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	Clarification on the use of the terms ‘Close the Gap’ and ‘closing the gap’ 

“Close the Gap” was adopted as the name for the Campaign for Aboriginal and Torres Strait Islander Health Equality in 2006. It signals a human rights based approach to achieving health equality within a generation. 
In its August 2007 election platform the Australian Labor Party signalled its support for the approach of the Close the Gap Campaign. As a result ‘closing the gap’ entered the policy lexicon. It has been used to brand Aboriginal and Torres Strait Islander policy initiatives from the National Partnership Agreement to Closing the Gap on Indigenous Health Outcomes to aspects of the Northern Territory Emergency Response. 

Please note, however,  that ‘closing the gap’-branded Australian Government and COAG initiatives do not necessarily reflect the human rights based approach of the Close the Gap Campaign, nor does the use of the term ‘closing the gap’ in relation to these initiatives necessarily reflect an endorsement of them by the Close the Gap Campaign Steering Committee.
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CCANBERRA, MARCH 20, 2008
PREAMBLE

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: within a
decade to halve the widening gap in literacy, numeracy and employment outcomes and opportunities for Indigenous children, within a
decade to halve the appalling gap in infant mortality rates between indigenous and non-indigenous children and, within a generation, to
close the equally appalling 17-year life gap between Indigenous and non-Indigenous when it comes to overall life expectancy.

Prime Minister Kevin Rudd, Apology to Australia’s Indigenous Peoples, 13 February 2008

This is a statement of intent - between the Government of Australia and the Aboriginal and Torres Strait Islander Peoples of Australia, supported by non-Indigenous
Australians and Aboriginal and Torres Strait Islander and non-Indigenous health organizations — to work together to achieve equality in health status and life
expectancy between Aboriginal and Torres Strait Islander peoples and non-Indigenous Australians by year 2030.

We share a determination to close the fundamental divide between the health outcomes and life expectancy of the Aboriginal and Torres Strait Islander peaples of
Australia and non-Indigenous Australians,

We are committed to ensuring that Aboriginal and Torres Strait Islander peoples have equal life chances to all other Australians.

We are committed to working towards ensuring Aboriginal and Torres Strait Islander peoples have access to health services that are equal i standard to those
enjoyed by other Australians and enjoy living conditions that support their social, emotional and cultural well-being.

We recognise that specific measures are needed to improve Aboriginal and Torres Strait Islander peoples’ access to health services. 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.

ACCORDINGLY WE COMMIT:

« 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 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 Stratt Islander peoples and their representative bodies i all aspects of addressing their health
needs

« To working collectively to systematically address the social determinants that impact on achieving health equality for Aboriginal and Torres Strait
Islander peoples.

« To building on the evidence base and supporting what works in Aboriginal and Torres Strait Islander health, and relevant international experience.

« To supporting and developing Aboriginal and Torres Strait Islander community controlled health services in urban, rural and remote areas in order to
achieve lasting improvements in Aboriginal and Torres Strait Islander health and wellbeing

« To achieving improved access to, and outcomes from, mainstream services for Aboriginal and Torres Strait Islander peoples,

« To respect and promote the rights of Aboriginal and Torres Strait Islander peoples, inclucing by ensuring that health services are available, appropriate,
accessible, affordable and 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.

WE ARE: &&@ S i
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Representative of the Australian Government National Aboriginal Community Controlled Health Organisation
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1. Background to the workshop
The goal of the Close the Gap (CTG) Campaign is to raise the life expectancy and health status of Aboriginal and Torres Strait Islander peoples to that of the non-Indigenous population within a generation. It aims to do this by the implementation of a human rights based approach first set out in the Aboriginal and Torres Strait Islander Social Justice Commissioner’s Social Justice Report 2005.

In March 2006 then Commissioner Dr Tom Calma convened the first meeting of what would become the CTG Campaign Steering Committee. The campaign itself was launched in April 2007 by our Patrons Ms Catherine Freeman and Mr Ian Thorpe.  

The campaign has gathered substantial public support. To date, 140 000 Australians have formally pledged their support for it. In August 2009, the National Rugby League dedicated an annual round of matches as a Close the Gap round, helping ensure the campaign’s message reaches millions of Australians.
Commitments made to the CTG approach by Australian governments

In its August 2007 election platform the Australian Labor Party stated its support for the CTG Campaign’s approach to achieving Aboriginal and Torres Strait Islander health equality. As a result ‘closing the gap’ entered the policy lexicon.
 Following the election key elements of the CTG approach became Australian Government policy: 

· In December 2007, the Council of Australian Governments (COAG) adopted the campaign target to achieve Aboriginal and Torres Strait Islander life expectancy equality with a generation. This was supported by a target to halve the mortality rate of under-five Aboriginal and Torres Strait Islander children within ten years. By mid-2009, a total of six COAG ‘closing the gap’ targets had been announced. 
· The National Indigenous Health Equality Summit was held in March 2008, hosted by the CTG Campaign Steering Committee. At this the Prime Minister, Minister for Health and Ageing, Minister for Families, Housing, Community Services and Indigenous Affairs, and the Federal Opposition Leader signed the Close the Gap Statement of Intent with Aboriginal and Torres Strait Islander health leaders. The Statement of Intent embodies the CTG approach to achieving Aboriginal and Torres Strait islander health equality and is reproduced on pages four and five of this report. It has since been signed by the Governments and Oppositions of Western Australia, Queensland, Victoria, the Australian Capital Territory
, and New South Wales. The CTG Campaign Steering Committee anticipates that the Statement of Intent will soon achieve national status.
 
The Close the Gap National Indigenous Health Equality Targets
The CTG Steering Committee developed the Close the Gap National Indigenous Health Equality Targets (CTG Targets) with a range of Aboriginal and Torres Strait Islander health experts and stakeholders over 6 months in 2007-08.
  They were published and presented to the Federal Health Minister in July 2008. 
The CTG Targets are intended to provide a point of departure for negotiations for the adoption of a range of sub-targets to support the achievement of the COAG Aboriginal and Torres Strait Islander life expectancy equality target. They also provide a framework for the development of a plan to achieve Aboriginal and Torres Strait Islander health equality within a generation, indicating areas that need to be prioritised and the rate of progress that is needed to be achieved in relation to each. Australian governments are yet to effectively engage the CTG Campaign Steering Committee in relation to the CTG Targets, or set other sub-targets for health equality to support the COAG target.
Two years of health reform and other reform processes
In the two years since the Summit great change has taken place within the Aboriginal and Torres Strait Islander health, mainstream health and Indigenous Affairs policy space. These include:
· The National Health and Hospital Network (finalised in May 2010). This signals a broad shift in the health sector towards primary and preventative health care away from hospital care. It includes a 100% Commonwealth takeover of funding for primary health care. Another key feature is the organisation of GP services, primary health care services including Aboriginal Medical Services and Aboriginal Community Controlled Health Services (ACCHS), and hospital care on a regional basis. 
· The National Primary Health Care Strategy (May 2010) and a draft National Preventative Health Strategy (Sept 2009).
· The establishment of the National Indigenous Health Equality Council (replacing the National Aboriginal and Torres Strait Islander Health Council) in March 2008.
· The appointment of a Minister for Indigenous Health, Rural and Regional Health and Regional Services Delivery in June 2009.
· The National Indigenous Reform Agreement (NIRA) and its implementation strategy, the National Integrated Strategy for Closing the Gap in Indigenous Disadvantage (Integrated Strategy) incorporating a National Urban and Regional Service Delivery Strategy for Indigenous Australians  (June 2009).
 
