service model must also be clinically effective. Therefore,
IUIH believes the most effective models of mental health care for Aboriginal and Torres Strait Islander people
will be clinical care that is strongly informed by Indigenous perspectives, both in the design and delivery of
services.

IUIH also notes that while AHWs may be one important part of the workforce, this is often seen as the ONLY
pathway or career options for Aboriginal people wanting to work in mental health. Resourcing the ongoing
training and development of their Indigenous workforce must be a priority for public mainstream health
services, providing the training is accompanied by real employment opportunities. A much heavier emphasis
and effort should be directed into supporting career pathways for Aboriginal and Torres Strait Islander people
through the breadth of disciplines needed i.e. social workers, mental health nurses, counsellors, psychologists,
psychiatrists. IUIH provides training in Certificate llls for Aboriginal and Torres Strait Islander community
members across a range of health disciplines. In particular, it focuses on providing opportunities to women
returning to the workforce after rearing children and the long-term unemployed. In doing so, IUIH has
identified that a key success factor has been the provision of significant mentoring and support while the
student undertakes their studies. The importance of this (largely unfunded) pastoral care and support in
achieving positive training and employment outcomes cannot be overstated.

e Page 33 — Post release care in particular is best undertaken by ACCHSs as their models of care integrate mental
health into primary health care and they are well connected to community based social support services. This
means that someone post-release is immediately connected to a range of mental health, general health and
social support services, often available within the same organisation. However, government procurement
processes for post-release care often favours mainstream mental health service providers even for custodial
environments where Aboriginal and Torres Strait Islander people comprise a significant proportion of potential
clients.

e |UIH notes the Commission’s proposal that the current arrangement of commissioning mental health services
through PHNs be replaced by the establishment of Regional Commissioning Agencies. IUIH supports the
principle of regional commissioning, having advocated to the Australian Government that IUIH could take on
the role of regional commissioner of Indigenous health services in SEQ. However, we ae concerned that for
identifying need and commissioning mental health services for Indigenous Australians, such a body may have
no more expertise or be any more efficient than PHNs. IUIH hopes the Commission will consider the role that
regional ACCHSs could play in allocating mental health funding targeted to Indigenous Australians.

e Draft finding 2.1 (page 51) which reads: Mental illness is the second largest contributor to years lived in ill-
health, and almost half of all Australians will experience mental illness at some point in their life. Compared to
other developed countries, the prevalence rate of mental illness in Australia is above the OECD average. For
completeness it would be pertinent to acknowledge that mental disorders are the largest contributor to the
Indigenous burden of disease.

e Information Request 11.1 (page 65) which reads: The Productivity Commission is seeking information from
participants on any barriers impeding career progression for Aboriginal and Torres Strait Islander health
workers, including barriers to the ability to move to broader health professions, such as mental health nursing.
Few gains will be made in this area until mainstream health services prioritise the upskilling of Indigenous staff
as both a contribution to enhancing culturally capable healthcare AND a contribution to enhanced
employment outcomes for Indigenous Australians which is both a government priority in its own right and a
significant determinant of health outcomes for Indigenous people. Barriers impeding career progression for
Aboriginal Health Workers include inadequate resourcing of training and jobs, financial support to those who
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might be financially disadvantaged by taking time away from work to study, and provision of mentoring and
support for people undergoing further studies/training. See also previous comments.

e Recommendation 16.4 (page 80) makes a strong statement that State and Territory Governments should
ensure Aboriginal and Torres Strait Islander people in correctional facilities have access to mental health
supports and services that are culturally appropriate [and that these services should be] designed, developed
and delivered by Aboriginal and Torres Strait Islander organisations where possible, trauma-informed,
particularly when services are delivered to Aboriginal and Torres Strait Islander women, focused on practical
application particularly for those on remand or short sentences who need the skills on release to reintegrate.
State and Territory Governments should work with Aboriginal and Torres Strait Islander organisations to ensure
Aboriginal and Torres Strait Islander people with mental illness are connected to culturally appropriate mental
healthcare in the community upon release from correctional facilities. IUIH strongly agrees, but would like to
see a similarly strong statement regarding the development of community controlled community-based
mental health services for Indigenous Australians.

e Recommendation 21.2 (page 97) states that COAG should develop a renewed National Aboriginal and Torres
Strait Islander Suicide Prevention Strategy and associated Implementation Plan to guide suicide prevention
activities in Indigenous communities. IUIH believes this recommendations would be strengthened by including
the words “develop and resource” in relation to the renewed Strategy. Recommendation 21.2 also states that
Indigenous organisations should be the preferred providers of local suicide prevention activities for Aboriginal
and Torres Strait Islander people. IUIH contends that Indigenous organisations should be the preferred provider
of primary mental health services, community-based specialist mental health services, suicide prevention and
postvention services and post-custodial transition services for Aboriginal and Torres Strait Islander people with
mental disorders.

e Recommendation 22.2 (Page 100) states that the Australian Government should expedite the development of
an implementation plan for the National Strategic Framework for Aboriginal and Torres Strait Islander Peoples’
Mental Health and Social and Emotional Wellbeing 2017-2023. Again, there is no mention of resourcing. IUIH
sees little value in the development of national plans and strategies that are not accompanied by a resourced
implementation strategy, yet this often occurs. This recommendation could be significantly strengthened by
including the words “develop and resource” in relation to the proposed implementation plan.

Finally, IUIH makes the following recommendations for the Commission’s consideration:

Acknowledging:

— Mental disorders are the national leading contributor to the Indigenous burden of disease (19% of the total disease
burden), with its contribution even greater in urban regions (25%)

— Commissioning for mental health services routinely applies a one-size-fits-all approach to mental health service
provision despite the fact that evidence clearly shows that mental health needs are best supported in the context of
holistic and culturally safe health care

— Current fragmented responsibilities across government agencies and mainstream commissioning arrangements are
not conducive to community-led solutions for best practice care.

That the government commit to giving priority to:

— Commissioning Indigenous mental health services through regional ACCHSs

— Recognising ACCHSs as the preferred provider of Indigenous-specific community-based mental health and AOD
services, suicide prevention initiatives and post-prison transition care services.

— Funding the establishment of Aboriginal community controlled and community-based specialist mental health
services in Major Cities through partnership with the mainstream mental health service system

— Adding appropriate mental health Closing the Gap targets, supported by appropriate prevalence monitoring and
adequate funding to address need.
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Should you or Productivity Commission staff require any further information, please do not hesitate to contact Dr Carmel
Nelson, Director of Clinical Quality and Innovation, at OR Marianna Serghi,
Strategic Policy Adviser at

Yours sincerely

Adrian Carson
Chief Executive Officer
31 January 2020
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Please note: Throughout this document, the term ‘mainstream” is used to describe an organisation/practitioner that
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Indigenous-specific or targeted service are used to describe services that are funded and delivered specifically to
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About the IUIH Network

The Institute for Urban Indigenous Health Ltd (IUIH) was established in 2009 as a strategic response to the significant
growth and geographic dispersal of Indigenous people within the South East Queensland (SEQ) region —where 38 percent
of the State’s and 11 percent of the nation’s Indigenous population live. This region represents the largest and fastest
growing Indigenous population in Australia, with current numbers of 84,229 (Markham and Biddle, 2017) projected to
grow to 130,000 by 2031 (Biddle, 2013). Between the 2011 and 2016 Census counts, the Indigenous population of SEQ
grew by 33%, compared to a national Indigenous population growth of 18% (Markham and Biddle, 2017).

