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1: Introduction
Background
Since 2006, the Close the Gap Steering Committee for Indigenous Health Equality (Steering Committee),
 with the support of a broad coalition of organisations,
 has been working to promote a national plan to achieve Indigenous health equality within a generation. This process has been led by the Aboriginal and Torres Strait Islander Social Justice Commissioner of the Australian Human Rights Commission (formerly the Human Rights and Equal Opportunity Commission) and has taken as its starting point the Social Justice Report 2005 to the federal Parliament.
 That report had set out an ambitious plan for achieving Indigenous health equality within a generation by adopting a human rights based approach.
In March 2008, the Steering Committee convened the National Indigenous Health Equality Summit. The Summit culminated in the signing of the Close the Gap Statement of Intent (Statement of Intent) by Australian Government representatives including the Prime Minister, the Minister for Health, the Minister for Indigenous Affairs and the Opposition Leader . The core commitment in this was ‘to achieve equality in health status and life expectation between Aboriginal and Torres Strait Islander peoples and non-Indigenous Australians by year 2030’.
 This was complemented with the development of Close the Gap National Indigenous Health Equality Targets (health equality targets) that identify the way forward on a comprehensive, national action plan to close the gap. 
 These targets were published by the Steering Committee in July 2008.

The Steering Committee has now convened this workshop to advance the commitments in the Statement of Intent and to consider how the health equality targets may contribute to a national action plan to achieve health equality.  The particular focus of the workshop is encapsulated in its title: ‘Partnership in action – What is required to close the Indigenous health equality gap by 2030?’
The Steering Committee sees the current environment as one of great opportunity and potential, and so is focusing on how to make current efforts as effective as possible.
The Workshop

The Workshop was convened on 26-27 November 2008 on the traditional lands of the Gadigal people of the Eora nation in Sydney. 

The workshop was sponsored by the Heart Foundation, with the venue and other logistical support being provided by the Royal Australasian College of Physicians.
A list of attendees is included as Attachment A. In order to facilitate robust dialogue, their participation was on the basis of the Chatham House Rule. This provides that ‘When a meeting, or part thereof, is held under the Chatham House Rule, participants are free to use the information received, but neither the identity nor the affiliation of the speaker(s), nor that of any other participant, may be revealed.’
 
The workshop identified current progress in closing the gap through the reform agenda that has been instigated by the new Australian government and through the Council of Australian Governments (COAG) during the past year. It also focused on the importance of existing reporting frameworks as well as data collection issues and how these support the commitments in the Statement of Intent 
There were also five working sessions during the workshop that focused on the following themes:

· Creating partnerships for change;
· Planning to achieve health equality by 2030;
· Coordinating our efforts;
· Monitoring and accountability for the achievement of Indigenous health equality; and
· A way forward.

The workshop report reflects the discussion points during the two days of the workshop. These have also been distilled into a summary document. 

2. Summary: Key messages from the workshop

The Close the Gap Statement of Intent (March 2008)  provides a platform for closing the Indigenous health equality gap by 2030, based on a common understanding of what is needed to achieve this goal. 
The Statement of Intent has bipartisan support at the federal level, with an effort underway to get each state and territory to sign up (so far, Victoria and Queensland have done so). 

The Preamble to the Statement of Intent is an extract from the Prime Minister’s Apology to Australia’s Indigenous Peoples reiterating the need for partnership between Australian Governments and Indigenous peoples in any overall address to Indigenous disadvantage:

Our challenge for the future is to embrace a new partnership between Indigenous and non-Indigenous Australians. The core of this partnership for the future is closing the gap between Indigenous and non-Indigenous Australians on life expectancy, educational achievement and employment opportunities. This new partnership on closing the gap will set concrete targets for the future…

Amongst other things, the Statement of Intent itself commits the Australian Government to four overlapping processes:

· developing a comprehensive, long-term, national action plan for the achievement of Indigenous health equality by 2030;

· ensuring primary health care services and health infrastructure for Aboriginal and Torres Strait Islander peoples which are capable of bridging the gaps in health standards by 2018;

· ensuring the full participation of Aboriginal and Torres Strait Islander peoples and their representative bodies in all aspects of addressing their health needs;

· to measure, monitor, and report on our joint efforts, in accordance with benchmarks and targets, to ensure that we are progressively realising our shared ambitions. 
Since the agreement of the Statement of Intent, there have been a number of significant developments that have advanced, or have the potential to advance, the objective of closing the Indigenous health equality gap by 2030. The workshop noted that there is an unprecedented opportunity for change with this range of activities and that it is vital that the moment is seized. The challenge is how to ensure these activities are integrated and the same objectives are being pursued. 

Creating partnerships for change 
There is a need to establish a national framework agreement to secure the appropriate engagement (partnership) of Aboriginal people and their representative bodies in planning around the closing the health equality gap. 

There was a general acknowledgement that the Australian Government is aspiring to engage with Indigenous peoples more effectively as partners. This reflected not only their commitments in the Statement of Intent, but also human rights approaches to development whereby Indigenous peoples have the right to full and effective participation in decisions which directly or indirectly affect their lives. 

The challenge is to identify how this is to be achieved. In that regard, further work with government to identify what shape a national partnership might take (or different types of partnerships on different issues and different levels, and so on) was essential.
A partnership established to close the Indigenous health equality gap by 2030 will involve:

· Indigenous peoples and their representatives; 

· Australian governments (with an internal, cross sectoral dimension; and at the intergovernmental level); and

· Key players in the Indigenous and non-Indigenous health sector.

The Australian Human Rights Commission and the United Nations Permanent Forum on Indigenous Issues have prepared international guidelines on developing partnerships with Indigenous peoples, based on human rights principles. The guidelines  recommend  a human rights based approach to development and mechanisms for:
· Representation and engagement ;
· Design, negotiation, implementation, monitoring, and evaluation; and
· Capacity-building (of government and Indigenous communities).

In terms of what does partnership look like, key discussion points included:
· The challenge is to ensure a common vision for the future;

· The importance of trust between the parties;
· The need for the parties to acknowledge the existence of power imbalances; 
· The existence of health partnerships within health sector (at the state level) that could be used as a model for a national partnership. This included the partnership currently operational in the Torres Strait;
· That there will be a need for a cultural change by all parties to a partnership;

· That Governments cannot “make” people healthy – they need community engagement and ownership to succeed;

· Both the process to partnership and the formal structure of the resulting partnership were important; and
· Partnerships endure. There is a historical tendency for governments to consult on a ‘one off’ basis rather than over the longer term, or through formal mechanisms. In practice, this usually means that communities are simply being informed of what is going to happen rather than participating as partners.
In terms of who are the partners in a genuine partnership, key points included: 
· The partners should be clearly identified and their relationship clearly defined;

· As noted, there are examples of successful partnerships in Indigenous health at the state or district level that can be used as models for partnership, including appropriate membership;

· The partners to the Statement of Intent, particularly the Indigenous peak bodies, NACCHO, AIDA, CATSIN, IDAA, (and the newly formed AIPA) are logical candidates for a national partnership (with, where available, affiliates participating in layers of partnership at various levels of government below). In relation to this it is important to recognise that peak bodies, such as NACCHO and affiliates have representatives elected from communities and are, in that sense, particularly well placed to be partners in any overall approach;

·  That all states and territories to sign up to the Statement of Intent and participate in partnership processes.
In terms of how do we know that partnership is working, the key points included: 
· Partnership can be ‘measured’ / monitored in a variety of ways. This could be in terms of inputs, outputs or outcomes;
· Qualitative component to test whether partners feel engaged in process;

· The elements of a human rights based approach provides some guidance on what to measure;
· The partnership should be formalised through agreement or legislation; and

· The partnership should work from both the top down and bottom up.
In general discussion, the following issues were also raised and discussed:

· It was important to recognise that the COAG goals go beyond health sector goals and that there was a broad recognition for the need for a holistic approach to closing the gap that will involve players outside of the health sector;

· There needs to be a mechanism at the government level, not just the bureaucratic level, to develop a long-term plan to close the gap;

· It was important to identify historic and ongoing under-spending on Indigenous health through main  government funding schemes – MBS, PBS and address this as a part of any strategy to close the gap;
· That there is a strong economic case for the return on investing in Indigenous health; and
· In developing a national plan, it is important to agree on whether this would be a prescriptive framework or an enabling plan that can be customised at the local level.
Planning to achieve Indigenous health equality by 2030
The attributes of a long term, action plan include an address to:
· What is to be done;
· The time frame for doing it;
· Who is going to do it;
· The cost;
· Where the funds will be found;
· How is it to be implemented; and
· How is it to be evaluated.
There should also be wide range of accountability measures built into such a plan. 
It was noted that the Statement of Intent and the health equality targets provide a skeleton for such a national plan to built around providing many of elements for consideration for a long-term plan (rather than just, in the case of the health equality targets, targets for measurement). In a sense, the development of a plan could be viewed as ‘operationalising’ these.
In reference to the targets, it was noted that they:

· Represent the collective views of the Close the Gap Steering Committee for Indigenous Health Equality;

· Are not set in stone. It was also noted that in response to concerns about the number of targets, their costs, the need for further refinement etc, that they are intended to be the opening of a conversation with governments as to what is the required if health equality is to be achieved by 2030. (However, any ongoing refinement of targets should be incidental to the preparation of the action plan, and should not delay implementation.)
In terms of what should not happen, it was agreed that partnership does not mean receiving the Close the Gap National Indigenous Health Equality Targets, picking isolated individual elements that suit, in a separate, government only process not involving the Steering Committee members, but then asking them to bless or ratify a predetermined, as against a jointly determined, agenda.