The NIRA incorporates the six COAG ‘closing the gap’ targets. It prioritises seven inter-related ‘building blocks’ (inlcuding health and early childhood) within its overall approach.  Twenty mainstream
 and seven ‘closing the gap’ National Partnership Agreements (NPAs) are linked to the Integrated Strategy including:

· The NPA on Closing the Gap in Indigenous Health Outcomes.  With a focus on chronic disease, it includes measures to increase Aboriginal and Torres Strait Islander people’s access to ACCHS and mainstream GPs and primary health care services. It also aims to ensure large numbers of Aboriginal and Torres Strait islander people access health checks and social marketing (health promotion) programs, notably in relation to smoking reduction. 

· The NPA on Indigenous Early Childhood Development focuses on child and maternal health.

The CTG Campaign provided a significant impetus for the seven ‘closing the gap’ NPAs. These have brought with them approximately $5bn in additional resources, including $1.6bn attached to the NPA on Closing the Gap in Indigenous Health Outcomes.
The Close the Gap - Making it Happen Workshop

The CTG Steering Committee acknowledges the progress set out above, but it also notes with concern two commitments in the Statement of Intent that have not been substantially progressed since March 2008.  They are to (1) a national planning process for achieving health equality; (2) supported by a partnership between Aboriginal and Torres Strait Islander people and their representatives and Australian governments. Both of these provide a necessary foundation to the achievement of health equality by the CTG approach.
With so much macro-level reform substantially progressed in relation to the health system and Aboriginal and Torres Strait Islander disadvantage, the CTG Steering Committee believes the time is right to focus on developing a plan to achieve Aboriginal and Torres Strait Islander health equality within a generation.
  With the support of the Minister for Indigenous Health, Rural and Regional Health and Regional Services Delivery, the CTG Steering Committee convened the Close the Gap- Making it Happen Workshop to provide this focus.
The workshop was held on 24 – 25 June at the Museum of Australian Democracy (Old Parliament House) in Canberra. To it were invited key representatives from the Aboriginal Community Controlled Health Sector, the mainstream health services as well as Aboriginal and Torres Strait islander health experts and other stakeholders. Senior representatives from the Australian Government and representatives from the majority of the State and Territory Governments also attended.

A list of attendees is included as an Appendix to this report. As the workshop operated under the Chatham House Rules, no further identification of attendees in this report is made.
The workshop was intended to provide the following outcomes:
· A clear direction for Australian governments to realise their commitment ‘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 equality of health status and life expectancy between Aboriginal and Torres Strait Islander peoples and non- Indigenous Australians by 2030’
  that: 
· Encompasses a capacity building plan for the Aboriginal Community Controlled Health Services is developed;

· Ensures mainstream health services are accessible to Aboriginal and Torres Strait Islander peoples;

· Addresses the social and cultural determinants of health; 

· Addresses the health needs of marginalised sub-groups within the Aboriginal and Torres Strait Islander population.

· The identification of an efficient process for the development of this plan.

· A clear articulation as to what is required in terms of partnership arrangements between Australian governments and Aboriginal and Torres Strait Islander peoples and their representatives to support the development and implementation of a plan for Aboriginal and Torres Strait Islander health equality within a generation (by 2030).
These outcomes (key messages) are set out in the following section.

2. Workshop outcomes and key messages

The workshop reaffirmed the Close the Gap Statement of Intent as a framework for achieving Aboriginal and Torres Strait Islander health equality within a generation (by 2030).
Leadership within the Australian Government and COAG
The workshop called for the Prime Minister to lead and drive the national effort to achieve Aboriginal and Torres Strait Islander health equality within a generation from within the Australian Government, and in particular to enable:
·  The intergovernmental and intersectoral cooperation vital to a national effort to achieve Aboriginal and Torres Strait Islander health equality within a generation.
· The public sector to work in real and effective partnership with Aboriginal and Torres Strait Islander peoples and their representatives. 

A partnership framework agreement 
The workshop noted:

· Longstanding, strong multilateral partnerships within the Aboriginal and Torres Strait Islander health sector at the state and territory-level that provide models for moving forward in relation to partnership at the national level.

· Partnership opportunities through the structure of the National Congress of Australia’s First Peoples.
· That partnership should be considered as an efficiency measure: helping to maximise the health outcomes for Aboriginal and Torres Strait Islander peoples from the resources available.

The workshop called for a partnership framework agreement between Aboriginal and Torres Strait Islander peoples and their representatives and Australian governments to underpin the national effort to achieve Aboriginal and Torres Strait Islander health equality within a generation. 
The development of a plan for Aboriginal and Torres Strait Islander health equality within a generation

The workshop noted that within an overall national effort, several layers and dimensions of health and health-related planning are needed to address all the major social and cultural determinants of health inequality.  This includes the Reconciliation process.
The workshop called for:

· Aboriginal and Torres Strait Islander people and their representatives to lead in health planning and implementation processes within the context of partnership arrangements. 
· A planning process for Aboriginal and Torres Strait Islander health equality that is efficient and does not absorb unnecessary time or resources. 
· A plan that is ‘owned’ by both Aboriginal and Torres Strait Islander peoples and their representatives and Australian governments. A sense of plan ‘ownership’ on both sides was important to the plan’s implementation. This should be factored in to the process of developing a plan. 
Content of a plan to achieve Aboriginal and Torres Strait Islander health equality within a generation
The workshop noted:

· The content of the National Aboriginal Health Strategy (1989) and the National Strategic Framework for Aboriginal and Torres Strait Islander Health (2003 – 2013) that provides a starting point for the development of a plan.
· The Close the Gap National Indigenous Health Equality Targets that provide a starting point for the agreement of the targets and sub-targets to be included in a plan.

· Empowerment will be a vital contributor to Aboriginal and Torres Strait Islander health equality. Any policy or program under the plan should be assessed as to how it will increase the ability of Aboriginal and Torres Strait Islander individuals, families and communities to take control of their own lives.  