As the peak body of a regional network of member Aboriginal and Torres Strait Islander Community Controlled Health
Services (ACCHSs) in SEQ, the IUIH was created by its Members to drive the development and implementation of
transformational change to the way health care services were delivered for urban Indigenous Australians in the region.

The IUIH is now the largest ACCHS in Australia, with an annual budget of more than $85 million. With over 550 staff,
around half of whom identify as Aboriginal and/or Torres Strait Islander, IUIH is now the largest employer of Indigenous
people in SEQ.

The IUIH Network, including its member ACCHSs — ATSICHS Brisbane, Yulu-Burri-Ba, Kambu, and Kalwun Development
Corporation — collectively operate 20 community controlled primary health care clinics across SEQ (see Figure 1) and has
a combined annual budget of over $130 million and more than 1,170 staff, including 620 Indigeneous employees.

FIGURE 1: IUIH NETWORK CLINICS, SEQ 2020
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The IUIH System of Care

In SEQ, IUIH has pioneered a new regional and systematised model — a regional health ‘ecosystem’ - which is underpinned
by groundbreaking innovation to the way services are delivered. From a starting point that focussed on putting control
of health back in community’s hands, the ‘/UIH System of Care’ has delivered unprecedented improvements in health
access and outcomes, validated through research, and which the IUIH now advocates as having significant applicability
to progress the closing the gap agenda in other regions (both urban and remote). For example, since the establishment
of the IUIH, these improvements include an increase in regular client numbers from 8,000 in 2009 to 35,000 in 2018-19),
and an increase in annual Health Assessments (from 550 in 2009 to 23,500 in 2018-19).

The IUIH understood the complexity and fragmented nature of the health system in SEQ and that the solution to
exponentially increase access to comprehensive care lay firstly in the integration of the health system at a regional

level, in order to ensure integrated care at the local level. The focus was on integrating a fragmented health system

and disparate funding programs (Indigenous-specific and mainstream) to support a coherent regional strategy
which spanned the care continuum and life course. In this way, the IUIH System of Care is characterised by a highly
systematic approach to the delivery of accessible, efficient and comprehensive health care by ACCHSs within a
regional framework.

The point of difference of this radically new approach is that it isn’t just about implementing a ‘model of care’ at the local
clinic, but rather embedding frontline clinical care into a broader regional ‘ecosystem’. This ecosystem promotes
integration at, and between, every level of the IUIH Network operations:

I Health Systems level.
The IUIH as an integrator for regionally-led reforms around strategic planning, service development, business
modelling, funding/investment, IT, data, clinical and corporate governance, CQl, workforce development
(including student placements), cross-sector connectivity, research;

II. Clinic-level:
Universal (no-cost), consistent and evidence-based ‘single point of care’ for clients at each of the 20 site
locations, supplemented by locally accessible but regionally managed programs delivered ‘on-site’ such as allied
health, mental health, dental, Specialist, ‘/{UIH Connect’ (interface with tertiary system), care-coordination, aged
care, justice, family well-being, and child protection; and

M. Community level:
Utilising preventative health/social marketing campaigns such as Deadly Choices to engage the community and
empower behavioural change (‘generating a demand for change’), in addition to addressing social determinants
of health.

The architecture of this ecosystem is based on the premise of providing a completely integrated and seamless client
experience. The client’s worry about access to services is our worry, not theirs, with the conversation about integrated
care starting and ending with the client.

Achieving this in practice has, however, proved to be particularly challenging. This is the case both within the primary
health care system itself; between the primary, secondary and tertiary systems; as well between the health and other
systems (education, aged care, disability, justice etc.).

The IUIH has taken an approach to reshape and create a new regional system, rather than to continually find a ‘work-
around’ to the discordant elements. The later approach can often result in additional cost and effort in supporting
complex referral networks, diminution of care quality, time delays etc.

Accordingly, the IUIH System of Care which has emerged is now characterised by arguably one of the most comprehensive
range of service offerings available for clients.
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At the front end, community and school engagement strategies such as Deadly Choices, Deadly Sistas, MomenTIM * and
Tackling Indigenous Smoking programs have proved highly successful both in terms of health promotion campaigns, as
well as being the interlockers to facilitate access to the health system.

In terms of clinical care, in addition to the GP/Nurse/Aboriginal Health Worker core team, a full suite of disciplines is
readily available to the client, including:

e |UIH Allied/Specialist Health regional workforce? — inclusive of physiotherapy, occupational therapy, podiatry,
exercise physiology, dietetics, diabetes education, psychology, counselling, social work, audiology, speech
pathology, child/maternal nursing, paediatrics;

e Dental — 21 dental chairs operate across 9 clinics; and

e Optometry.

Complementary chronic disease self-management programs such as the Work It Out provide fitness, rehabilitation and
health literacy programs.

Recognising the vital contribution that education, employment, physical environment and social inclusion have on health
outcomes, a priority strategic direction going forward for the IUIH is to deliver a broader range of social health programs
(including early childhood education, family well-being, justice, child protection, aged care, disability). This will ensure
integration of primary care with the social determinants of health, which are estimated to contribute 31% to the health
gap.

To date, these expanded social health initiatives have included:

e Aged Care — Home Support programs; a national trial to provide an integrated health/aged care experience for
elders, including interfacing the My Aged Care and Patient Information Record Systems

e Deadly Kindies

e Legal Services — IUIH was recognised as a Community Legal Centre (CLC) in 2018, employing lawyers to work
alongside clinicians in a unique model of Health/Justice Partnership

e Prison Transition Care

o Disability Services and

e  Child Safety and Family Wellbeing.

The value-add of this regional ecosystem (System of Care) is that it has sufficient strength, scope and resources to be
impactful in addressing, and in some cases replacing, the systemic barriers and fragmentation which have been serious
inhibitors to improving access and outcomes.

As aregional integrator of this System of Care, IUIH has been able to implement enabling strategies which, at the regional
level, are delivering dramatic reforms to the health system in SEQ in terms of improved effectiveness and efficiency:

e Financial sustainability: Through its regional business development role, the IUIH has led the design of a more
sustainable financial architecture across the network, including optimisation of non-grant revenue streams. This
has enabled it to spearhead the rapid clinic expansion across SEQ and re-invest in services not otherwise grant
funded or accessible for a client population with complex needs and a limited disposable income

Y MomenTIM is a mental health engagement strategy targeting 12-25-year-old males. Deadly Sistas provides similar
engagement for young females

2The IUIH Regional Allied Health/Specialist team includes 90 + staff. An active workforce development strategy supporting
both this team and the broader IUIH workforce has seen a record 388 students from 21 disciplines undertake placements in
the IUIH network during 2016-17.
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e Harnessing efficiencies through regionally scaled solutions: The capacity of the IUIH to leverage economies of
scale through region-wide funds pooling, the creation of its own service ecosystem and enhanced purchasing
power has delivered significant savings which are reinvested to support additional services and programs.
Examples include:

— the IUIH has established a large regional allied health and specialist workforce?® ‘pool’ funded from multiple
funding sources, centrally based, and regionally servicing SEQ through an outreach model to all 20 clinics.
This has allowed unprecedented cost-effective and universal (free) client access to a comprehensive range
of disciplines, otherwise not possible if managed independently by individual ACCHSs. It has also ensured
consistent quality and cultural competency and reduced the number of resources otherwise required to
interface IUIH clients with other providers

— through the establishment of a regional logistics hub/warehouse, the IUIH has implemented an integrated
supply-chain solution for all Network members and clinics, including the storage and distribution of clinical
supplies/consumables and equipment. Bulk purchasing, capability for competitive price procurement and a
fully automated stock inventory system are delivering significant cost savings and economies of scale (to be
reinvested in supporting additional services)

— the prorating of a portion of Queensland Health’s mainstream dental program to the IUIH has led to
increased integration and efficiency, where dental services can be delivered within IUIH clinics as part of a
holistic system of client care

e Driving quality improvement: As the regional ‘backbone’ organisation, the IUIH plays a key role in leading the
development of shared measurement systems, targets and trajectories as part of a monitoring and evaluation
framework. The capacity of the IUIH to leverage concentrated expertise to provide regional ICT, CQl, data
analytics and clinical governance services for its SEQ network members has delivered standardised systems and
consistent quality improvement outcomes. This has supported embedding the System of Care throughout the
network and ensured systematised accountability frameworks to monitor and benchmark National Key
Performance Indicators (nKPls), care cycle and Medicare targets. Combined, these enablers have produced
nationally best practice results and demonstrated validated progress in closing the gap at a faster rate in SEQ.

While the construct and operation of this IUIH regional ecosystem are driving change, these changes have not always
been matched by complementary and enabling government funding, program and policy parameters. Barriers of
duplication, red tape and involvement of middlemen persist. Further, the government doesn’t always understand the
inter-dependencies within the created eco-system (which now include a complex mix of Indigenous-specific and non-
Indigenous programs). These inter-dependencies have driven improved efficiency and effectiveness, but at the same
time pose increased challenges and complexity for the existing funding arrangements to accommodate. The challenge
for government, and the imperative for further systems reform (refer below), is to understand that integration of care is
dependent on the integration of systems at the regional level.

For example, the IUIH is subcontracted to implement the Commonwealth Department of Health’s Integrated Team Care
-ITC (formerly CCSS) program on behalf of four PHNs*. This requires the IUIH to negotiate a separate contract with each
PHN (four separate contracts in total). The IUIH’s experience confirmed in a 2016 evaluation of the IUIH administered
CCSS program (Pekarsky et al, 2016), is that channelling these funds through PHNs has not been administratively efficient,
but rather has added cost and complexity to program implementation. The evaluation found that: “the only substantive
source of inefficiency was in relation to the margin retained by the Primary Health Network (PHNSs) ... (and) allocative
efficiency would be improved if these funds were allocated to IUIH CCSS instead of retained as margins .....” It was
estimated that these PHN retained funds equated to an amount of $232,469 per annum, which could have provided care

390 staff across 12 disciplines
4 The IUIH Network covers Brisbane North, Brisbane South, Gold Coast and part of West Moreton Darling Downs PHNs
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for an additional 33 clients per month. It was also estimated by the evaluators that the additional administrative costs to
the IUIH in having to manage four separate contracts with the PHNs were in the order of $75,000 annually to manage.
Further demonstrating the benefits of a regionally scaled solution, the evaluation identified that the estimated annual
savings realised by the IUIH’s regional model of bulk purchasing CCSS respiratory equipment and footwear were $178,395
and $164,305 respectively.

The challenges to bring coherence and efficiency to service delivery are exacerbated when applied across all the multiple
funding arrangements. To support the IUIH effort, 55 different program contracts are required across 15 different
agencies - all requiring specific contractual obligations and with their particular program constraints. The recent
machinery of government changes has not assisted. For example, the portfolio de-coupling of substance use, social and
emotional well-being and suicide prevention funding from the Department of Health to the Department of the Prime
Minister and Cabinet is not consistent with an integrated and holistic approach to health and wellbeing. As noted above,
the subsequent and additional appropriation of Indigenous-specific mental health, substance use and suicide prevention
funding to PHNs only contributes to further fragmentation.

IUIH contends that there are multivarious examples of best practice which it can share through supported knowledge
translation with other regions. It is also recommending that there be opportunities for the IUIH and others to trial
transformational Indigenous-led regional funding and decision-making models — calibrated to each context — which is
considered essential to further accelerate the improvements required to meaningfully progress the CTG Refresh agenda
in SEQ and nationally.

Against the two COAG Close the Gap (CTG) health targets (life expectancy and child mortality), the IUIH is demonstrating
national best practice improvements. For example, in contrast to national trends where the life expectancy gap is still
widening, validated research that the Health Adjusted Life Expectancy (HALE) gap in SEQ is closing at a rate faster than
predicted trajectories represents a national-first achievement and a major policy and service delivery breakthrough.

In addition, a significant contribution is being made in relation to meeting CTG employment targets, with a substantial
increase in Indigenous employment across the IUIH Network. This reflects the interdependencies of health and
employment and the benefits of a highly integrated regional model.

[UIH’s Mental Health Services

e The leading contributors to the burden of disease and injury amongst Queensland'’s Indigenous population
varies by remoteness. Mental disorders contributed 28.8% to the Indigenous burden of disease in Queensland’s
Major Cities, 21.19% in Regional areas and 9.1% in Remote/Very Remote areas. In SEQ, mental disorders are
the largest contributor to the Indigenous burden of disease, whereas cardiovascular disease is the leading
contributor in Remote/Very Remote areas (QH, 2017).

e Suicide rates amongst Indigenous Queenslanders are more than double those of Queensland’s non-Indigenous
population and is listed as the second leading cause of death amongst Indigenous males (ABS, 2017)

e In Queensland, rates of juvenile detention and adult incarceration are 23.6 times and 10.6 times the non-
Indigenous rates respectively (QH, 2016).

Nationally, mental and substance use disorders were responsible for 19% of the total disease burden and 14% of
the health gap experienced by Indigenous Australians in 2011, making it the_disease group contributing most to the

burden of disease and injury and the second largest contributor to the gap in total burden. It was also the leading
cause of non-fatal burden, accounting for more than one-third (39%) of all YLD (AIHW, 2016). When looking at
remoteness categories, mental disorders make up an even higher contribution to the Indigenous burden in urban
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areas compared to remote areas. For example, in Major Cities, mental disorders contribute to 25% of the total
disease burden (DALY)®, almost double that in remote areas. Refer Figure 2.

FIGURE 2. Causes (%) of total Indigenous burden of disease (DALY), by disease group, remoteness, Indigenous Australians,
2011 (Source: AIHW Burden of Disease Report, 2016a)
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Source: This figure is based on data in a supplementary table available online—Table 512.2.4.

The IUIH Network delivers a range of mental health and substance misuse services specifically tailored for
Aboriginal and Torres Strait Islander people. These include culturally and clinically capable individual and group
therapy services, psychosocial support, prison transition, family wellbeing services, support services for homeless
people within the CBD area, and social support services specifically targeted to Aboriginal and Torres Strait
Islander people in South East Queensland. At IUIH, we refer to this collection of mental health and substance
misuse services as Social Health Services.