Proposals suggested for advancing national plan included:

· The development of structures to support partnership. (For example, a standing committee combining government, NIHEC, CTG Steering Committee to develop and monitor the national plan);
· The establishment of an independent secretariat to support such a body/structure. (For example, AHRC funding by DoHA); 

· Quarterly meetings of this body, in particular around the Budget cycle;

The following issues were raised in discussion:

· The core of the partnership must be based on respectful engagement and trust;

· The need for a partnership to involve the states and territories as well as the Commonwealth; 
· That the Statement of Intent sets out a common goal for all Australian governments;

· There was a general acknowledgement that the government is aspiring to engage with Indigenous peoples more effectively and part of the challenge is to identify how this is to be achieved.
It was also important to begin, as a priority, the funding of a 5-year Capacity Building Plan for ACCHSs (including governance, capital works and recurrent support) to provide comprehensive primary health care to an accredited standard and to meet the level of need. This would help further the Australian Government’s commitment in the Statement of Intent to ensuring adequate primary health care services are in place (in order to close the health and life expectation gap by 2030) by 2018.
In relation to planning, the Close the Gap Steering Committee could act as an enabler by encouraging organisations and governments to identify their contributions to the national action plan to achieve Indigenous health equality by 2030.

Monitoring and accountability
All efforts to monitor and introduce accountability for the achievement of Indigenous health equality need to hang off a comprehensive, national action plan to achieve Indigenous health equality by 2030. 

Monitoring is not an end in itself, but a way of progressively improving services. Data should drive change, not just tell us what exists. It was vital to define processes as to how the data will be used to drive change (who will use the data and in what way - mid year and annual reviews, links to budget cycle etc).

A challenge of partnership is deciding what to monitor and how.
Challenges identified relating to existing frameworks and data collection included:
· the need to monitor key aspects of partnership, health status, heath services, infrastructure, social determinants (as set out in the health equality targets); 
· measuring the quality of services delivered  to Indigenous peoples;
· ensuring that the proliferation of reporting and data that exists does not take away from time for actual work on the ground or is not a time cost issue for service delivery;

· a shifting of emphasis in relation to Indigenous services from financial accountability to program performance and outcomes;

· the need for disaggregation – by service, region, jurisdiction, nationally and so on; and 

· the need for (when appropriate) standardised reporting formats for community use, service use, public use and the standardisation of IT systems to facilitate this.
There is a need for a major effort to improve accuracy, coverage and availability of health data. In relation to fixing long-standing data gaps. The Steering Committee propose that:

· the ABS should lead the effort in relation to vitals data (births, deaths etc); 

· the AIHW should lead the effort in relation to hospital data -- perinatal, cancer, lab etc;

· each jurisdiction should have a  specified levels of data completeness, perhaps attached to incentives and penalties to ensure compliance.

In the spirit of partnership, data collections should also be accessible to communities so that they can ‘own’ them as a tool for advocacy, and also to enable the partners to be accountable to each other.

Coordination

The clear need for more structured mechanisms for coordination of government activity was identified. There are some successful mechanisms that are working well, but these are mainly at the state/territory level. A key challenge identified was to harness what is transferrable from these examples and ensure they are consistently applied, perhaps building to a national coordination mechanism(s).
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Session 1: An overview of progress to date

a) Presentations

Existing mechanisms

The workshop noted that there have been performance measures (although not always targets) on Indigenous health dating back to 1973, with particular reference to the National Aboriginal Health Strategy (1989) which had set interim targets and goals, and the 1997 National Aboriginal and Torres Strait Islander Health Performance Indicators and Targets. The current Aboriginal and Torres Strait Islander Health Performance Framework was finalised in 2006.

There also exists a series of mechanisms to consider Indigenous health data issues. These include:

· National Advisory Group Aboriginal Torres Strait Islander Health Information and Data (an advisory body to Australian Health Ministers’ Advisory Council (AHMAC));
· National Health Information Standards and Statistics Committee (a standing committee of the National Health Information Management Principal Committee - a body established under the Australian Health Ministers Advisory Council to oversee development of health data standards); and
· Advisory Group for Aboriginal and Torres Strait Islander Statistics (an advisory body to the Australian Bureau of Statistics (ABS)).

There are also a series of existing reporting frameworks, including:

· Overcoming Indigenous Disadvantage Framework (Productivity Commission);
· Aboriginal and Torres Strait Islander Health Performance Measurement Framework (AHMC/AHMAC);
· Proposed Annual Report to Parliament (Australian Government);
· COAG Special Purpose Payments; and
· Other – for example, Social Justice Report, Report on Government Services, Biennial Report Aboriginal and Torres Strait Islander Health and Welfare.
Recent developments

During the past twelve months there have been a range of developments that have advanced the close the gap objective. These include: 
· commitments made by COAG, beginning at its 20 December 2007 meeting, to closing the gaps in relation to health inequality as well as in relation to education and employment;
 

· commitments made by the Prime Minister and his identification of closing the gap as a major priority for his government in the National Apology to Australia’s Indigenous Peoples (13 February 2008), including a commitment to providing an annual Closing the Gap report at the opening of Parliament each year;

· commitments made by (among others) the Prime Minister and the Leader of the Opposition in the Statement of Intent that emerged from the National Indigenous Health Equality Summit (March 20, 2008);

· the  health equality targets that emerged from the National Indigenous Health Equality Summit (published July 2008); 

· the creation of the National Indigenous Health Equality Council, which first met in August 2008; and

· the conduct of an array of health system reform processes which impact upon the development and content of a national action plan to close the gap (such as the National Health and Hospitals Reform Commission and National Preventative Taskforce – these are set out below in this report).

Since October 2008, we have also faced new challenges with the global financial crisis which will significantly affect the Australian economy and the overall budgetary situation of all Australian governments. The Close the Gap Coalition has argued that despite this, the fundamental challenge of health inequality for Indigenous peoples remains and must be treated as an urgent and compelling priority. 

Statement of Intent to Close the Gap 

On 20 March 2008, the National Indigenous Health Equality Summit culminated with a ceremony in Parliament House at which the Prime Minister, Leader of the Opposition, Minister for Health and Ageing, Minister for Families, Housing, Communities and Indigenous Affairs, the four main Indigenous health peak bodies (National Aboriginal Community Controlled Health Organisation, the Australian Indigenous Doctors’ Association, the Congress of Aboriginal and Torres Strait Islander Nurses, the Australian Indigenous Dentists’ Association) as well as the four main mainstream health peak bodies (the Australian Medical Association, the Royal Australian College of General Practitioners, the Royal College of Australasian Physicians and the Australian General Practice Network) and NGOs signed a Close the Gap Indigenous Health Equality Summit Statement of Intent (Statement of Intent)..
The Statement of Intent commits all parties, among other things:

· To developing a comprehensive, long-term plan of action, that is targeted to need, evidence-based and capable of addressing the existing inequities in health services, in order to achieve health equality of health status and life expectancy between Aboriginal and Torres Strait Islander peoples and non-Indigenous Australians by 2030;

· To ensuring primary health care services and health infrastructure for Aboriginal and Torres Strait Islander peoples which are capable of bridging the gaps in health standards by 2018;

· To ensuring the full participation of Aboriginal and Torres Strait Islander peoples and their representative bodies in all aspects of addressing their health needs;

· To measure, monitor, and report on our joint efforts, in accordance with benchmarks and targets, to ensure that we are progressively realising our shared ambitions.
 