· The implementation of a plan is, in practice, a more important step than planning. Aboriginal and Torres Strait Islander leadership and partnership at this stage is vital.
· That monitoring, evaluation and review processes should be included in a plan.
The workshop called for:

· The negative impact of racism and the failure to respect Aboriginal and Strait Islander peoples’ human rights on their health be addressed in a plan (and, more broadly, a national effort) to achieve Aboriginal and Torres Strait Islander health equality within a generation.
· The development of a capacity building plan for the Aboriginal Community Controlled Health Sector as a part of a plan to achieve Aboriginal and Torres Strait Islander health equality within a generation. This includes:

·  the introduction of a per capita funding model (based on a robust evaluation of the relative amounts of per capita Indigenous and non-Indigenous government health spending occurring) and, 

·  a streamlining of funding arrangements for these services.
Opportunities and risks in the current environment

The workshop noted

· The opportunities to achieve Aboriginal and Torres Strait Islander health equality within a generation in the current environment: in particular, significant funding allocations through Indigenous-specific national partnership agreements and the high level of political goodwill evident within the political system were encouraging. 
· The space created by the National Health and Hospital Network reforms provided opportunities to shape the Aboriginal and Torres Strait Islander health space into the future. 

· The Australian Government’s approach to ‘closing the gap’ is increasing investment in services and housing on the one hand, but – for example by the Northern Territory Emergency Response - undermining the control and empowerment of Aboriginal and Torres Strait Islander peoples on the other.
The workshop called for:

· The National Health and Hospitals Network to prioritise the effort to achieve Aboriginal and Torres Strait Islander health equality within a generation.
· This could be progressed through the regional organisation of Aboriginal and Torres Strait Islander health services on a case by case basis.
· A strong national Aboriginal and Torres Strait Islander health equality authority under Aboriginal and Torres Strait Islander leadership to oversee the development and implementation of a plan for health equality, including the facilitation of partnership arrangements.
An overview of the workshop sessions

Part 1: Background

[Please note that session 1 was an introduction to the workshop and the work of the Close the Gap Campaign. This is summarised in the section ‘Background to the workshop’ on page 6.]
Session 2: Learning from previous Aboriginal and Torres Strait Islander health planning processes

National Aboriginal Health Strategy 1989

· The National Aboriginal Health Strategy 1989 (NAHS) was a landmark document, setting out an agreed direction for Aboriginal and Torres Strait Islander health policy in Australia.

· The National Aboriginal Health Strategy Working Party wrote the NAHS following extensive consultation with Aboriginal and Torres Strait Islander individuals, organisations, and communities, as well as with governments. 

· There is a view amongst the Aboriginal and Torres Strait Islander community that the document ‘got it right’ because of the extensive involvement of Aboriginal and Torres Strait Islander people throughout the consultation process.

· NAHS was developed in a politically complex time: the bicentenary, with all its attendant nationalism, and the transition from the Department of Aboriginal Affairs to the newly formed Aboriginal and Torres Strait Islander Commission (ATSIC) under then Prime Minister Bob Hawke.  

· It was a time when an Indigenous leadership group was emerging in health, but also a time of distrust between Aboriginal communities and government institutions, and between Indigenous community organisations.  

· Counterbalancing this, strong bonds of inter-personal trust between particular individuals on the National Aboriginal Health Strategy Working Party played an important role sustaining the process.

· Key characteristics of the NAHS are that it:

· Was built on the basis of partnership, with equal numbers of government and Indigenous (non-government) representatives on the working party, and at national and state/territory levels.
· Included a strong commitment to inter-sectoral collaboration and a focus on the social and cultural determinants of health.
· Was developed in a transparent manner.
· Engaged political and community leadership on all sides.
· Was based on extensive community consultation across the country and openness to good ideas coming from those consultations.
· Emphasized the importance of culture.
· Set out the evidence base for its propositions.

· Included a process of monitoring and evaluation.
· Key priorities identified in the NAHS included:

· Building the community control of Aboriginal and Torres Strait Islander health services.
· Increasing Aboriginal and Torres Strait Islander peoples’ participation in the health workforce.
· Increasing funding to Aboriginal and Torres Strait Islander health services.
NAHS Implementation and the 1994 Evaluation

· The 1994 NAHS evaluation:

· noted that NAHS had never been effectively implemented, and that governments at both federal and state/ territory levels had grossly under-funded initiatives in remote and rural areas.  
· highlighted the inherent lack of accountability for the implementation of the strategy, with the government subsequently conceding that accountability processes needed to be made more robust.

· There was a degree of uncertainty associated with the changing political climate in the mid 1990s that helped undermine the NAHS implementation. This included clashes over funding between the community controlled sector and ATSIC, the transfer of the Indigenous health portfolio from ATSIC to the Department of Health, and an uneasy and often hostile relationship existing between ATSIC and the Liberal Party after its election in 1996.  

· Also damaging to the strategy was the fact that it was perceived to be part of a partisan Labor Party agenda by many in the coalition parties. The NAHS never secured bipartisan commitment.
· In 1993, the National Aboriginal Community Controlled Health Organisation (NACCHO) was established as the national ACCHS umbrella body.  With the number of ACCHS across the country growing, NACCHO felt that the relatively small amount of funding allocated to NAHS programs would be better allocated to supporting the expansion of their sector.

· While the general tenor of opinion among Aboriginal people was pride in the NAHS as an Aboriginal achievement, some Aboriginal leaders had concern that NAHS was not ‘owned’ by Australian governments and, that this had contributed to it failing to gain serious commitment from them. 
National Strategic Framework for Aboriginal and Torres Strait Islander Health

· At the end of the 1990s, the National Aboriginal and Torres Strait Islander Health Council (NATSIHC) oversaw the renewal of the NAHS, through the development of the National Strategic Framework for Aboriginal and Torres Strait Islander Health (NSFATSIH).  

· The NSFATSIH was developed from a combination of a literature review; discussion with national and state mainstream and Indigenous-specific health organisations and public consultation.  The latter included 70 written submissions and 12 consultation forums across Australia over a 12 month period.
· The NFATSIH took 3 years to produce, endorse and publish.
· Key points of difference that distinguish the NSFATSIH from the NAHS include the former:

· was grounded in a commitment from all Australian governments to a whole of government approach in implementation in partnership with the ACCHS sector;

· placed greater emphasis on the contribution of mainstream services to improving Aboriginal and Torres Strait Islander health; and
· was the result of a more bureaucratically driven process. 

· The Australian Government, through the newly created Office of Aboriginal and Torres Strait Islander Health (OATSIH), drove the implementation of the NSFATSIH.  Although there was consultation with the ACCHS sector, OATSIH wanted to retain overall control.  As such it was always seen as a government plan. 
· Perhaps the greatest failing of the NFATSIH is that its tone and language fails to inspire: the document was written by and for bureaucrats. As a result, governments did feel some ‘ownership’ of the NFASTSIH and that did stimulate its implementation, although this in itself did not, for example, result in the significant expansion of resources going to Aboriginal and Torres Strait Islander health as has occurred recently in the closing the gap initiatives. 
· The role of government in the creation of the NFATSIH created its own tensions. Many in the ACCHS sector resented what they perceived as a dilution of the NAHS: and there was concern that – despite promises from governments to the contrary - the new strategy was going to be a replacement for the NAHS, rather than building on it.  
· Others, whilst having a healthy respect for NAHS, were mindful of the failures surrounding its implementation and the need to address these through a new process.