Within Social Health IUIH employs psychologists, social workers, peer support workers known as Family Wellbeing
Workers, health workers with mental health and AOD qualifications and a psychiatric registrar. These services are
fully integrated into a comprehensive primary health care model which means that anyone receiving IUIH’s Social
Health services is exposed to and can access (depending on their specific needs) the full range of GP, allied health,
dental and other services available through the IUIH Network of 21 clinics across the region. To our knowledge,
no other organisation in South East Queensland (including Hospital and Health Services) is currently equipped to
deliver such a comprehensive and integrated model of culturally capable primary mental health care.

IUIH places a strong emphasis on improving mental health outcomes for our Indigenous populations and believe
we are well-placed to effectively deliver targeted Social Health services that are coordinated, culturally
appropriate, Indigenous-led and integrated into primary health care. Our strong links with more than 70 local
Indigenous and mainstream government and community providers of psychosocial support means that we can

5> Note that in SEQ, mental disorders contribute to up to 30% of the Indigenous disease burden
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provide wrap-around care as well as strong clinical care. Our workforce of Community Liaison Officers assist in
identifying and supporting community members not otherwise connected to our clinics, including some of the
most marginalised and disconnected families. In addition, our workforce development programs provide training
opportunities for those affected by mental health and substance use problems to gain qualifications and
employment, thereby contributing to both health and employment outcome targets.

IUIH has long been concerned that the existing reliance on general population (mainstream) community-based mental
health services, particularly in urban areas, does not adequately address the needs of Aboriginal and Torres Strait Islander
people. IUIH believes strongly that the community controlled health sector has a strong role to play in leading provision
of Indigenous community-based specialised mental health and AOD services, psychosocial support services and post-
prison transition services, well beyond the Social and Emotional Wellbeing programs currently funded by the Australian
Government. IUIH therefore strongly encourages the commission to re-think the commissioning and delivery of mental
health services for Aboriginal and Torres Strait Islander people. In particular, IUIH urges the Commission to consider the
benefits of establishing Aboriginal community controlled and community-based specialized mental health services,
particularly in Major Cities (populations of more than 100,000 people).

Urban Indigenous Populations

e Nationally, 79% of Indigenous Australians live in urban areas with the largest cohort (41%) living in Major Cities
(populations over 100,000 people) (ABS, 2016). The fastest growing Indigenous populations are in Major Cities.

e Nationally, 73% of the total Indigenous burden of disease and 74% of the total health gap is in urban areas (AIHW,
2016a)

e There is a 10.9 year life expectancy gap for Indigenous Queenslanders in urban areas. The Health-Adjusted Life
Expectancy (HALE) gap is 1.5 times greater in SEQ (11.6 years) than in remote areas of Queensland (7.6 years).
(QH, 2017)

The Indigenous policy debate has often relied on a false dichotomy between remote/urban communities, where the
argument is about who is in most need (Brand et al, 2016). To date, this has influenced government funding and program
responses to the national CTG campaign, often resulting in an elevated emphasis on remote service delivery initiatives.
There is, however, the need for a more nuanced approach if we are to better understand how to progress closing the
gap in disadvantage for all Indigenous Australians.

It is true that remote Indigenous populations experience greater rates of disadvantage relative to urban Indigenous
populations, against a majority of health and social indicators. However, due to the sheer size of the urban Indigenous
population, it is important to recognise that the greatest numbers of disadvantaged Indigenous Australians (79%) live in
cities and urban settings outside of remote communities. This is compounded by the very rapid Indigenous population
growth in urban areas compared to remote areas. The consequence is that, alarmingly, the majority of the burden of
disease (73%) and Indigenous health gap (74%) is in urban areas (AIHW, 2016a). There remains a 10.9-year Life
Expectancy gap for urban Indigenous Australians (ABS, 2013).

The policy and funding implications of this are clear. If both the Government and the community do not give priority to,
and invest in, these sizeable and fast-growing urban communities, efforts to close the gap will fail, and the gap will only
widen (Brand et al, 2016). Given the continuing greater relative disadvantage of Indigenous Australians living in urban
areas (compared to non-Indigenous people in urban areas), a policy position which assumes that access to mainstream
services alone is sufficient to address the health needs of the urban Indigenous population is not supported by the
evidence. Proximity to health services has not translated into health equity.
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FIGURE 3. Indigenous population, by urban, non-urban, TABLE 1. Indigenous population, by Section of
Census count, Australia, 2016 State, Census count, Australia 2016
Major Urban Mon- Urban
Non-Urban {»100,000), Urban Areas Total
219 incl.Capital Areas
Cities o o M.
41%
Mew South
ESou 355 141 216 176
Wales
Victoria 36.8 126 47 788
Other Urban
38% Queensland 81.2 134 186 482
South
e 307 185 34 184
Spurce: ABS Censusof Populstion and Housing 2016 ﬁ.l_lstra]]a
Western
Nationally, the urban Indigenous population is growing Australia 716 6.6 73978
faster than the numbers in remote areas and far Tasmania 773 37 33572
outpaces the overall non-Indigenous urban population Northern
growth. This is one of the most striking demographic Territory 500 43.8 58 248
changes since Indigenous populations were. first australian
counted. For example, from 2011, the changes in the Capital 993 0.3 6 508
percentage of distribution of the Indigenous count for Territory
. e o
Major Cities increased by 2.6%. Conversely, there has Australia 70.0 204 649 171

been a decline in the percentage growth for Outer
Regional (-1.5%), Remote (-1.0%) and Very Remote (-
1.9%) areas (Markham and Biddle, 2017). Refer Table 2).

source: ABS Census of Population and Housing, 2018

Significantly, the Indigenous population increased by the greatest amount are the Indigenous Regions® of Brisbane
(17,467; 33% growth), the New South Wales Central and North Coast (17,456; 33% growth), and Sydney — Wollongong
(13,842; 27% growth). Almost half (49%) the growth of the national Indigenous population occurred in just these three
Regions.

TABLE 2. Indigenous and non-Indigenous population count distributions by geographical remoteness, 2016 (Source:
Markham and Biddle, 2017

Change in Non- Change in
Indigenous Percentage percentage Indigenous Percentage of percentage of
population  of Indigenous  of Indigenous population non-Indigenous  non-Indigenous
Remoteness count count count, 2011-16 count count count, 2011-16
Major cities 235 527 36.8 2.6 15 409 691 72.3 1.3
Inner regional 154 087 241 1.7 3 858 090 18.1 -0.5
Outer regional 130976 205 -1.5 1738 227 8.2 -0.6
Remote 40 689 6.4 -1.0 224 485 1.1 -0.1
Very remote 79 041 12.3 -1.9 90 897 0.4 -0.1

Note: Not stated population excluded. Calculated on the basis of 2011 remoteness boundaries, using an area-based 2016 to 2011 Statistical Area 1-level
concordance.

® Indigenous Regions are part of the Indigenous Structure of the Australian Statistical Geography Standard used by the ABS.
There are 37 Indigenous Regions in Australia (largely reflecting previous ATSIC boundaries).
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At the other end of the spectrum, several remote Indigenous Regions experienced a decline in the number of people
counted as Indigenous in the 2016 Census. Figure 4 maps all Indigenous Regions, reflecting the absolute growth/decline
from 2011 to 2016.