National Indigenous Health Equality Targets

This Statement of Intent was complemented by the development of a series of Close the Gap National Indigenous Health Equality Targets (health equality targets) that identify the way forward on a comprehensive, national action plan to close the gap. 
 These targets were published by the Close the Gap Coalition in 2008. They identify the following five key areas for targets:

· Partnership;
· Health status;
· Primary health care and other health services;
· Infrastructure; and
· Social determinants (still to be developed).

The following considerations framed the thinking of the Close the Gap Coalition in developing targets:
· A focused on what are the main causes of the life expectancy and child mortality gaps, what services are needed to address these causes, what infrastructure is required for those services, and what social determinants need to be addressed?;
· What targets (if achieved) will reduce disparity to the greatest degree?
· What targets (if achieved) will improve health outcomes to the greatest degree?
· What is the disease-specific burden experienced by Indigenous populations?
· Can we adequately measure the current/future indicators to determine whether or not the target has been reached, or is significant additional investment, infrastructure or capacity required?
· To what targets can we hold government to account as their primary responsibility?

In developing targets it was also agreed that healthy housing hardware, community infrastructure, environmental infrastructure, workforce development and primary health care specifics are fundamental components of any integrated set of targets. 

The Partnership targets propose that within 2 years:

· a national framework agreement to secure the appropriate engagement of Aboriginal people and their representative bodies in the design and delivery of accessible, culturally appropriate and quality primary health care services is established; and

· that nationally agreed frameworks exist to secure the appropriate engagement of Aboriginal people in the design and delivery of secondary care services. 

The Health targets focus on:

· Specific, focused strategies that, if achieved, would deliver the greatest reduction in morbidity and mortality; and
· The synergy between primary care, infrastructure, social and cultural determinants.

The Primary health care targets focus on:

· access to culturally appropriate comprehensive PHC services, at a level commensurate with need; 
· Mainstream services provided to Aboriginal and Torres Strait Islander people in a culturally sensitive way and at a level commensurate with need; and 
· Appropriate funding and resourcing – for comprehensive primary care; targeted programs; and access to mainstream funding schemes.

The infrastructure targets focus on:

· Workforce development: primary care practitioners, specialists, mental health and social and emotional wellbeing, and oral health;
· Clinically and culturally competent workforce;
· Health service facilities and capital works;
· Housing and environmental health; and
· Data quality issues.

The Social determinants targets are still to be developed through further processes.

Ultimately, the intention is that these targets provide a foundation point for negotiation – they were developed by individuals and organisations with extensive experience and expertise, and are evidenced based. They require high level political commitment – such as was demonstrated through the Statement of Intent – as well as long term, strategic planning for implementation and action.

They are intended to be implemented through partnership – with Indigenous leadership in the process of fundamental importance.

National Indigenous Health Equality Council
At the National Indigenous Health Equality Summit, the government announced the creation of the National Indigenous Health Equality Council (NIHEC) to progress its close the gap commitments.

The NIHEC is intended to ‘provide national leadership in responding to Government’s commitment to closing the gap on Indigenous disadvantage by providing advice to Government on working towards the provision of equitable and sustainable health outcomes for Indigenous Australians.’
 Its terms of reference require it to:

· advise on commitments made under the March 2008 Statement of Intent on achieving Indigenous health equality; 
· advise on the development and monitoring of health related goals and targets to support the Government’s commitments on life expectancy and child mortality; and 
· develop advice to the Minister on: 
· strategic priorities for Aboriginal and Torres Strait Islander Health; 
· meeting targets agreed by the Australian Government and the Council of Australian Governments; and 
· monitoring of progress towards ‘closing the gap’ of Indigenous disadvantage including through the annual report to Parliament, the Aboriginal and Torres Strait Islander Health Performance Reports and Overcoming Indigenous Disadvantage Reports ; 
· any specific matters referred to it by the Government and the AHMAC.

· as a first priority, consider workforce development issues and make recommendations to the Minister in respect of workforce development and sustainability, including providing advice on pathways to increase Indigenous workforce representation.

Developments at COAG
In December 2007, the Council of Australian Governments agreed to ‘closing the gap’ in Indigenous disadvantage and established a reform process, including the establishment of targets. Working Groups were established by COAG in relation to health, productivity (education, training and employment), housing, infrastructure, climate change and water, and Indigenous reform.
The 6 headline targets agreed by COAG are:
· Closing the life expectancy gap within a generation;
· Halving the gap in mortality rates of Indigenous children under 5 years within a decade;
· Halving the gap in reading, writing and numeracy achievement within a decade;
· Halving the gap in employment outcomes within a decade;
· Ensuring that within 5 years, all 4 year olds in remote Indigenous communities have access to a quality early childhood education program; and

· At least halving the gap for Indigenous students in year 12 or equivalent attainment rates by 2020.

In order to achieve these targets, COAG Working Groups have identified the following ‘building blocks’:

· Early childhood;
· Schooling;
· Economic participation;
· Health;
· Healthy homes;
· Safe communities; and
· Governance and leadership.

Key areas of reform being developed through COAG include:
· The formulation of National Partnership Agreements, accompanied by facilitation payments to implement reform and reward payments to be made after outcomes are achieved;
· Reform to the process of Specific Purpose Payments (through the national agreements);
· A focus on improving Indigenous outcomes within all COAG reform processes (not just Indigenous specific processes) by including them within each national agreement;
· The creation of a National Indigenous Reform Agreement which will record the different ways in which COAG agreements work together to close the gaps in Indigenous outcomes; and
· Ensuring that Commonwealth – State agreements in health, schools and housing contain specific outcomes for Indigenous peoples.
The COAG Reform Council will monitor, assess and report to the Prime Minister on reformed Commonwealth / State financial arrangements including:

· Implementation of reforms;
· Performance against outcomes and progress measures;
· Achievement of milestones and performance benchmarks
· Examples of best practice; and
· The pace of reform.

The Prime Minister will also report to Parliament at the beginning of each Parliamentary year.

COAG is also developing specific packages for Indigenous early childhood development (announced mid-2008), Indigenous family and community safety, Indigenous economic participation, and Indigenous remote service delivery.
Future work of COAG (in 2009) will also focus on: 
· improving urban and regional service delivery; 

· improving infrastructure in remote communities;
· closing the data gaps; and
· a report on how COAG’s broader reform agenda will deliver an integrated strategy on closing the gap for all Indigenous peoples.

A new COAG steering committee is also being established to prepare a report on ‘Expenditure on services to Indigenous Australians’

There will also be a dedicated Close the Gap meeting in 2009 to:

· agree between all governments a national strategy for achieving the six COAG goals;
· showcase success stories; and
· maximise the contribution that private and community sector initiatives in education, employment, health and housing can make to the success of the overall strategy.

	Text box - COAG Developments post-workshop
Two days after the workshop, on 29 November 2008, COAG agreed to a significant package of measures to close the gap in Indigenous health and on related issues.

The Communiqué from the meeting notes that:

COAG has previously agreed to six ambitious targets for closing the gap between Indigenous and non-Indigenous Australians across urban, rural and remote areas. Since the targets were agreed in December 2007 and March 2008, all governments have been working together to develop fundamental reforms to address these targets.  Governments have also acknowledged that this is an extremely significant undertaking that will require substantial investment.  COAG has agreed this year to initiatives for Indigenous Australians of $4.6 billion across early childhood development, health, housing, economic development and remote service delivery.

These new agreements represent a fundamental response to COAG’s commitment to closing the gap.  Sustained improvement in outcomes for Indigenous people can only be achieved by systemic change.  Through these agreements, all governments will be held publicly accountable for their performance in improving outcomes in these key areas…

To progress the targets for closing the gap between Indigenous and non-Indigenous Australians, all governments have been developing fundamental reforms recognising that substantial investment is required.

Governments will develop Implementation Plans in consultation with Indigenous people.

(IN addition to) targeted initiatives for Indigenous Australians… (there will also be) a strong focus on better Indigenous outcomes through the new National Agreements and general NPs, aimed at assisting disadvantaged groups, including in education, health and housing.

In this way, COAG is ensuring that the closing the gap targets are being supported across the range of reformed financial arrangements between the Commonwealth and the States.