· At one point NACCHO representatives resigned from NATSIHC in protest over a consultation draft that they considered undermined the concept of Aboriginal community control in relation to medical services.  They returned to the NATSIHC only after negotiations that saw revisions to the membership of the Council and which they felt addressed their concerns.
· The Aboriginal and Torres Strait Islander Commission (ATSIC), NACCHO, and all levels of government endorsed the NSFATSIH in 2003.  Despite the rapprochement, the difficulties described above influenced relationships within the sector over the following years. Amongst those for whom the NAHS is somewhat a sacred document, there remains concern that the NSFATSIH is an inadequate replacement.
· Looking forward, towards a plan for Aboriginal and Torres Strait Islander health equality within a generation, we can identify the need for trust between the parties as a pre-requisite for a planning process.  There also needs to be ownership by both government and the Aboriginal and Torres Strait Islander communities in order to ensure effective implementation. 
· Another lesson can be drawn from the fact that the ACCHS sector felt that a bureaucratic misunderstanding of how Aboriginal relationships work exacerbated the tensions around the development of the NSFATSIH.  For example, it was expected that NACCHO would be able to speak for all the ACCHS, but the reality is different: all ACCHS are accountable to their community, and all NACCHO state and territory affiliates are accountable to their individual members.  The skill, time, and processes required to achieve a consensus between these constituents made engagement a complex and time-consuming process for NACCHO.

Moving forward

· There was a broad acknowledgement that a plan for Aboriginal and Torres Strait Islander health equality within a generation should build on the NAHS and the NFATSIH.  A lot of time, energy, and resources have already been expended on planning. 
· What is required is a clear and detailed assessment of what is currently working, where the gaps in service are that need to be addressed, and what needs to be done to address these gaps.
· The NSFATSIH provides a good basis for a refreshed plan (for achieving health equality within a generation) although it could be strengthened by greater focus on accountability and the inclusion of measurable targets.  A refreshed plan is certainly needed if we are to achieve the COAG Aboriginal and Torres Strait Islander health life expectation target.
· In discussion it was agreed:

· That a plan should be ‘owned’  by both Aboriginal and Torres Strait Islander peoples and their representatives and Australian governments in a spirit of partnership. It is important to get the balance right. The ACCHS sector must be given a key role in the strategic planning process in order to facilitate ‘ownership’ of the plan by Aboriginal people.
· A plan should enjoy bipartisan support. 

· The implementation of a plan should be driven from the highest levels of the Australian Government.

· Any commitment to a plan must be accompanied by funding commitments.

· A plan should focus on specific things, and not try and do ‘everything at once’. 

· That too much detail in a plan could be counterproductive. It is better to provide a framework for state and territory level and/or individual community-based plans that are empowering and informed at those levels.
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NAHS/NSFATSIH timeline:
	Making Tracks – toward closing the gap in health outcomes for Indigenous Queenslanders by 2033

The Queensland Government signed the Close the Gap Statement of Intent in April 2008.  Two years in development, the “Making Tracks” policy framework and implementation plan was launched shortly before the workshop. It demonstrates how the commitments and targets in the Statement of Intent can be translated into a framework to achieve Aboriginal and Torres Strait Islander health equality within a generation. The workshop welcomed this development and congratulated the partners (Queensland Health’s Aboriginal and Torres Strait Islander Health Strategy Unit, Queensland Aboriginal and Islander Health Council and other stakeholders) responsible for its development. The plan also incorporates the COAG closing the gap targets and the second five year implementation plan of the National Strategic Framework for Aboriginal and Torres Strait Islander Health 2003 – 2013 for Queensland.  See: http://www.health.qld.gov.au/atsihealth/. 


Session 3: Identifying the opportunities and managing the risks in the policy landscape when planning for Aboriginal and Torres Strait Islander health equality within a generation

1. Presentation - An overview of the broad policy context for planning for Aboriginal and Torres Strait Islander health equality within a generation
COAG Intergovernmental Agreement on Federal Financial Relations

· This provides the overarching framework for the Commonwealth’s financial relationships with the States and Territories.  

· It reaffirms the working relationship between these parties, as well as providing greater flexibility in the way they deliver services.  

· It reduced the number of Specific Purpose Payments from 90 to five, each of which is associated with a National Agreement (i.e. National Healthcare Agreement). 

Reform in the health sector
· In April 2010, COAG established the National Health and Hospitals Network. This will see the Commonwealth Government invest an additional $7.4 billion into the health sector over five years.  
· In terms of hospitals reform, the plan includes:

· significant changes to the way hospitals are funded, including:

· The establishment of the Independent Hospital Pricing Authority (IHPA) (July 2011).
· Majority (60%) Commonwealth funding for hospitals based on the efficient price and the services provided; and
· To drive transparency and efficiency in funding of health services, new Local Hospital Networks will be paid on the basis of each service they provide to public patients under service agreements negotiated with states. The Commonwealth’s contribution will be based on a national efficient price, to be determined by the IHPA.

· targeted funding to tackle key pressure points in public hospitals:

· $1.6b for subacute beds;
· $800m for elective surgery;
· $750m for emergency departments; and
· $200m in flexible funding.
· The reform also involves $1.2b for general practice and primary health care:

· $353m for more GP Super Clinics, and to upgrade around 425 general practices, primary care, community health services and AMSs;
· $414m to establish Medicare Locals and a national after hours primary care telephone service; and 
· $431m for coordinated care for diabetes.
· Further key funding allocations include:

· $1.1b in spending to boost workforce numbers;
· $467m on e-Health;
· $649m for a national aged care package to improve care and access;
· $149m for more youth friendly mental health services and flexible care packages for patients with severe mental illness; and
· $2.6m for the prevention of chronic disease, in addition to existing COAG funding.
· A new National Performance Authority will monitor and report on the performance of Local Hospital Networks, individual hospitals and Medicare Locals. This will provide clear and transparent reporting on public and private hospital performance, as well as state/ territory performance, and independent reporting on the Commonwealth’s primary health care performance. 

· A permanent Australian Commission on Safety and Quality in Health Care will set national quality and safety standards and work with clinicians to identify best practice clinical care, to ensure the appropriateness of services being delivered in a particular setting.

· Hospitals will be paid based on performance and hospital performance indicators will be able to be monitored online.