FIGURE 4. Change (from 2011) in the number of Indigenous people counted in the 2016 Census, by Indigenous Region
(Source: Markham and Biddle, 2017)
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Burden of disease

It is important to note that while remote Indigenous populations generally experience greater rates of disadvantage
relative to urban Indigenous populations, the bulk of the total national burden of disease (73%) 7 for Indigenous people
is in non-remote areas (AIHW, 2016). The burden of disease is measured in Disability Adjusted Life Years (DALYs). Table
3 refers. This is also reflected in the Queensland context, where 76% of the total Indigenous burden of disease in
Queensland is in urban areas (Queensland Health, 2017).

7 Measured in total number of Disability Adjusted Life Years (DALYs), which equals YLL (Years Life Lost) plus YLD (Years Lived
with Disability). Note: Urban areas include: Major City, Inner Regional and Outer Regional.
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TABLE 3. Number and proportion of population and total burden (DALY), by remoteness, Indigenous Australians, 2011
(Source: AIHW Burden of Disease Report, 2016a)

Major Inner Quter

cities  regional regional Remote Very remote Total®
Indigenous population (no.) 233,146 147,683 146,129 51,275 91,648 669,881
Indigenous population % 34.8 220 21.8 77 13.7 100.0
DALY no. 56,512 34,037 40,491 19,284 20418 179,743
DALY % 314 189 22.5 10.7 164 100.0
YLD no. 31,855 19,302 19,585 7,682 10,996 89,420
YLD % 356 21.6 219 8.6 123 100.0
YLL no. 24,657 14,735 20,907 11,602 18,423 90,324
YLL % 273 16.3 23. 12.8 204 100.0

fa) Totals exclude records with unknown/missing remoteness classification.

Note: The numbers may not add to total for all columns due to rounding.

The latest AIHW Burden of Disease Report (AIHW, 2016a) confirms earlier work by Vos et al (2009) which demonstrated
that, for all disease causes, the majority of the DALY health gap was in non-remote areas. In the VOS et al study (based
on 2003 data), 60% of the DALY health gap was in non-remote areas, also accounting for the bulk of the gap in chronic
respiratory disorders (66%), cancers (64%), diabetes (62%), and cardiovascular disease (61%), and overrepresented in
mental disorders (83%). In the latest AIHW Report (AIHW, 2016a), based on 2011 data, the percentage of the Indigenous
DALY health gap in non-remote areas has increased to 74%, in line with an increased Indigenous population in non-

remote areas as noted earlier. Figures 5 and 6 refer.

FIGURE 5. Distribution of health gap (measured in DALYs), all causes, by remoteness, Indigenous Australians, 2011 (Source:
ABS Census 2016; and AIHW, Burden of Disease Report, 2016)
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FIGURE 6. Distribution of Health Gap (measured in DALYs) by remoteness and cause, Indigenous Australians, 2003 (Source:
Vos et al, 2009)
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The Life Expectancy gap is one of the current CTG targets (closing the life expectancy gap by 2031). The Prime Minister’s
2019 CTG Report highlighted that this target is not on track to be met (Commonwealth of Australia, 2019). The latest ABS
data? for Life Expectancy highlights the shows that urban Indigenous Australians are just as disadvantaged as non-urban
Indigenous Australians (refer Table 4):
e There is little difference in life expectancy for Indigenous Australians in both urban and non-urban areas;
e The average (across male and female) Life Expectancy gap between Indigenous and non-Indigenous Australians
in urban areas (10.9) is actually slightly higher than between Indigenous and non-Indigenous in non-urban areas
(10.7).

TABLE 4. Life expectancy at birth, by sex, and remoteness areas (2010-2102). (Source: ABS, 2013)

Indigenous Non-Indigenous Difference (years)
Remoteness areas Males Females Males Females Males Females
Maijor cities and inner regional combined 68.0 731 799 83.0 119 99
Outer regional, remote and very remote combined 673 723 78.5 825 1.2 10.2

HALE is a preferred measure to Life Expectancy because HALE extends the concept of life expectancy by also considering
the time spent living with disease and injury. It reflects the length of time an individual can, on average, expect to live in
full health. This provides a better understanding of whether people are spending more years in good health or more
years living with illness. The IUIH contends that reducing premature mortality is not enough if people are going to live
longer but in states of ill health and disability and encourages COAG to consider replacing the current Life Expectancy
target with a HALE target. At present the crude measure of life expectancy does not highlight or provide capacity for

targeted measurement of the significant disease burden and health gap which Indigenous Australians are experiencing
through disease and ill health (2.3 that of non-Indigenous Australians). The non-fatal component of the Indigenous
burden of disease, for example, represents approximately half (47.1%) of the total disease burden. For particular
diseases, it is of course much higher. Mental disorders, hearing and dental conditions are examples of conditions that
are not being systematically measured under current close the gap targets because of their low contribution to mortality.
Yet the impact of these conditions can be quality of life, education and employment outcomes.

8 Latest data references 2010-2012. Next Life Expectancy data will be released by the ABS in November 2018.
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Urban Indigenous access to health services

e Only 26% of the Indigenous population resident in a major city is accessing an ACCHS, compared to 97% in remote
areas, and 46% nationally (across all remoteness categories) (AIHW, 2017)

e There are 174,000 Indigenous Australians in major cities who are not currently accessing comprehensive primary
health care in a culturally appropriate ACCHS setting (AIHW, 2017).

e The 2014-15 Aboriginal and Torres Strait Islander Social Survey also reported that Indigenous people with a
mental disorder were more likely to have experienced problems accessing health services (23%) than were people
with other long-term health condtions (13%) or no long-term health condition (10%)

e Indigenous people have lower than expected access to mental health services and professionals. In 2012-13, the
most common CTG service deficits reported by ACCHSs related to mental health and SEWB services (Department
of Health, 2017a).

e Per capita Commonwealth Department of Health Indigenous health expenditure is significantly less in urban
areas thn in remote areas (AIHW, 2017). Per-person Commonwealth Department of Health grant funding
allocated to ACCHSs in remote areas is 3.7 times that allocated to ACCHSs in major cities.

The inadequacy of mainstream services and inequitable access lie at the heart of Indigenous health disadvantage (Brand
et al, 2016b). In particular, access to culturally appropriate and comprehensive primary health care in urban
environments is challenging for urban Indigenous Australians. These challenges can be further understood through
looking at:

e the availability of and access to ACCHSs;

e the broader barriers to mainstream health access in an urban setting;
e the broader urban experience; and

e social and economic determinants.

Ready access to comprehensive and culturally safe health care from an ACCHS is considered best practice in terms of
optimising the health benefits for clients, including to close the gap in health disadvantage. The burden of disease data
presented above has highlighted that reliance on access to mainstream services is not resulting in better health outcomes
for urban Indigenous people. The AIHW (2017a) reports the number of regular Indigenous clients accessing ACCHSs in
2015 was 274,848. The spread of this client population by remoteness category is reflected in Figure 7.

FIGURE 7. Regular Indigenous clients accessing ACCHSs by remoteness, Australia, 2015 (Source: AIHW National Key
Performance Indicators Report, 2017a)
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Compared to ACCHSs in remote areas reaching 97% of their potential Indigenous population, ACCHSs in major cities are
only reaching 26% of Indigenous people living in major cities. This means that there are over 174,000 Indigenous
Australians in major cities who are not currently accessing comprehensive primary health care in a culturally appropriate
ACCHS setting. This represents 27% of the entire Australian Indigenous population. Refer Figure 8.