Health National Partnership

The Commonwealth and the States agreed to an Indigenous Health National Partnership worth $1.6 billion over four years, with the Commonwealth contributing $806 million and the States $772 million.  This is intended to contribute to addressing the COAG‑agreed closing the gap targets for Indigenous Australians, closing the life expectancy gap within a generation and halving the mortality gap for children under five within a decade.  It includes expanded primary health care and targeted prevention activities to reduce the burden of chronic disease. 
This National Partnership is described by COAG as ‘a down payment on the significant investment needed by both levels of government to close the unacceptable gap in health and other outcomes between Indigenous and non-Indigenous Australians’.
The NP is focused on:
· improved chronic disease management and follow-up
· increasing the capacity of the primary care workforce

· reduced smoking rate among Aboriginal and Torres Strait Islander peoples;
· reduced burden of diseases for Aboriginal and Torres Strait Islander communities;
· increased uptake of Medicare Benefits Schedule-funded primary care services to Indigenous people with half of the adult population (15‑65 years) receiving two adult health checks over the next four years;
· significantly improved coordination of care across the care continuum; and
· over time, a reduction in average length of hospital stay and reduction in readmissions.
This means that over a five-year period, around 55 per cent of the adult Indigenous population (around 155,000 people) will receive a health check with about 600,000 chronic disease services delivered.  More than 90,000 Indigenous people with a chronic disease will be provided with a self-management program, while around 74,500 Indigenous people will receive financial assistance to improve access to Pharmaceutical Benefits Scheme medicines.

National Partnership on Remote Indigenous Housing
All States and the Northern Territory have agreed to a new 10-year National Partnership on remote Indigenous housing, in which the Commonwealth will provide an additional $1.94 billion over 10 years ($834.6 million over five years) to address significant overcrowding, homelessness, poor housing conditions and the severe housing shortage in remote Indigenous communities.  Improving housing conditions will provide the foundation for lasting improvements in health, education and employment and make a major contribution towards closing the gap in Indigenous disadvantage.
The total package of $1.94 billion over 10 years will provide:
· up to 4,200 new houses to be built in remote Indigenous communities; and
· upgrades to around 4,800 existing houses with a program of major repairs commencing in 2008-09.
The National Partnership also clarifies the responsibilities of the Commonwealth, the States and the Northern Territory, with the States the main deliverer of housing in remote Indigenous communities, providing standardised tenancy management and support consistent with public housing tenancy management. 
The States and the Commonwealth will work towards clearer roles and responsibilities and funding with respect to municipal services and ongoing maintenance of infrastructure and essential services in remote areas.
The National Partnership will commence on 1 January 2009 with implementation plans to be finalised by 1 April 2009.
Further national partnerships

A further two new National Partnerships were agreed relating to Economic Participation ($228.8 million - $172.7 million Commonwealth funding and $56.2 million State funding over five years) and Remote Service Delivery ($291.2 million over six years).  

National Indigenous Reform Agreement

COAG also agreed to the National Indigenous Reform Agreement (NIRA) which captures the objectives, outcomes, outputs, performance measures and benchmarks that all governments have committed to achieving through their various National Agreements and NPs in order to close the gap in Indigenous disadvantage.  The NIRA provides an overarching summary of action being taken against the closing the gap targets as well as the operation of the mainstream national agreements in health, schools, VET, disability services and housing and several NPs.  The NIRA will be a living document, refined over time based on the effectiveness of reforms in closing the gap on Indigenous disadvantage. 

Revised Framework of the Overcoming Indigenous Disadvantage Report

In April 2002, COAG commissioned the Productivity Commission’s Steering Committee for the Review of Commonwealth/State Service Provision to produce a regular report against key indicators of Indigenous disadvantage, with a focus on areas where governments can make a difference.  The resulting Overcoming Indigenous Disadvantage (OID) Report has been published every two years since 2003.

COAG agreed to a new framework for the OID Report that is aligned with the closing the gap targets (as described later in this workshop report).  

Closing the Gap COAG Meeting in 2009

In October 2008, COAG agreed to convene a dedicated meeting in 2009 on closing the gap on Indigenous disadvantage.

COAG has asked for advice on how the NPs and National Agreements will collectively lead to a closing of the gap and what further reforms are needed.  In addition to this, COAG has asked for a Regional and Urban Strategy to coordinate the delivery of services to Indigenous Australians and examine the role that private and community sector initiatives in education, employment, health and housing can make to the success of the overall strategy. 

COAG noted that it will work to develop a further reform proposal, including benchmarks and indicators for improvements in services and related outputs relevant to family and community safety, for consideration at the Closing the Gap COAG meeting to be held in 2009.

Source: COAG Communiqué, 29 November 2008 


b) Discussion: What are the opportunities and challenges that currently exist in our efforts to Close the Gap?

In discussing these recent developments, the following opportunities and challenges were identified:
· Target setting should not be seen as an end in itself – they should support and underpin a comprehensive national action plan to achieve Indigenous health equality by 2030 and be chosen on the basis of their ability to exercise influence over the outcomes being targeted;

· Targets should not be seen as set in stone or in a vacuum – they are to provide ambition on the direction forward;
· It is necessary to ensure good base-line data and time-series data in order to establish an evidence base that establishes links between interventions and outcomes;
· Targets also need to link to policy decision making and review processes in order to create leverage, and should be specific (well defined), measurable, achievable, realistic and time bound;
· There needs to be awareness of the complexity of the reporting / monitoring environment (which is to a certain extent inevitable due to shared jurisdictional responsibility;  distinct and overlapping accountabilities and audiences; and the existence of different strategic frameworks);
· There is a need to ensure that the multiple frameworks that exist are coherent and not contradictory and work towards the same overall objective; and
· Measurement and health data is critical to be able to assess whether are actually meeting the commitments made.
Session 2: The reform agenda
a) Presentations

There are currently underway a range of reform processes which impact upon the development and content of a national action plan to achieve Indigenous health equality by 2030. 
These include COAG related processes (as outlined above – including the Working Group on Indigenous Reform and Health and Ageing Working Group) but also include processes undertaken by the:

· Maternity Services Review Team within the Commonwealth Department of Health and Ageing;

· Australian Social Inclusion Board;

· Office of Rural Health within the Commonwealth Department of Health and Ageing;

· Expert Reference Group for the new National Primary Health Care Strategy;
· National Policy Commission on Indigenous Housing;

· National Preventative Health Taskforce;
· National Health and Hospital Reform Commission;

The work of Infrastructure Australia, the COAG Infrastructure Working Group, the COAG Housing Working Group on Housing and the COAG Working Group on Climate Change and Water was also noted to be relevant to a national action plan to achieve Indigenous health equality by 2030
Presentations were made by a number of these bodies at the workshop, alongside group discussion on the challenges presented by the current reform agenda.
Key issues emerging through these processes include the following:

· Housing was identified as having a significant impact on health outcomes. The urgent need for improved housing and improved quality standards / maintenance among Indigenous people was identified as a critical issue - the health equality targets suggest a target of 75% of existing housing to have, by 2010, Life threatening Safety and Critical Healthy Living Practices functioning : such as safe electrical systems, ability to wash children (working showers), ability to remove waste (drains and toilets) and ability to store prepare and cook food (working kitchens) as per the National Indigenous Housing Guide . 
· In developing targets it was also agreed that house health hardware, community infrastructure, environmental infrastructure, workforce development and primary health care specifics are fundamental components of any integrated set of targets.
· Indigenous employment and engagement at the local level in delivering services was also identified – this was particularly in relation to housing maintenance issues.

· Challenges were identified in the provision of maternal services to women in remote and Indigenous communities, in developing the workforce to achieve this and in ensuring that health professionals have the cultural competence to deliver services to Indigenous women.
· The need for collaborative models for service delivery between health service providers, such as for maternal health, was also identified. This also relates to the importance of addressing health workforce issues, including through ensuring multidisciplinary teams and Aboriginal Health Workers.

· There is a clear need for increased resourcing for specific programs / interventions – e.g. smoking cessation – which at present are simply not funded at the level required to reach Indigenous communities or to be effective.

· There are lessons that can be learned from the Aboriginal and Torres Strait Islander community controlled sector in rolling out comprehensive primary care for all Australians, as well as ensuring appropriate access to health care for Indigenous communities.

b) Discussion: What are the opportunities and challenges that currently exist in our efforts to Close the Gap?