· The National Transition Office has been set up within the Department of Health and Ageing to drive the implementation of the reforms.  An Implementation Plan for the NHHN was released on 7 July 2010.  This plan provides details of implementation activities over coming months and years, including timelines and major milestones for the health reforms agreed upon by COAG.  
	e-Health

· COAG has allocated nearly $500m to the e-Health initiative to provide the building blocks for what could become a personally controlled health record for all Australians. 

· Current health care provision in this country is very disjointed - we need better information transfer between different sections and sectors of the health service.  
· The e-Health initiative has the potential to provide this, and the opportunity exists for this initiative to tackle problem areas in which Australia currently lags behind other nations (such as in the health of its indigenous population).  
· The initiative will also better enable research and monitoring as well as facilitating the transfer of vital information.

· Aboriginal and Torres Strait Islander health in the Northern Territory has led Australia and many parts of the world in the development and implementation of e-Health – 66% of the NT Aboriginal and Torres Strait Islander population currently utilises electronic data transfer systems.


National Indigenous Reform Agreement

· The six ‘closing the gap’ targets that provide the foundation for the National Indigenous Reform Agreement (NIRA) were set in 2008.

· The NIRA itself is based on seven inter-related building blocks, or strategic areas for activity, which help to organise the planning and work undertaken to achieve the six targets. They are: early childhood, schooling, health, economic participation, healthy homes, safe communities, and governance and leadership.
· The National Integrated Strategy for Closing the Gap in Indigenous Disadvantage (Schedule A to the NIRA) implements the NIRA. At present programs worth approximately $4.6 billion of National Partnership Agreements, implementation plans, and strategies comprise the Integrated Strategy.
· A schematic of the planning context is included overleaf. 
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· The two key National Partnership Agreements (NPAs) in Indigenous health – the NPA on Closing the Gap in Indigenous Health Outcomes and the Closing the Gap: Indigenous Early Childhood Development NPA – are supplemented by five other NPAs that will also have a large impact on the health of Aboriginal and Torres Strait Islander people:

· Remote Service Delivery NPA - Through this NPA the Commonwealth and states will provide a total of $291.2 million over six years in joint funding to improve the delivery of services in 29 remote Indigenous locations. This is comprised of 15 communities in the Northern Territory, six communities in Queensland, four in Western Australia, two in South Australia and two remote communities in western New South Wales.

· Closing the Gap in the Northern Territory NPA - It is intended that this strengthen investment made under the Northern Territory Emergency Response to support the specified outcomes.  This NPA transitions the NTER to a three year development phase to build on and enhance existing measures.

· NPA on Indigenous Economic Participation - This NPA was agreed in December 2008, and provides $228.8 million over five years to help create sustainable Indigenous employment opportunities.

· NPA on Remote Indigenous Housing - This NPA was agreed in December 2008, and commits $1.94 billion of new funding over 10 years to reform housing and infrastructure arrangements in remote Indigenous communities.  The aim is to address overcrowding, homelessness, poor housing conditions and severe housing shortages in communities.

· Closing the Gap: NPA on Remote Indigenous Public Internet Access. This NPA was signed in July 2009 and is providing:

· Internet access facilities in remote Indigenous communities where there is limited or no public internet access

· Maintenance and support of public internet access in those communities, commencing in 2011-12 

· Training in basic computer and internet use in up to 60 remote communities a year

· A key feature of the NIRA and the NPAs is an enhanced level of reporting against specified indicators.  Importantly, the reporting regime provides for the disaggregation of data by Indigenous and non-Indigenous status, allowing for the comparison between these two groups across each of the implementation targets.  It also brings a new level of scrutiny, in some cases involving quarterly reporting.

· The COAG Reform Council is responsible for monitoring progress against the targets. It sits outside of government in order to look in at what progress has been made against each indicator.  It is complemented by other reporting mechanisms, such as the Aboriginal and Torres Strait Islander Health Performance Framework and COAG-sponsored Overcoming Indigenous Disadvantage Key Indicators Report.  
· The Aboriginal and Torres Strait Islander Health Performance Framework is designed to measure the impact of the National Strategic Framework for Aboriginal and Torres Strait Islander Health (NSFATSIH).  This looks at health status and health outcomes, determinants of health status, and health system performance.  It draws together existing data, as well as research that is used to help better understand the data.  
· It is hoped that the 2010 Performance Framework report will be released before the end of the calendar year.

2. Presentation in response 

Planning for Aboriginal and Torres Strait Islander health equality

· Planning for Aboriginal and Torres Strait Islander health must centre on the Close the Gap Statement of Intent.  It is clear, brief and principled document.  All the important stakeholders are signatories, and a majority of State and Territory governments have also signed up.

· Like the NAHS, however, the Statement of Intent has not yet been implemented.  In particular the commitment to develop a ‘comprehensive, long-term national plan of action’.

· A national plan must: 

· Be developed in partnership (as discussed previously);
· Be developed in an efficient fashion and have a set time for completion (perhaps six months to a year maximum);
· Build on existing plans where appropriate;
· Integrate with the national health reform agenda;
· Deal with service issues at a local/regional level;
· Involve people with service delivery experience and planning skills;
· Have short-, medium-, and long-term horizons; and
· Address issues of resources and accountability.
· The process of developing a plan should not be a block to implementing it. 
· Key elements of a planning process includes finding answers to the following questions: 

· What needs to be done to achieve policy aims/ targets?

· By when?

· What are the additional service requirements?

· Who is going to do it?

· How much will it cost?

· What are the funding sources?
· Service planning is critical. The sort of questions to be addressed by planning include:

· What services are required to achieve the COAG goals?

· What services are currently available?

· What is the gap in services?

· How are we to develop a capacity building plan to address these gaps?
· Consideration of the relative roles of the ACCHS and the mainstream health services is vital in any planning effort.

· It is important to recognise that most Aboriginal and Torres Strait Islander people use both mainstream services and ACCHS and that both will have a role to play in any effort to achieve health equality.

· The key point, however, is not to perpetuate the current pattern of services, but to determine on the evidence available what services mix will best achieve Aboriginal and Torres Strait Islander health equality by 2030.

· There is a significant body of evidence that suggests the ACCHS deliver a higher quality, culturally appropriate and more efficient (i.e. more ‘bang for buck’) service than their mainstream counterparts. 

· Therefore, by increasing the number and capacity of the ACCHS in the mix of services the government is more likely to achieve what it is setting out to do in Indigenous health and in an efficient manner.
Health and Hospital Network – regional basis for planning
· It is not clear where Aboriginal and Torres Strait Islander health fits within the National Health and Hospital Network, and the division of the country into regions with Medicare Locals coordinating local GPs and primary health care services.  
· In this emerging landscape, new service models for Aboriginal health are needed and there is an opportunity open at the moment to shape the structures and arrangements being bedded down at the regional level.

· Such models will involve the regional coordination of mainstream and ACCHS services for the benefit of a region's Aboriginal and Torres Strait Islander population's health.  
· Such coordination should be based on the following principles:

· Aboriginal leadership.