FIGURE 8. Regular Indigenous clients accessing ACCHSs as a percentage of population,
by remoteness, Australia, 2015 (Source: AIHW National Key Indicators Report, 2017a)
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When looking at the distribution of the 138 ACCHSs® across Australia, a similar picture emerges in relation to the relative
lack of ACCHSs in urban areas relative to the Indigenous population. While there is a need for an additional number of
ACCHSs in remote settings (due to population dispersal etc.), there nevertheless is a significant lack of current ACCHS
capacity to support the urban Indigenous population. Refer Table 5.

TABLE 5. Distribution of ACCHSs compared to Indigenous population, by remoteness, Australia, 2015

Rate of ACCHS

No. of % of per 1000

Indig Pop % Pop ACCHS ACCHS (Indig Pop)

Major city 235,527 37% 16 12% 0.07
Inner Regional 154,087 24% 34 25% 0.22
Outer regional 130,976 20% 36 26% 0.28
Remote 40,689 6% 20 14% 0.50
Very Remote 79,041 12% 32 23% 0.41
Total 640,320 100% 138 100% 0.22

Source: AIHW National nKPI Report, 2017; ABS 2016 Census

The AIHW (2015) has undertaken some spatial analysis of service gaps and identified 40 SA2 areas where there was no
Indigenous-specific primary health care service within one hours drive and with poor access to GP services in general.
Many of these areas are in Remote and Very remote areas of Queensland and Western Australia. The total Indigenous
population of these identified gap areas was 24,240 with 20 of the identified sites having an Indigenous population fewer
than 600 people.

° This data does not take into account any satellite or outreach locations
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The National Aboriginal Community Controlled Health Organisation (NACCHO 2018) made reference to this report in its
2018 Pre-Budget submission, recommending the establishment of 10 new ACCHSs in the AIHW identified gap areas
where the Indigenous population was greater than 600. The NACCHO also highlighted, however, that policies and funding
appropriations which are not impacting on the greatest number of Indigenous people and burden of disease will not
deliver progress to close the gap (NACCHO, 2018). In this context, it has advocated for funding for expanded satellite
clinics in areas of high population and need.

Given the burden of disease and significant health gaps and lack of access in urban areas as outlined in this paper, and
the success of IUIH’s regional service system, the IUIH contends that the establishment of satellite clinics in identified
gap areas is critical if progress to closing the gap is to be achieved.

Compounding the lack of sufficient ACCHS clinics to provide adequate accessibility for urban Indigenous Australians, are
the additional barriers they face in accessing alternate mainstream services. The 2012/13 National Aboriginal and Torres
Strait Islander Health Survey as reported in the Aboriginal and Torres Strait Islander Health Performance Framework
2017 (AHMAC, 2017; AIHW, 2018) identified that Indigenous Australians living in non-remote areas were more likely to
report not seeking care when needed compared to those living in remote areas (32% compared to 22%). This differential

was experienced across all healthcare types, including GPs, dentists, counsellors, hospitals and other health
professionals. Reasons for not seeking care included cost, cultural appropriateness wait times and lack of transport (refer
Figure 9).

FIGURE 9. Proportion of Indigenous Australians who did not access health services when needed, and why, by remoteness,
2020-13 (Source: AIHW, 2018)
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Many Indigenous people continue to experience high levels of exclusion, victimisation, discrimination and racism at
personal, societal and institutional levels. Racism continues to have a significant impact on Aboriginal and Torres Strait
Islander people’s decisions about when and why they seek health services and their acceptance of and adherence to
treatment.

In the recent My Life My Lead consultation report to refresh the Implementation Plan of the National Aboriginal and
Torres Strait Islander Health Plan 2013-2023, it was acknowledged that systemic racism and a lack of cultural capability,
cultural safety and cultural security remained barriers to health system access. It was further acknowledged that racism
makes people sick and that constructive action to address its causes and effects will have significant positive impacts on
health and broader life outcomes (Department of Health, 2017b).

In the 2014-15 Aboriginal and Torres Strait Islander Social Survey (as reported in AHMAC, 2017), one-third (33%) of
Aboriginal and Torres Strait Islander people aged 15 years and over felt that they had been treated unfairly at least once
in the previous 12 months, because they were of Aboriginal or Torres Strait Islander origin. Indigenous people in non-
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remote areas were more likely than those in remote areas to feel that they had been treated unfairly in the last 12

months (35% compared with 28%). Indigenous people in non-remote areas further reported that in the last 12 months
their GP or specialist did not always show them respect (15%), listen carefully to them (20%) or spend enough time with
them (21%) (AHMAC, 2017). This is likely due to the fact that in remote areas models of care (even those delivered by
mainstream organisations) are more likely to be tailored towards Indigenous people unlike urban areas, where

Indigenous Australians are more likely to comprise a small minority of a mainstream service’s client base.

The additional challenges faced by urban Indigenous people through unfair treatment, and related barriers to access, are
not assisted in the context of a policy framework which relies on a mainstream response to meeting need.

The Urban Experience
Urban Indigenous people experience considerable health disadvantage relative to their non-Aboriginal counterparts and

may experience particular challenges relating to dislocation, racism and disempowerment (Eades et al, 2010).

Brand et al (2016a) argue that the paradox of urbanisation is that, despite the positive opportunities which urban areas
may present, Indigenous people in urban areas face particular and additional challenges, including limited access to
services, discrimination, generalised language loss and cultural identity deterioration, as well as poor health and low
socioeconomic outcomes.

Brand et al (2016a) further report that there are trends of both isolation and segregation in urban Indigenous
communities. In some cases, Indigenous enclaves exist in urban centres. In others, Indigenous communities are less
geographically distinguishable, and identifying their needs is challenged by ‘Indigenous invisibility’. To the outsider, the
perceived lack of homogeneity, coupled with a geographical dispersion of Indigenous populations, reinforces the idea of
Indigenous invisibility and ignores the strong family and kinship ties that characterise Indigenous communities in urban
areas.

In relation to housing, the Indigenous population in urban areas often has a greater disadvantage in terms of affordability
and habitability. Urban Indigenous people are often priced out of the market, and more likely to live on the urban fringe,
impacting on mobility and access to services. The distribution of the urban Indigenous population in these high
population density outer suburban areas perpetuates social disadvantage. The urban fringe is characteristically
disadvantaged in terms of social and physical infrastructure, ‘transport poverty’, social exclusion and lower rates of
labour force participation.

Indigenous experience of urbanisation has sometimes been described as an experience of loss. Many Indigenous groups
experience the loss of relationship to communities of origin, resulting in the break of transmission of culture, language
and history. While strong cultural resilience and resurgence are evident in some urban Indigenous populations, stress
and other mental health issues are significantly more prevalent in urban populations (as discussed above) and present
an ongoing additional barrier to accessing services, including health care.

Social and Economic Determinants
In recent years, the importance of social and economic factors in determining health outcomes has been increasingly

recognised. An AIHW analysis of the 2011-13 Australian Health Survey has found that selected social and economic
determinants, such as education, employment status, overcrowding and household income, accounted for around one-
third (34%) of the gap in health outcomes between Indigenous and non-Indigenous adults aged 15 to 64. In contrast,
health risk factors, including smoking, obesity, alcohol use and diet, accounted for only 19% of the health gap (AIHW
2018).