The discussion identified the following challenges emerging from this reform agenda:

· There is an unprecedented opportunity for change with the current range of activities and ‘champions’ across the spectrum – the challenge is how to ensure it is integrated and the same objectives are being pursued.

· It was recognised that there is significant overlap between the different reform processes, creating a need for them to be aligned so that they are consistent and coordinated. This requires vertical integration (up to ministers and governments) and also horizontal integration between agencies. 

· The conduct of multiple reform processes, with public consultations being conducted simultaneously by different bodies, creates challenges in ensuring adequate Indigenous participation and engagement. It was noted, however, that each reform body has identified Indigenous health issues as a major priority in the conduct of their work.

· There is a major challenge to make Indigenous heath an issue across the entire health system, and across the whole of the ‘patient’s journey’.

· There is also a challenge to achieve cross-agency collaboration and a holistic approach (such as by recognising the inter-connections between housing and health etc). This challenge extends to identifying what is the responsibility of the states and territories as opposed to the responsibility of the Commonwealth or matters of joint responsibility between governments.

· There are challenges relating to monitoring systems in ensuring that these provide adequate coverage and are consistent. For example, there are currently multiple reporting frameworks (approximately fourteen) across jurisdictions. To this end, it was acknowledged that Aboriginal and Torres Strait Islander Health Performance Framework provides an agreed, comprehensive standard across all jurisdictions.
· There are also concerns about inadequate data collection, and inconsistent collections between jurisdictions.
· Concerns were also expressed about the lack of engagement with Indigenous people and communities in the development of new processes and targets (particularly through COAG where frameworks are negotiated at a government to government level). It was noted that there has been some limited engagement with expert stakeholders from outside of COAG in recent months and that the novelty of this was acknowledged and commended. Nevertheless, it remained a major challenge to inform communities when the discussion is occurring behind closed doors between governments and is in a negotiation phase.

It was also noted that: 

· there remains a role for external bodies to identify the gaps and maintain government ‘focus’ on coordination – eg through NIHEC, Close the Gap coalition, NACCHO and others; 
· the human rights based approach, with its emphasis on effective participation, provides a lens through which to ensure that processes progress in a manner that is inclusive and meaningfully engages with affected communities; and

· that close the gap activities should progress on an understanding that they contribute to the ongoing process of reconciliation – and this requires mutual respect and a partnership approach to be adopted at all stages of the process.
Session 3: Creating partnerships for change
a) Presentation

There have been many developments in the past year where the government has reiterated the desire and need for a new partnership with Indigenous peoples. For example:
· COAG commitments to closing the gap: Where COAG agreed to ‘a partnership between all levels of government to work with Indigenous communities to achieve the target of closing the gap on Indigenous disadvantage’.

· The National Apology to Australia’s Indigenous Peoples: Which the Prime Minister stated ‘is aimed at building a bridge between Indigenous and non-Indigenous Australians—a bridge based on a real respect rather than a thinly veiled contempt... Our challenge for the future is to now cross that bridge and, in so doing, to embrace a new partnership between Indigenous and non-Indigenous Australians… But the core of this partnership for the future is the closing of the gap between Indigenous and non-Indigenous Australians on life expectancy, educational achievement and employment opportunities.’ 

· Statement of Intent: Which states that ‘This is a statement of intent… to work together to achieve equality in health status and life expectancy between Aboriginal and Torres Strait Islander peoples and non-Indigenous Australians by the year 2030… Crucial to ensuring equal access to health services is ensuring that Aboriginal and Torres Strait Islander peoples are actively involved in the design, delivery, and control of these services... To ensuring the full participation of Aboriginal and Torres Strait Islander peoples and their representative bodies in all aspects of addressing their health needs… To respect and promote the rights of Aboriginal and Torres Strait Islander peoples, including by ensuring that health services are available, appropriate, accessible, affordable, and of good quality… To measure, monitor, and report on our joint efforts, in accordance with benchmarks and targets, to ensure that we are progressively realising our shared ambitions.’ 
The Steering Committee of the Close the Gap campaign has taken these commitments to signal a significant shift in approach by the Australian government and through COAG. The purpose of this workshop was to explore what a new partnership might look like. 
The Steering Committee has also over time identified the human rights based approach to development as providing the starting point for such a new relationship. This provides that human rights standards should guide development cooperation and all phases of programming. Accordingly, the monitoring and evaluation of programs should include assessment relating to both outcomes and processes.

The Australian Human Rights Commission and the United Nations Permanent Forum on Indigenous Issues have prepared international guidelines on developing partnerships with Indigenous peoples, based on human rights principles. These are contained in the following document: Engaging the marginalised: Partnerships between Indigenous Peoples, governments and civil society.
 The guidelines recommend:

· A human rights based approach to development – whereby Indigenous peoples have the right to full and effective participation in decisions which directly or indirectly affect their lives; and with such participation based on the principle of free, prior and informed consent, which includes governments and the private sector providing information that is accurate, accessible, and in a language the indigenous peoples can understand.

· Mechanisms for representation and engagement – whereby Governments should establish transparent and accountable frameworks for engagement, consultation and negotiation with indigenous peoples and communities; and where Indigenous peoples have the right to choose their representatives and the right to specify the decision making structures through which they engage with other sectors of society;
· Design, negotiation, implementation, monitoring, and evaluation – whereby frameworks for engagement should allow for the full and effective participation of indigenous peoples in the design, negotiation, implementation, monitoring, evaluation and assessment of outcomes; and where Indigenous peoples and communities should be invited to participate in identifying and prioritizing objectives, as well as in establishing targets and benchmarks (in the short and long term).

· Capacity-building (of government and Indigenous communities) – whereby governments support efforts to build the capacity of indigenous communities so that they may participate equally and meaningfully in the planning, design, negotiation, implementation, monitoring and evaluation of policies, programs and projects that affect them; and similarly, where the capacity of government is also built, including by increasing knowledge of indigenous peoples and awareness of the human rights based approach to development so that they are able to effectively engage with indigenous communities.

b) Group discussion

In order to discuss the key challenges to create partnerships for change, the workshop broke into three smaller working groups to consider:
· What partnership looks like?

· Who are the players / partners in a genuine partnership? 

· How do we know that the partnership is working: for example, performance measurements, accountability etc?

There were many common elements raised by the three groups.

In terms of what does partnership look like, the first smaller group identified that:
· The challenge is to ensure a common vision for the future;

· This should involve shared responsibility and accountability;

· Trust is critical – the ability to trust is limited due to history;

· Need to acknowledge the existence of power imbalances and to ensure  relationship is built on respect;

· The health sector has the foundation for strong partnerships: with a strong community sector, framework agreements, community planning forums, robust peak bodies, state affiliates, community sector; 

· The existing health partnerships are, however, very narrowly focused - mainly with a limited section of Australian government eg: OATSIH;

· There will be a need for a culture change by everyone;

· The Torres Strait Island model may provide some guidance – involves a detailed local level planning approach where local community representatives meet regularly and plan for joint outcomes, where responsibility is shared with Department of Health taking the lead but actively engaging with other organisations. It did, however, take 6-8 years for the partnerships to work well and requires adequate data to share and plan together;

· It should be recognised that Governments cant “make” people healthy – they need community engagement and ownership to succeed; and

· Processes for partnership can assist - Structures are not sufficient of themselves but are often necessary.

In terms of who are the partners in a genuine partnership, the second smaller group identified that:

· Partnerships in practice and meaning vary by jurisdiction with some being very effective and engaging, with others evolving in multiple layers;

· There are examples of successful partnerships in Indigenous health in South Australia and Victoria – core elements of this are a culture of cooperation and community control;

· There is a tendency for governments to consult on a ‘one off’ basis rather than in an enduring manner – often resulting in communities simply being informed of what is going to happen rather than being partners in development and design;

· The Statement of Intent contains the elements necessary to create an enduring partnership as all the main players are engaged in that process – it was noted that it would be desirable for all states and territories to sign up to the statement ( in addition to the federal government and Queensland and Victorian governments) and for this to occur at the level of Premiers to ensure a whole of government approach at the state level;

· If we are to achieve change we will need to do things differently;

· Resourcing is an issue;

· A common goal will drive the agenda - from there the structures and resources will become apparent. Close the Gap provides the potential for this;

· Top-down and bottom-up approaches are required;

· There is a need to engage more deeply with the community - they know what needs to be done and have worked on this for years; 

· Engagement should be on the basis of free, prior and informed consent;

· Effectiveness is a function of participation – people either come on board or stand back;

· Investment in communities is needed – this will make governments job easier – they need to know what the agenda is and how they see themselves in the agenda. 
· Building social capital has to be based on knowledge and leadership;

· There needs to be more people from community involved around the table – but they suffer from ‘consultitis’ so need to see that it will lead to results and partnership;
· Important to recognise that peak bodies, such as NACCHO and affiliates, have representatives (elected) from communities; and

· Community involvement is critical. 