· The development of collaborative agreements for service delivery between ACCHSs, the Divisions of General Practice, and State Government services (amongst others within the region) to service the health needs of the Aboriginal and Torres Strait Islander population.

· New services and funding generally attaching to the ACCHS or equivalent services rather than mainstream service providers, but being accessible by mainstream services.

· The development of an integrated information system to provide continuity of care and a high quality of services between ACCHSs and the mainstream (e Health).

Towards a model for regional service delivery 
· New regional service models have been, and are being, developed in many parts of the country, including in South East Queensland and the Northern Territory. 
· Ideas floated at the workshop as to what a services model to underpin a national effort to achieve Aboriginal and Torres Strait Islander health equality within a generation may involve included:

· The core of the model being being a regional governance structure under Aboriginal leadership (usually the ACCHS or NACCHO affiliate) that oversees the collaborative arrangements between ACCHSs, Divisions of General Practice, State Government services, and other services in that region.

· This structure may, where appropriate, be a Medicare Local, or equivalent, otherwise health programs and services to the Aboriginal and Torres Strait Islander population could be coordinated by, and delivered through, a regional hub that stretched across several Health and Hospital Network regions to capture economies of scale and contract with Medicare Locals for the delivery of services to Aboriginal and Torres Strait Islander people within their boundaries. 

· Services should include COAG funded services; co-ordination of care; access to allied health and specialists; self management; Indigenous outreach workers; health professionals and practice managers; GP registrar training places; nurse scholarships and clinical placements; smoking/risk factors; pharmaceuticals).

· The Medicare Local equivalent or hub could enter contractual arrangements for specialists, allied health workers, and other staff

· Each could be supported by an appropriate regional fund holding model.
· Each would develop and conduct regionally tailored specified services for mothers and babies; chronic disease and so on.

· A capacity building plan for each ACCHS, Medicare Local equivalent or hub would be required to ensure that it has the necessary service capacity to achieve the COAG goals in the region it covered. Training programs for the structure's board members, administrative and clinical staff may also be necessary in the new environment.
· Evaluation processes, and an applied research capacity for quality enhancement and performance benchmarking, would be built into the structure's operations.
Ensuring an equitable share of mainstream programs
· Aboriginal and Torres Strait Islander people need to be given an equitable share of, and access to, mainstream health services. There has been a two-tier health system in Australia for too long.

· The failure to gain an equitable share of mainstream programs (health and otherwise) has been a key element in the historical disadvantage of Aboriginal and Torres Strait Islander people.

· It is important to counter the belief that the existence of Indigenous-specific COAG programs is a reason for not ensuring Aboriginal and Torres Strait Islander peoples and communities’ entitlement to a share of mainstream program funding.  
· If we are to achieve a sustained improvement in Aboriginal and Torres Strait Islander health (and the COAG targets) then we will also need to commit a proportion of all relevant mainstream health funding to the task.  It was proposed that a nominal 5% minimum of all relevant mainstream programs (primary health care, workforce, e-Health, hospital access, etc) be so committed: 

· The 5% figure is based on Aboriginal and Torres Strait Islander people comprising approximately 2.5% of the population, but having at least double the health needs - the ultimate allocation to be subject of negotiation in any given context).  
· A 5% nominal figure has precedent: the National Health and Medical Research Council have a goal to ensure 5% of its research funds are devoted to Aboriginal and Torres Strait Islander health research.

3. Discussion

· Despite commitments at the highest level, the ‘whole of government’ approach that will necessarily underpin a national effort to achieve Aboriginal and Torres Strait Islander health equality and does not seem to be working ‘on the ground’ in many places.

· The real challenge for Aboriginal and Torres Strait Islander health lay in the implementation of commitments and plans, not a planning process per se. 

· There was particular concern at the public service apparently obstructing, or failing to implement, the will of ministers and Australian governments (e.g. as highlighted above in failing to work in a whole of government manner).

· The relative lack of accountability of public servants, and in particular senior bureaucrats, was questioned and there was concern expressed that inertia in the public service could undo efforts to achieve Aboriginal and Torres Strait Islander health equality; working in partnership required public servants to do their work differently and such cultural changes were difficult without committed drivers in the public service sphere. 

· In terms of injecting accountability into the public services, it was noted that all public servants are subject to performance agreements. These could provide significant leverage for ensuring that commitments to doing things differently are implemented. 

· At a departmental and governmental level, accountability could be ensured through the Productivity Commission or the COAG Reform Council.  

Part 2: A partnership for developing and implementing a plan for Aboriginal and Torres Strait Islander health equality within a generation

· Session 4: Moving from the principles of partnership to the practice of partnership; and 

· Session 5: An efficient process for the development of a plan to achieve Aboriginal and Torres Strait Islander health equality within a generation. 

The reports from these sessions are conflated here as discussion across both focused on the need for a partnership, including as a prerequisite for a planning process. Please note that process issues were discussed in session 2.
Presentations
· A partnership between Aboriginal and Torres Strait Islander peoples and their representatives and Australian governments is a central element of the Close the Gap Campaign’s approach.
 

· Such a partnership not only reflects Aboriginal and Torres Strait Islander peoples’ right to self-determination,
 but has a practical dimension: Aboriginal and Torres Strait Islander peoples and their representatives are best placed to know what is needed in their communities and how to deliver services and programs therein. 

· Partnerships for Aboriginal and Torres Strait Islander health equality must allow Aboriginal and Torres Strait Islander communities to have significant influence at all stages of the development and implementation process, including the identification of issues, the development of policy solutions, and the structuring and delivery of services.

Partnerships as an efficiency measure
· The recent problems with the implementation of the National Partnership Agreement on Remote Indigenous Housing highlight the inefficiencies of the ‘top down’ approach. In a time of limited resources, it is particularly important to consider partnership as an efficiency measure in addition to other benefits.
Unpacking partnership
· Aboriginal and Torres Strait Islander peoples’ leadership or deference to Aboriginal and Torres Strait Islander leaders within the context of the partnership was vital. 

· Working in partnership means that both parties have genuine influence and power in efforts to achieve a common goal.  
· Partnership must include recognition of the power imbalances that exist between the partners, and an understanding of what effect these power imbalances have on the relationship.

· Partnership is only possible if both sides have the necessary capacity and capabilities to act as partners. Capacity building of government, Aboriginal and Torres Strait Islander communities and representative bodies is an integral part of creating stronger partnerships. 

· The establishment of trust and good personal relationships are central to building a partnership. This takes time. 

· Partnership is an ongoing process of negotiation rather than just one-off consultation.

· An approach that relies only on advisory boards and ‘closed door’ decision-making is antithetical to genuine partnership.

· Partnership does not involve one party independently deciding on a course of action and presenting it to the other for ratification.