The AIHW analysis (2018) further reported that the individual variable making the largest contribution to the explained

component of the health gap was household income. This variable contributed almost 14% of the overall health gap (and

around 26% of the explained component of the health gap). Other significant variables were employment status and
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school education, which on their own, explained another 12.3% and 8.7%, respectively, of the overall health gap. Refer
Figure 10.

FIGURE 10. Proportion of the health gap between Indigenous and non-Indigenous Australians explained by differences in
social determinants and risk factors. (Source: AIHW, 2018)
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One way to understand the contributions of income, employment and education to the health gap in terms of the
population distribution of Indigenous Australians, is to use the ABS Index of Relative Socio-Economic Advantage and
Disadvantage (IRSAD)!°. The IRSAD is a continuum of disadvantage to advantage for specified geographic areas. It is
based on variables relating to a range of factors, such as income, employment, education, occupation, internet
connection, housing, family structure, marital status and disability. Using ABS 2016 data ranked by the IRSAD at the SA2
level, a case study of the major urban area of SEQ revealed that 20% of the urban Indigenous population lived in the
most disadvantaged decile (bottom 10%) and almost half (49%) lived in the four bottom deciles!. This profile clearly
demonstrates the significant socio-economic disadvantage persisting for urban Indigenous Australians and the negative
impact this has on health outcomes.

Urban Indigenous Health Expenditure
The Aboriginal and Torres Strait Islander Health Performance Report (AIHW, 2017) details health expenditure data for

services and programs accessed by Indigenous people. On a per person basis, average health expenditure for Aboriginal
and Torres Strait Islander people in 2013—14 was estimated to be $8,515, which was $1.38 for every $1.00 spent per non-
Indigenous Australian (AHMAC, 2017). This rate of expenditure (1.38 times more expenditure for Indigenous people)
contrasts with the health gap (which is still 2.3 times worse for Indigenous people). There has been strong advocacy by
the NACCHO and the community controlled sector to increase health expenditure to match the health disparity.

0 The IRSAD is one of four indices which form part of the ABS Socio-economic Indexes for Areas (SEIFA), which ranks areas in
Australia according to relative socio-economic advantage and disadvantage.
11 Discussed further in Section 5.2
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The Health Performance Framework Report further details national expenditure for a subset of main health programs?2,
In 2013-14, Indigenous health expenditures for these programs were an estimated $4,386 per person overall, $7,470
per person in remote/very remote areas, $4,033 per person in outer/ inner regional areas and $4,013 per person in major
cities (refer Figure 11). This corroborates the IUIH’s contention that the under-funding of ACCHSs in many urban locations

is significantly impeding access to comprehensive primary health care for urban Indigenous people.

FIGURE 11. Health expenditure per person on selected health services (2013-14) referenced to health gap (2011), by
remoteness, Indigenous Australians. (Source: AHMAC, 2017)

$8,000 $7,470
$7,000 2.1
$6,000 1.7
$5,000
$4,013
$4,000
$3,000
$2,000 :
$1,000 4
$0 — : —
Major Cities Very Remote Major Cities Very Remote
m Health Expenditure per Indigenous person m Health Gap

DA

N

=Y

0

Indigenous access to mental health services

Indigenous people have lower than expected access to mental health services and professionals. In 2012—2013, the most
common Closing the Gap service deficits reported by ACCHSs related to mental health and social and emotional wellbeing

services (Department of Health, 2017a). Refer Figure 12.

FIGURE 12. Top 5 service gaps identified by ACCHS. (Source: AIHW, Healthy Futures 2016b)
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2 Includes public and private hospital admissions, MBS, PBS, DOH Grant funding to ACCHSs
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Urban Indigenous Mental Health — IUIH Submission to the Australian Productivity Commission

Most Aboriginal and Torres Strait Islander people want to be able to access services where the best possible mental
health and social and emotional wellbeing strategies are integrated into a culturally capable model of health care. This
approach needs an appropriate balance of clinical and culturally informed mental health system responses, including
access to traditional and cultural healing.

Aboriginal and Torres Strait Islander people embrace a holistic concept of health, which inextricably links mental and
physical health within a broader concept of social and emotional wellbeing. A whole-of-life view, social and emotional
wellbeing recognises the interconnectedness of physical wellbeing with spiritual and cultural factors, especially a
fundamental connection to the land, community and traditions, as vital to maintaining a person’s wellbeing (Department
of Health, 2017a).

Mental health service access challenges were again highlighted in the recent My Life My Lead consultations undertaken
by the Commonwealth Department of Health (2017). The consultation report reiterated the importance of culturally
valid understandings in shaping the provision of services and guiding the assessment, care and management of mental
disorders for Indigenous people. The report identified inpatient and specialist services as often the least culturally safe
for Indigenous people accessing mental health care. Fear of accessing inpatient services is often compounded by people
having a lack of support due to dislocation from family and country.

The impact of intergenerational trauma and social and economic disadvantage at individual, family and community levels
also continues to challenge the mental and physical health and wellbeing of Aboriginal and Torres Strait Islander people,
who can present to mental health services with a complex and interrelated mix of problems. Indeed, IUIH contends that
a significant proportion of mental health and well-being issues impacting Aboriginal and Torres Strait Islander people will
be at least in large part alleviated if not resolved by addressing their determinants/drivers. Improving cultural and social
connection, reducing financial stress, building esteem and purpose through education and employment, enacting rights
through direct access to legal services are essential prerequisites for good mental health and well-being services.

To meet these needs in the culturally and holistic way described, Aboriginal and Torres Strait Islander leadership,
including ACCHSs, must have an integral role in the design and delivery of an appropriately responsive mental health and
well-being service system for Indigenous Australians. Indeed, large regional ACCHSs such as IUIH can, and are, supporting
families to access programs and services which address these determinants of mental health either through direct
provision of programs or by walking with families being referred to other providers.

Unfortunately, the current mental health funding framework is not conducive to best supporting this principle. Where
mental health, social and emotional well-being and substance use funding should be given to directly to ACCHSs to ensure
that comprehensive and integrated care models can be efficiently delivered, an entirely inefficient and fragmented
program arrangement is in place. Following the previous machinery of government changes, mental health, social and
emotional well-being, suicide prevention and substance use responsibilities and funding are now split between the
Department of Health and the Department of the Prime Minister and Cabinet. Further, specific mental health
appropriations for Indigenous people is directed through Primary Health Networks (PHNs) to commission, which adds an
inefficient additional layer of administration at best, and at worst, the risk of additional service fragmentation through
PHN ‘market driven’ procurement practices. The administrative inefficiency of this fragmentation impacts heavily on
funded organisations through the impost of an extreme burden of reporting. For example, even coming from one
department, there may be multiple streams with different labels that require separate reporting, often by provider, or
by service-specific type. While an ACCHS, such as IUIH, will make significant effort to cobble together various sources of
funding in order to deliver an integrated and seamless service for clients, the effort needed to dis-integrate data to meet
often unhelpful / uninformative reporting requirements, really is a serious issues that taxes stretched resources that
could otherwise be spent attending to clients.