In terms of how do we know that partnership is working, the third smaller group identified that:

· this depends on who the partnership is between – Indigenous organisations or communities or individuals; service delivery agencies, NGOs, independent services and mainstream, and/or across sectors;
· the partners should be clearly identified and their relationship clearly defined;

· the partnership can be ‘measured’ / monitored in a variety of ways. This could be in terms of inputs, outputs or outcomes:
· Inputs eg establish processes, structures in place;

· Outputs eg meetings , who participated;

· Outcomes eg CTG outcomes;

· Qualitative component to test whether partners feel engaged in process;

· The elements of a human rights based approach provides some guidance on what to measure – eg, are there mechanisms for representation and engagement; are Indigenous peoples involved in the design, negotiation, implementation, monitoring and evaluation stages; what capacity building measures are in place (eg Indigenous people in health workforce; level of cultural competence in mainstream etc).
· Is the relationship formalised through agreement or legislation (which may assist in keeping commitments across election cycles, but which may also stifle progress if become bogged down in process);
· Need to demonstrate that working from both the top down and bottom up; and

· Should be support for community driven research and monitoring.
In general discussion, the following issues were also raised and discussed:
· Need to recognise that the COAG goals go beyond health sector goals and should be treated as holistic;
· Need to ensure that there is a mechanism at the government level, not just the bureaucratic level, in terms of developing a long-term plan;

· Identification of historic and ongoing under-spend on Indigenous health through main  government funding schemes – MBS, PBS etc;

· Noted that there is a strong economic case for the return on investing in Indigenous health – long term savings and significant gains in health status to be made; 

· In developing a national plan it is important to agree on whether seeking to establish a prescriptive framework or an enabling plan that can be customised at the local level;
· There will be different players involved depending on whether the partnership is within a health sector framework or seeks to cover the social determinants perspective. 
Session 4: Planning to achieve Indigenous health equality by 2030

In this session, the workshop considered what partnership with Aboriginal Peoples and Torres Strait Islanders means in the context of a national action plan to achieve Indigenous health equality by 2030. The workshop also considered how to ensure that such a plan is cohesive, collaborative, comprehensive and holistic.

a) Presentation
For the Statement of Intent to have credibility, there has to be a significant financial commitment towards Closing the Gap in the forthcoming budget, notwithstanding the current economic climate.
There is also a need to establish a national framework agreement to secure the appropriate engagement of Aboriginal people and their representative bodies in health policy development to evaluation; and fund a 5-year Capacity Building Plan for ACCHSs (including governance, capital works and recurrent support) to provide comprehensive primary health care to an accredited standard and to meet the level of need. 
The attributes of a long term, action plan must include:

· What’s to be done?

· When? – 1 yr, 5, 10 yr horizons

· Who’s going to do it?

· Cost?

· Source of funds?

· Implementation plan

· Evaluation

There should also be accountability measures by level of government for leadership in prevention, PHC, acute care and rehab; by program – mothers and babies, chronic disease, other; at the service level; and at the bureaucratic level (for example with performance measures included in senior executive (SES) level contracts).
It was noted that the health equality targets:

· Represent the collective views of the Close the Gap Steering Committee for Indigenous Health Equality;
· Are not set in stone; and
· The next stage should be to go through the targets to decide in partnership between government and service delivery representative bodies, what will happen and when, as a part of a comprehensive, long-term plan of action.
In general, it was also noted that in response to potential concerns about the targets that they are intended to be the opening of a conversation with governments as to what is the appropriate rate of progress is if health equality is to be achieved by 2030. In relation to the following specific concerns:
·  ‘There are too many targets’.  It was noted that the targets represent the combined views of Aboriginal organisations and the ‘industry’, as to what is necessary to Close the Gap across 5 subject areas. Where there is a difference of views with government, we should sit down together as partners and resolve the difference;
·  ‘There are issues not covered by targets’. Almost certainly! Something that can be discussed within a partnership approach to planning and target setting; 
· ‘The accuracy of the costings is debatable’. The Steering Committee have used available estimates from various sources, including Access Economics. If more up to date costings are available or further modeling is necessary then the Steering Committee is open to a discussion;
· ‘There is a need to refine targets further’. While the Steering Committee are, in the spirit of partnership, open to this process as part of the development of a comprehensive, long-term plan of action, they are wary that this activity become an end in itself, and it definitely should not be seen as a separate stage of activity that otherwise delays action.
It was also noted that partnership does not mean receiving the Close the Gap National Indigenous Health Equality Targets, picking isolated individual elements that suit, in a separate, government only process not involving the Steering Committee members, but then asking them to bless or ratify a predetermined, as against a jointly determined, agenda.

The health targets propose:

· Additional grants to Aboriginal primary health care services of $150m, $250m, $350m, $400m, $500m per annum over 5 years.

· $500m sustained in real terms thereafter until the Indigenous Australian health gap closes. 

· These grants would provide for: 

· staff salaries (doctors, nurses, Aboriginal Health Workers, allied health, dental, administrative/management and support staff) 

· training, 

· transport provision, 

· ancillary programs and all other operational costs including the annualised cost of infrastructure, and 

· housing for staff in remote areas. 
The targets also propose the following Year 1 initiatives: 

· Capacity building program for the Aboriginal community controlled health services - $150 million;
· PBS uptake $80 million;
· Promote MBS uptake $6 million;
· Nutrition at risk others and babies $12.5 million;

· Cardiac rehab $5 million;
· Tobacco $6 million + funds for drug and alcohol;
· National training plan – doctors, nurses, allied, dental, AHW $36.5 million;
· Specialist outreach $3million; and
· National Network of Centres of Teaching Excellence $10 million.

Proposals suggested for advancing national plan included:

· Structures to support partnership: Structure – standing committee combining government, NIHEC, CtG Coalition to develop and monitor the national plan?

· independent secretariat. For example, AHRC funding by DoHA; 

· Quarterly meetings around budget cycle;
· Other?

b) Discussion
There was robust discussion about how to progress partnerships and achieve a national action plan. There was also agreement that there is a need and value for improved partnerships – so all share a genuine desire for this. The issue is what is the mechanism, how do we achieve it etc?

The following issues were raised in general discussion:

· The core of the partnership must be respectful engagement and trust;

· The need for there to be a federated approach that engages with the states and territories as well as the Commonwealth – recent examples like the computers for schools program shows that a failure to do so can limit effectiveness and actual delivery of outcomes;

· The Statement of Intent provides a unifying factor in ensuring a common goal for all governments;

· There was a general acknowledgement that the government is aspiring to engage with Indigenous peoples more effectively and part of the challenge is to identify how this is to be achieved;

· This reflects that we are at a phase that is relatively new for government – has the ambition to change the status quo, and this is hard to achieve

· It was noted that the CTG Coalition has written to the Prime Minister to become part of the COAG discussion (following his statements that there will be community engagement in the COAG Close the Gap meeting to be convened in early 2009); and

· It was also noted that actions need to match the words – there is a lot of scepticism about COAG’s ability to deliver given a history of strongly worded commitments that have not been followed up by action.

Session 5: Existing reporting frameworks and data issues
a) Presentations
Overcoming Indigenous disadvantage framework

The challenges:

· There are dangers in producing data and information that does not then ‘drive change’;
· Statistics should drive us to what should be done, not just tell us what exists – this is the challenge for frameworks that exist or that are developed;

· So it is how we utilise the data that is the key issue;

· As discussed yesterday, there have been some major developments in re-engineering how COAG operates on Indigenous issues – targets have been critical to this and have driven this change;
· This is leading us to a new national integrated reporting framework. There are three levels of this:

· High level outcomes: are we making progress towards the targets?

· Expenditure on services: can expenditure be linked to outcomes?

· Program effectiveness: what contribution do programs / services make to achieving outcomes?