· Partnership involves respect and mutual understanding between all partners. It does not involve partners making public statements or developing new initiatives independently and without having first discussed the issue with the other partners.
A national framework agreement on partnership

· The CTG Steering Committee supports a national framework agreement that would outline the structure and process for partnership between:

· Aboriginal and Torres Strait Islander peoples and their representative bodies;
· Australian governments (with an internal, cross-sectoral dimension; and at the intergovernmental level); and
· key players in the Aboriginal and Torres Strait Islander and non-Indigenous health sector

· Such an agreement would address:

· the goals of partnership; 
· a process, timeframe and structures to enable the partnership; 
· the levels of partnership required (e.g. at national, state, regional level);
· who are the partners (and at each level);

· At a national level this may include the Department of Health and Aging, the office of the Minister for Indigenous Health, National Aboriginal Community Controlled Health Organisation, Indigenous health professional bodies, National Congress of Australia’s First People, the National Indigenous Health Equality Council, and the CTG Steering Committee.

· what each partner brings to the partnership;
· partnership principles and operating rules; 
· Partners have responsibilities within, and to, the partnership that will need to be agreed and documented. Operational principles will need to be developed including on how communication is to be managed and maintained, what kinds of decisions are to be made in partnership, and what will be made by individual partners, as well as the operating rules for engaging with others and the media (e.g. no surprises, engagement in the development of all new initiatives); 

· protocols for dispute resolution;
· capacity-building needs among the partners; 

· Additional personnel and other resources may be needed to allow an effective partnership to exist; and 
· accountability frameworks. 

· There are examples of communities and jurisdictions where such partnerships have operated for a long time. A framework agreement can be modelled on these.

	The National Congress of Australia’s First Peoples
· Designed for and by Aboriginal and Torres Strait Islander people, the National Congress will abide by the following principles:

· the highest standards of professionalism and objectivity;
· clear principles and ethics;
· integrity, honesty, accountability, openness, participation and inclusiveness;
· informed decision making;
· independent ethical review;
· equal representation and participation of women; and
· independence - economic and legislative.
· The National Congress will:

· advocate for the recognition of Aboriginal and Torres Strait Islander peoples’ rights;
· work towards securing an economic, social, cultural and environmental future for our peoples;
· build new relationships with governments, industry, and among communities;
· have fair and diverse membership, guarantee gender balance for delegates and office holders;
· be representative of the membership;
· re-engage Aboriginal and Torres Strait Islander people with decision making structures in Australia;
· ensure participation from youth, urban, regional, and remote communities, as well as encouraging new leadership; and
· grow and change based on decisions by our members.

· The National Congress will not:

· provide service delivery or funding for public programs;
· have representatives of membership who are handpicked by government; and
· be dependent upon the good will of the Parliament of the day.
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Discussion

· Despite talk of ‘resetting the relationship’ and a new partnership in the National Apology and the Statement of Intent, many of the recent actions of the Australian Government have undermined the trust of Aboriginal and Torres Strait Islander people in the capacity of the Australian Government to enter into partnership (NTER, for example).

· Partnership is difficult. Trust takes a lot of things: respect, understanding, and relationship management. 
· Little things can make a big difference. For example, by the parties committing to ensuring that the same representatives attend partnership meetings to build and maintain corporate memory and social capital. ‘Revolving door’ representation undermines partnerships. 
· Partnership problems do not just exist in the Indigenous space. For example, in relation to working in a ‘whole of government’ manner, partnership between governments had often proved elusive. 

· Racism has been a determining factor in the lack of partnerships to date. The view was expressed that governments don’t realise or acknowledge the capabilities that exist among individuals and in communities, and – generally speaking - Aboriginal and Torres Strait Islander knowledge is not respected.  This damages the trust that the Aboriginal and Torres Strait Islander community has in government. 

· Entrenched stereotypical ideas about the capacity of Aboriginal and Torres Strait Islander people must be addressed if partnerships was to be effective and, more broadly, there is a need to address the institutional and structural racism in Australia that works to exclude Aboriginal and Torres Strait Islander people from involvement in decision-making that affects their communities.
· The workshop noted the enormous importance placed on ensuring cultural safety in mainstream health services if Aboriginal and Torres Strait Islander people are to use them, but further noted that cultural safety was important in the partnership arrangements proposed.  

Part 3: What must a plan for Aboriginal and Torres Strait Islander health equality within a generation address?

Session 6: Health services planning

Presentation by the National Aboriginal Community Controlled Health Organisation
· The pivotal role of the ACCHS in any national effort to achieve Aboriginal and Torres Strait Islander health equality within a generation was generally acknowledged (for example, by the Australian Government in key policy documents), and support for the ACCHS is a key element of the Close the Gap Campaign.

A capacity building plan based on a per capita funding model 
· NACCHO are working for a five-year capacity building plan for funding and expansion of the ACCHS – in particular focusing on infrastructure and workforce needs.

· This expansion is based on a per capita funding model, which it believes is most appropriate in order to deal with the complex health needs of the Aboriginal and Torres Strait Islander communities it services work in.  

· There are, however, significant problems disaggregating data around existing Aboriginal and Torres Strait Islander v non-Indigenous per capita funding. Getting clarity around what spending is already occurring is an important step in developing a funding model.

· The most recent data in the public domain is for the years 2006-07 (published in 2009 by the Australian Institute of Health and Welfare). This shows that of Australian Government expenditure (excluding state and territory level funding) only $478 per capita, per annum was expended through ACCHSs.  This compares with $1,905 per capita, per annum expended for health by the Australian Government for the general population.
· So, what should the per capita funding level be?

· In 2004, Econtech (in a report commissioned by the Australian Government) reported that funding for Indigenous-specific primary health care services should be of the order of $1244 per capita, per annum.
· In 2008, AMSANT found that population based weighting (for age/sex, health status, socio-economic status, rurality/remoteness, cultural security, suite of services) meant that funding for ACCHSs should be between $2,700 to $6,500 per capita, p.a. 

· Although funding for Aboriginal and Torres Strait Islander health has increased in recent years, this has been in the context of an increase in health spending in the general population. This means that the funding gap is not necessarily closing. 

· The graph shows growth over 2001/2 to 2006/7 in per capita expenditure through ACCHSs has been 34.7% . (The 2009/10 figure is based on the report by Minister Snowdon recorded in Hansard 25 February 2010.)
· NACCHO calls for a dialogue with the Australian Government about the introduction of a per capita funding model and a 5 year capacity building plan for the ACCHS with attention to the capital investment needed. 
· It also calls for discussions around the need for regional planning for Aboriginal and Torres Strait Islander health within the context of the Health and Hospital Network.
· The streamlining of funds into a global budget for each ACCHS was also important, reducing the burden on the ACHHS of administering many different funding streams and their various (and often onerous) reporting requirements.
Holistic model of Aboriginal health care
· One of the other prime requirements of any capacity building plan for the ACCHS sector is the development of a holistic model to address the complex issues that exist in Aboriginal and Torres Strait Islander health.  
· Importantly, the cultural determinants of health need to be addressed as part of this holistic model of care.
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· There is a gulf between the Aboriginal and Torres Strait Islander model of care, which is based on culture and community connection, and the current model of mainstream health service delivery.  So, it is important to consider what model should be used to better engage with, and provide services to, the community.
Regional organisation/ hub and spoke model

· The hub and spoke model discussed here is not a ‘one size fits all’ approach – each State and Territory brings with it different health department structures and different service constraints; these would shape the model(s) in each. 
· Broadly, however, such a model, with a regional centre  acting as a hub drawing on city based and other services is one that could support local ACCHS and service providers to effectively respond to locally identified priorities.