Aboriginal and Torres Strait Islander people in urban areas would benefit greatly from the establishment of Indigenous-
led, community controlled specialised mental health services. The state-run Statewide Specialist Aboriginal Mental
Health Service (SSAMHS) operating in Perth and the Kimberley is an Indigenous-led, but not community controlled, model
of mental health service provision, which utilises partnerships with mainstream general practice. Although a preferred
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model would be one where an ACCHS manages the service, utilising partnerships with state-run mainstream mental
health services and private specialists, the SSAMHS model provides valuable insight into replicating a targeted Indigenous
mental health services in other major cities.

Recommendation: Addressing Indigenous Mental Health Needs to Close the Gap

Acknowledging:

— Mental disorders are the national leading contributor to the Indigenous burden of disease (19% of the total disease
burden), with its contribution even greater in urban regions (25%)

— Commissioning for mental health services routinely applies a one-size-fits-all approach to mental health service
provision despite the fact that evidence clearly shows that mental health needs are best supported in the context of
holistic and culturally safe health care

— Current fragmented responsibilities across government agencies and mainstream commissioning arrangements are
not conducive to community-led solutions for best practice care.

That the government commit to giving priority to:

— Consolidating Indigenous mental health, suicide prevention, social and emotional wellbeing and substance use
funding back under the Commonwealth Department of Health to support preferred service delivery through ACCHSs
and more effective partnerships with the mainstream service sector

— Commissioning Indigenous mental health services through regional ACCHSs

— Recognising ACCHSs as the preferred provider of Indigenous-specific community-based mental health and AOD
services, suicide prevention initiatives and post-prison transition care services.

— Funding the establishment of Aboriginal community controlled and community-based specialist mental health
services in Major Cities through partnership with the mainstream mental health service system

— Adding appropriate mental health Closing the Gap targets, supported by appropriate prevalence monitoring and
adequate funding to address need.

Indigenous access to the National Disability Insurance Scheme

The IUIH’s strategic priority to deliver a broader range of social health programs includes a focus on the NDIS rollout to
ensure that the design and implementation of this scheme supports Indigenous people having culturally appropriate
access to services — particularly in relation to the SEQ region.

The NDIS represents a complex and disruptive change to the long-established Commonwealth-State/Territory
responsibilities for disability services. Importantly, the NDIS has been designed to transfer choice and control to disabled
persons for customising and personalising their annual Service Plans to reflect their own goals. This radically changes the
traditional relationships with disability service providers who previously managed block-funded grants.

The potential for this model to support more tailored and empowered decision making regarding care arrangements for
Indigenous clients, is, however at risk.

The IUIH has significant concerns regarding:
e The NDIS investment strategy
e The NDIS engagement strategy

NDIS investment strategy

The National Disability Insurance Authority (NDIA) has allocated what it calls Service Area Participant Volumes on a
regional basis. However, because these participant numbers do not reference or set targets for Indigenous people, there
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is a serious risk that the needs of the most disabled and disadvantaged cohort of the NDIS client population will not be
adequately met.

Indigenous people have higher rates of disability compared to non-Indigenous people in every age cohort. When applying
these rates to the IUIH Network footprint, it is estimated that there are at least 4,225 Indigenous people®® with profound
or severe disability in SEQ (ABS, 2016).

The high proportional levels of these estimated NDIS participant volumes are consistent with the Indigenous
demographic profiles already detailed in this paper, where SEQ has the largest and fastest growing Indigenous population
in Australia. In addition, the current NDIS numbers are expected to exponentially increase in line with the projected rapid
Indigenous population growth to 2031.

It is imperative that investment and resource allocation methodologies are in place and ensure equitable NDIS access by
this large and high-need urban Indigenous population in SEQ.

The IUIH recommends the implementation of a targeted investment strategy which incorporates mandatory Indigenous
number or percentage targets commensurate with the estimated Indigenous NDIS participant rate and level of need.

NDIS Engagement Strategy
The NDIS Engagement Strategy (NDIA 2017) includes the principle of a ‘community by community’ approach:

“Underpinning effective engagement is the recognition that the NDIA’s community by community approach will
involve building community capability and capacity to develop local solutions and a deliberate focus on options
to grow the number of Indigenous registered providers of support”.

Notwithstanding this principle, the NDIA Engagement Strategy, confusingly, also places an equal emphasis on
mainstream services which it argues are as important as support and services delivered by specialist disability services.
This is advocated despite an acknowledgment that the NDIS runs a risk of creating access barriers to Indigenous people
with disabilities, as has occurred in the implementation of previous mainstream disability service initiatives.

This ambivalent mainstreaming strategy is similar to that discussed earlier in relation to health programs for urban
Indigenous people, and clearly at odds with best practice community-controlled service responses. The Indigenous
engagement and participation strategies outlined in the current NDIS framework has not been developed on evidence-
based policies which would ensure that the NDIS, along with all other service areas, must have Indigenous-led
arrangements to ensure culturally appropriate access and holistic support is provided for Indigenous clients.

Representations have been made by the IUIH to the NDIA to address these concerns and seek engagement in, and co-
design of, NDIS implementation. Suggested design enhancements have included:

e Redress of the functional and siloed constraints inherent in the current NDIS model, including in relation to Local
Area Coordination (LAC) services, Early Childhood Early Intervention (ECEI) services, Registered Providers of
Supports (RPoS) and Integration Linkage and Coordination (ILC) services;

e Acknowledgement that Indigenous community-controlled organisations are best placed to engage with
Indigenous clients to navigate these barriers — and specifically to generate functional impact Access Request
Forms, develop client service plans for the next 12 months (‘Plan Build”), and submit these to the NDIA Planner;
and

e Reconstruction of the NDIS model to allow active engagement by Indigenous organisations in the above process,
including contracting Indigenous organisation on a preferred provider basis to undertake these functions.

In response, the NDIA has acknowledged that the mainstream NDIS system architecture is flawed and has funded IUIH
to conduct a Pilot of National Significance in SEQ. This pilot completely departs from the current mainstream approach
and includes replacing LACs with IUIH Indigenous staff who support Indigenous clients in all aspects of the NDIS eligibility

13 This is most likely an undercount
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application and plan building processes. IUIH welcomes the NDIA’s willingness to consider alternative approaches to
enhance access by Indigenous Australians to the NDIS, noting the following recommendation of the recent Tune Report
review of the NDIS ACT 2013 (Tune, 2019):

Recommendation 10: The NDIA develops a comprehensive national outreach strategy for
engaging with people with disability who are unaware of, or are reluctant to seek support
from the NDIS, with a dedicated focus on Aboriginal and Torres Strait Islander peoples,
culturally and linguistically diverse communities, and people with psychosocial disability.

NDIS Disability Profile, SEQ
NDIA actuaries have provided data on the primary disability types experienced by Aboriginal and Torres Strait Islander
NDIS participants with an approved NDIS Plan. In SEQ, these are, in order of ranking:

e 29.5% of Participants have “autism”;

e 20% have “Intellectual disability”;

e  8.7% have “Pyschosocial Disability”;

e 5.6% have “Cerebral Palsy”;

e 5.5% have “Other Physical”; and

e 5.3% have “Other Neurological” as their primary disability.

These 6 types account for almost 75% of all Participant primary disabilities.

IUIH has long recognised the importance of embedding perinatal psychology (and other allied health such as paediatric
occupational therapy) services into its early childhood health and education services, including in its Birthing in Our
Community and Mums and Bubs Program.
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The terms Aboriginal and Torres
Strait Islander and Indigenous
are used interchangeably in this
document with respect.
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