· Major challenges of delivering quality services to Indigenous peoples – we do not do this well;

· Hopefully this three tiered framework will provide better understanding of what needs to occur to be more effective;
· The future of this report should only be if it remains relevant and drives change.

The OID Framework:

· OID framework is about to go into its 4th iteration in 2009;

· OID framework has emerged through extensive consultation with Indigenous peoples – the Productivity Commission see engagement as critical to development and ongoing relevance of the framework to Indigenous peoples;

· This framework is also the report of the nine governments – owned by them and gives it better reach among governments;

· It is a framework that is deliberating designed to drive change – is a strategic framework that draws together a lot of existing data etc;

· It is intended to be more than a ‘misery index’ – needs to give hope to people and show some of the positives where they exist;
· As an integrated, holistic framework it recognises the inter-connections between issues – it shows how need to address different issues through different approaches; demonstrates that an intervention in one area can affect other outcomes (eg overcrowding in housing as critical to health, safety, education, substance abuse outcomes)

· The OID framework therefore is able to reflect a preventative model

· OID framework will be amended in light of the COAG commitments of the past year. It will have the following structure:
· Priority outcomes;

· Headline indicators – integrating COAG targets as agreed this year;

· Strategic areas of action – will reflect the seven building blocks agreed by COAG: early childhood development, education and training, healthy lives, economic participation, home environment, safe and supportive communities, and governance / leadership (this includes governance at community as well as government level);

· Strategic change indicators – chosen for potential to lead to changes in headline indicators.

· Emphasis on the importance of focus on governance of government – COAG trials, SRA evaluations, OEA audit and ANAO shows this is a critical issue of concern;

· The indicators have been chosen for ability to lead change: they are chosen as they are directly relevant to policy outcomes; must influence headline indicators; be meaningful to indigenous peoples; be sensitive t policy interventions; supported by strong logic or empirical evidence; be unambiguous and clear in meaning and interpretation; or where existing data

· Notable that there are many program indicators that don’t meet this criteria;
· Clear issues around data quality – need to improve existing collections, address immediate gaps and be measurable longer term

· Building into the framework ‘things that work”: what makes programs successful, how can demonstrate that change is possible;

· Some of the things that do work (from previous OID reports): cooperation, ‘bottoms up’ community engagement, ongoing support, good governance – including in government

· Issue re mainstreaming – eg of a total mainstream delivered service – education: no improvement in year 3 and 5 literacy rates in recent OID reports, so mainstream service delivery of itself won’t necessarily work

Health indicators in the OID framework:

· Headline indicators include life expectancy, infant mortality, disability and chronic disease for example;
· There are many indicators under the strategic areas for early childhood development, healthy lives, and home environment;
· Some changes to how treat some indicators – eg dental health previously a proxy statistic on children – now treated as a health issue, including for adults;

· There are some options for changes and new indicators: for example, maternal health, maternal age at first birth, teacher quality etc

Aboriginal and Torres Strait Islander Health Performance Framework
· We are on a long journey, and there is great hope that we are at the historic moment that will create the change / impetus;
The Aboriginal and Torres Strait Islander Health Performance Framework:

· Sectoral tool to guide policy and service delivery;

· ‘what gets measured gets done’;

· See it as a critical tool for driving change – identifies the mutual and dual responsibilities of different governments;

· It informs policy analysis, planning and implementation;

· The framework has been signed up to across all governments – evolves and is set consultatively;

· Next report of the framework comes out in December – will be critical to identifying whether the health system has changed or responded;

· Three tiers to the framework:

· Health status and outcomes;
· Determinants of health including socioeconomic and behavioural factors;
· Health system performance.
In terms of outcomes identified in the Framework report:

· Tier 1: Health Status and Outcomes

Improvements: 

· Mortality

· Infant Mortality 

· Deaths due to Circulatory Disease 

· Hospitalisation for Pneumonia

Areas of continuing concern: 

· Deaths due to chronic conditions

· Hospitalisation for Injury and Poisoning 

· End Stage Kidney Disease 

· Low Birthweight 

· Social and Emotional Well Being

· Chronic Ear Disease 

· Oral Health – extremely severe issues being faced; particularly demonstrated in the health checks in the NT where severe teeth decay in children under 4 years old (need for general anaesthetic and hospitalisation for extractions) 

· STIs
· Tier 2: Health determinants

Areas of continuing concern: 

· Education 

· Employment

· Access to safe water, sewerage, electricity 

· Overcrowding in housing 

· Low income and distribution of income 

· Exposure to violence, child abuse and neglect, 

· Contact with the criminal justice system, including imprisonment

· Smoking, alcohol consumption, physical activity, nutrition and overweight and obesity

· Tier 3: Health system

Areas of success
· Antenatal care

· Immunisation

· Usual source of care

· Access to Aboriginal and Torres Strait Islander services

Areas of concern
· Barriers to health care

· Differential access to key procedures in hospital and discharge against medical advice

· Ambulatory care sensitive hospital admissions

· Access to prescription medicines

· Breast cancer screening

· Aboriginal and Torres Strait Islander Australians in the health workforce

Some of the lessons learned so far:

· Importance of reporting – linking to accountability mechanisms within departments / government;

· Consultation; 
· Link with policy;
· Technical strength;
· Data development – solid, reliable and defensible.
Data collection issues: how do they support the Close the Gap commitments?
· Importance of data as providing the research basis and also for data linkages;
· Tool for community – importance of feedback to communities;

· Existence of multiple frameworks: the key issue here is use of the same data rather than different and conflicting sources of data / consistency of definitions etc;
· Need for prioritisation in data development work given vast array of data needs;

· Data priorities of AIHW: many are identified in ATSIHPF + identified by NAGATSIHID – particularly focused on more accurate data (identification issues) + more comprehensive data (filling gaps in collection)

· Main priorities identified: standard indigenous status data; improved life expectancy estimates; national consistency in data linkage; indigenous identification on pathology forms; improving Indigenous sample in national drug strategy household survey; primary healthcare data for Indigenous specific health care services; national consistency re indigenous status of baby, antenatal visits, smoking and alcohol use during pregnancy; Indigenous identification in medicare registrations; regular reporting on burden of disease; regional and sub-jurisdictional data.
· Current work underway re mortality linkage data (to improve life expectancy estimates), trends in health status, regional analyses, defining elements of social and emotional wellbeing, healthy for life data, health checks in the NTER
· Worth mapping the CTG targets against existing indicators;

· Recognise the complex environment;
· Keep the focus on key priorities but also on emerging and other issues as well

ABS Data modelling on life expectancy:

· 2 discussion papers released last week: Discussion paper on life expectancy (Cat: 3302.0.55.002) and Information paper: Indigenous mortality quality study (Cat: 4723.0);

· Consultations until 15 December with updated paper early next year;

· Recent research has suggested that indirect methods previously used to map life expectancy are flawed (see recent research from Charles Darwin Uni on this point) and are also suggesting implausible results (such as worsening indigenous life expectancy);
· Movement to direct methods of measurement – there is an issue of under-reporting in deaths data for Indigenous people which requires adjustments;
· The change has led to change in coverage in data and accordingly changes to adjustment;

b) Group discussion

· Discussion identified the proliferation of reporting / data that exists – need to ensure that this does not take away from time for actual work on the ground or is not a time cost issue for service delivery;

· Benefit to measure once and then different reporting of that – reflects different audience and focus of reporting;

· Noted that the OID framework has changed the nature of engagement on Indigenous issues, as has the CTG campaign – so higher profile and focus on these issues than ever before;
· Need for greater emphasis in OID framework on things that drive change and specifically PHC service capacity, outcomes and population coverage for MCH and chronic disease programs, workforce and partnership
· Need for standardised data collection so can push for reform to address the problems that are identified – multiple reporting is not the key issue here (particularly given the historic under-reporting of Indigenous status);

· Accountability is the point here so the story drives the change – if this means 10 stories that drive change in ten areas then not a problem – so proliferation of reports is not ideal, but a focus on streamlining for the sake of it is not necessarily worth the effort (which could be spent on actual changes that lead to changes);

· Proposed that to improve identification – provide opportunity for evaluation / feedback at same time as identification form – may assist in making ‘safer’ to identify’;
· Concern expressed about validity of estimates of under reporting for NT, WA, Qld and NSW in ABS Discussion paper on life expectancy
· Also noted that even if true: 
· Gap in Australia, higher than US, NZ and Canada
· Gap widening in NT, and SA for M and F and for M in WA between 1991 and 2005
· Urge AIHW and ABS to agree on life expectancy estimate data so not different estimates in public arena;

· Ideally, should be less monitoring and reporting frameworks and reports, but unlikely to occur at this stage.
Session 6: Coordination of efforts
a) Panel discussion
The panel members were asked to address 2 questions:

1. Is there a need for more structured mechanisms for the coordination of government activities?
2. How are Indigenous organisations to liaise effectively with government in the absence of such mechanisms?
It was observed that:

· Reason and passion need to come together in any address to Indigenous health equality –  and these things are aligning at present; and

· That we are at a new stage, and that especially through COAG extraordinary developments are occurring, although the voices of Indigenous peoples are not being heard as much as they should in these developments.

Points raised in the ensuing panel discussion included:

Coordination

· A clear need for more structured mechanisms for coordination of government activity was identified.

· There is a lack of effective coordination mechanisms at the national level. There are, however, some successful mechanisms that are working well, but these are mainly at the state/territory level.

· Successful health examples based on absolute respect for different positions and established a relationship based on trust include: 
· Qld Health, 
· NT (government and AMSANT relationship), 
· NSW and AHMRC;

·  SA;
· A key challenge identified was to harness what is transferrable from these examples and ensure they are consistently applied, perhaps building to a national coordination mechanism(s);

· Other good examples can be drawn from AIDA’s work on health workforce issues, and from local AESGs in education. 

Partnership
· A national indigenous representative body might have a role to play in partnership,  but we need to change the view that such a body can represent all issues and all people all the time;

· There was a need for change within public service: 

· need to share information, 
· relinquish total control, and 
· be aware and accepting of different views etc;

· Analogy of a company merger – the merger involves intensive investigation of  strengths, approaches and learning about each other etc in order to consolidate: we don’t do this in working with communities. In working together or in partnership we need to learn about each other and build trust – govt doesn’t do this with Aboriginal communities, but they need to do this.

· Governments engage if organisations have relevance, authority and validity – but there is a difference in how Aboriginal people and government view these qualities. Government has failed to learn how these things are understood by our mob. And Indigenous organisations have sometimes failed to see things through government eyes. This is a big challenge ahead for partnership.

Service delivery
· The single biggest issue is governments failing to effectively deliver services. 
· Even if we had mediocre policy but delivered it well, we would have better outcomes;

· There needs to be a shifting in the mindset of government on service delivery:

· govts need to relinquish absolute control

· Build on current structure and breadth of knowledge (while acknowledging that we haven’t been successful to date);
· There is a need to be open to different views and approaches.

· Empowering people at the local level will bring the greatest change – eg WA is currently embarking upon a new process on the early years of life by working with ACCHs as centres for excellence for child and family issues etc

· Government needs to let go – Communities need the opportunity to deliver their own services and governments have to have the foresight to understand that they may fail from time to time, and that is part of a capacity building process necessary for intergenerational change.

· Need for improved autonomy / flexibility at the local level for government to improve local level decision making and support. 

· Also need to acknowledge that this can go too far - in the past too much devolvement has meant a loss of understanding of what’s happened on the ground. 

b) Discussion

The following points were raised in general discussion:

· The need for an indigenous specific outcome for all mainstream initiatives/ service delivery or Indigenous access to these services etc. will not be equitable;

· There are opportunities to ‘take over’ local government in regional, rural areas where large indigenous populations being serviced (especially by larger combined councils). This could go to address the historic problems of service delivery through this level of government in these areas;

· There are few performance measures for good governance at the moment. A proxy measure may be the level of satisfaction with govt services. The 6 determinants used by the Harvard Project are good measures for governance which can be equally applied to Indigenous and government contexts. 

· In the Indigenous sector there has been an over emphasis on financial accountability and under emphasis on program performance and outcomes. This needs to be reversed.

· There is a strong sense that the stars are lining up now and we have to take advantage of this. Government has problems but it was acknowledged that it is still doing lots of good things. Change of government has also been significant. Now is the time to act.

· CTG has given us a shared vision. COAG is another mechanism that has positive potential. 

Session 7: Monitoring and accountability for the achievement of Indigenous health equality by 2030

Presentations and discussion
A reminder that the Statement of Intent commits partners:
· To measure, monitor, and report on our joint efforts, in accordance with benchmarks and targets, to ensure that we are progressively realising our shared ambitions.
What is needed to achieve this:
· All efforts to monitor and introduce accountability for the achievement of Indigenous health equality need to hang off a comprehensive, national action plan to achieve Indigenous health equality by 2030;
· Monitoring needs to include the monitoring of partnership, health status, heath services, infrastructure, social determinants; and
· The achievement of Indigenous health equality by 2030 requires the rate of improvement in the Indigenous population to exceed that of the non-Indigenous population.
What we need to avoid:
· Spin, and defensive reactions;
· Information in a vacuum - free floating indicators;
· Blame of the Aboriginal community controlled health sector and others for results of underfunded services – reciprocal responsibilities must be acknowledged;
· No formal management processes; and
· No accountability.
What we should do:

· Introduce accountability for fixing long-standing data gaps:  
· the ABS should lead the effort in relation to vitals data (births, deaths etc); 
· the AIHW should lead the effort in relation to hospital data -- perinatal, cancer, lab etc;

· each jurisdiction should have a  specified levels of data completeness, perhaps attached to incentives and penalties to ensure compliance;
· Link monitoring with plan of action;
· Define formal processes for management use of information;
· Genuine partnership; and
· Coordination across COAG and other processes and with NIHEC, Close the Gap coalition and government.
Monitoring is not an end in itself, but a way of progressively improving services.  A monitoring strategy therefore needs to hang off the plan of action and have the following characteristics:

· We must be able to benchmark performance – by service, region, jurisdiction, nationally and so on; and
· There must be standardised reporting formats for community use, service use, public use.
There is a need for a major effort to improve accuracy, coverage and availability of health data.
How utilise / manage information:

· The availability of information does not guarantee use;
· Monitoring should drive continuous service improvement;
· Need for formal processes for use of information by community, governments, NGOs etc, midyear and annual reviews;
· Link to budget cycle; and
· Need to avoid ritual defensive behaviours.
Need for clear specification of accountability and responsibility:

· For each level of government;
· For COAG processes;
· For services and programs (but mutual responsibility between funder and service provider).

It was noted that there is currently little if any individual political or public service accountability for progress in Aboriginal health and that this would need to change if Indigenous health equality was to be achieved by 2030.
Partnership in monitoring and the use of information:

· We need a genuine partnership between Australian governments and the Close the Gap Steering Committee and the wider Indigenous community in deciding what to monitor and how;
· Importance of NACCHO, a Steering Committee member, in partnership – with its community base and national network of service providers;
· Need formal capacity development plan to develop Indigenous information capacity within NACCHO, govt orgs (AIHW, ABS, DoHA, State Govts);
· Need to address issues of standardisation/compatibility between govt and community controlled sectors information collection; and
· Standardisation of IT systems to facilitate this.
Session 8: Ways forward
In general discussion the following issues were raised:

Partnership:

· The need for clarity around partnership;

· The need for government to understand why partnership was necessary;

· The need for further work with government to identify what shape national partnership might take (or different types of partnerships on different issues etc);

· The need to identify the good practices that could support the case for partnership; and
· The need for parties to be truly comfortable in partnership – the building of trust. Cultural change in government.
Planning:

· The need to work towards a process for developing a comprehensive, national action plan to achieve Indigenous health equality by 2030 (as set out in the Statement of Intent);

· The need to recognise that government cannot do this without community engagement and service delivery input, and equally, the NGO sector cannot do without government – it requires new ways of operating (a partnership);

· Specific actions with timelines are needed;
· The recognition that the Statement of Intent is in fact the basis of national action plan to achieve Indigenous health equality by 2030. In relation to this was identified a need for further discussions with government to ‘operationalise’ the Statement of Intent.
· That the Close the Gap Steering Committee should act as an enabler in planning by encouraging organisations and governments to identify their contributions to the national action plan to achieve Indigenous health equality by 2030, and not to restrict this in any way. 

Health services:

· Consideration should be given to creating brand recognition of mainstream services that are culturally competent – based on rigorous framework and assessment;

· Showcasing the positives;

· Understanding and mapping the interaction between mainstream services and Indigenous specific services;
· Enhancing the ability of Indigenous organisations to utilise information for advocacy and to contribute to planning and partnership processes – building Indigenous capacity;

4.
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