· The hub, in relationship with primary care providers, aims to facilitate an improved patient journey. 
· The hub would enable access to medical, dental, nursing and midwifery, and allied health services, etc. Through the hub, visiting practitioners would be available for consultation, referral, and admissions. This includes by ensuring outreach services and satellite service provision.  
· The hub model enables a spread of ACCHS to take advantage of economies of scale. This includes in relation to the costs of administration and technology provision.
· Currently in New South Wales regional arrangements are based around the Area Health Services (AHSs) and their regional offices. Cross regional cooperation could involve honorary appointments between AHSs. This could facilitate the sharing of information, access to facilities, and addresses indemnity issues.
· Medical students should be exposed to ACCHS throughout their training – attracting a range of staff to these services is something that requires relationship building, understanding, and appreciation beyond that of the clinical role.
· The capacity of existing ACCHS staff can also be expanded through in-house training and clinical updates.
Discussion
· Primary health care settings in Aboriginal and Torres Strait Islander communities are the critical sites for health interventions that promise maximal gains to the health of Aboriginal and Torres Strait Islander people.  
· Building the capacity of ACCHS is a vital element of any overall national effort to achieving health equality.
· A robust evaluation of the relative amounts of per capita Aboriginal and Torres Strait Islander and non-Indigenous government health spending was the necessary precursor to the introduction of a per capita funding model for the ACCHS.
· A global funding model was optimal and ACCHS should be given greater control over their funding to preserve the principle that Aboriginal and Torres Strait people’s health be treated holistically.  The number of specialised programs being introduced in addition to Medicare rebates under the Practice Incentive Program (PIP) could otherwise result in a focus on particular health issues at the expense of the holistic approach.

· Information about how the Medicare Locals will operate and the implication for the ACCHS (particularly in terms of funding) was lacking and needed to be addressed.  
· The recent announcement of the Health and Hospital Network provided a window to influence the way Medicare Locals operated. NACCHO and the Close the Gap Campaign should aim to take advantage of this opening to maximise improved Aboriginal and Torres Strait Islander health outcomes, taking the lead from communities.

· In response to the proposal that ACCHS operate on a per capita funding model, it was noted not all Aboriginal and Torres Strait Islander people use AMS/ACCHS and so the per capita funding model was of potentially limited application.

· With regard to training, it was noted that many GPs and medical students already work and train in ACCHS and AMS.  This relationship needs to be promoted and extended, but it must be sustainable, and not drain valuable resources in ACCHS/AMS. 

· To combat the lack of understanding of Aboriginal and Torres Strait Islander cultures demonstrated by many non-Indigenous health professionals, it was suggested that Aboriginal and Torres Strait Islander history and culture should be taught in schools as part of the National Curriculum, as well as in medical schools.

· The need for more ACCHS in urban areas was highlighted.

· The need for research as to why Aboriginal and Torres Strait Islander people might choose different health services for different health matters was discussed.  (For example, the oft-noted example that for sensitive health issues an Aboriginal person may not choose an ACCHS because of their perceptions of possible privacy concerns.)

	Better hospital care for Aboriginal and Torres Strait Islander people experiencing heart attack
The Heart Foundation and Australian Healthcare and Hospitals Association report Better hospital care for Aboriginal and Torres Strait Islander people experiencing heart attack was commended to the workshop.  Among other things, this report found that Aboriginal and Torres Strait Islander people had:
· 3 times the rate of major coronary events, such as heart attack 

· 1.4 times the out-of-hospital death rate from coronary heart disease (CHD)

· more than twice the in-hospital death rate from CHD 

· a 40% lower rate of being investigated by angiography 

· a 40% lower rate of coronary angioplasty or stent procedures 

· a 20% lower rate of coronary bypass surgery
Recommendations from the report include better identification of Indigenous patients, better pre-hospital diagnosis and access to post-hospital care, and the delivery of better care through improved hospital systems and culture.


Session 7: Beyond the health sector – what is the proper scope of a plan for Aboriginal and Torres Strait Islander health equality within a generation?
Panel discussion/ discussion

· Without a substantial address to the social and cultural determinants of Aboriginal and Torres Strait Islander health inequality, health equality would not be achieved by 2030. 

· This idea is relatively uncontroversial and has been at the heart of the Aboriginal conception of health for many years (for example, in the NAHS) and this has continued in recent policy frameworks such as the National Indigenous Reform Agreement and the Overcoming Indigenous Disadvantage reporting framework.

· While a holistic address to health is occurring in areas, it is limited and otherwise bedevilled by the inability of government to work in a ‘whole of government’ manner. 

· Government and mainstream health services are not taking seriously the challenge of the inter-connectedness of the physical, social, emotional and political factors affecting Aboriginal and Torres Strait Islander health.  For example, mainstream health services may acknowledge the importance of housing to health but in practice will define it as ‘someone else’s business’.

· This is, in part, why community controlled health services are so important – they work holistically, including through a comprehensive model of what primary health care is.
Empowerment and control
· Research on the social determinants of health provides compelling evidence that disempowerment and social exclusion have negative effects on health. 

· While Australian governments are demonstrating (at least at the policy level) an understanding of the social determinants of health, they show little understanding – in policy and in practice - of the importance of the ‘control factor’ (empowerment), to Aboriginal and Torres Strait Islander social and emotional well-being, mental health and physical health.
· One example of this is the NTER:

· Increased investment in housing, policing, community safety, and health services are positives and can be expected to pull the health of Aboriginal communities in a positive direction.

· But the Intervention has also been profoundly disempowering for many Aboriginal people: not just policies such as welfare quarantining, but in the rhetoric that surrounded the Intervention. 
· In other words, the Australian Government’s approach to ‘closing the gap’ is pulling in two opposite directions at once – increasing investment in services and housing on the one hand, but undermining control and empowerment on the other. 

· Empowerment ultimately requires an address to the historical factors (and their current impacts) that results in disempowerment today:  a genuine process of truth, reconciliation and justice was an important avenue that should be explored in this context. The National Apology at the beginning of 2008 was a good start but ongoing dialogue and attention on this broader process of reconciliation was necessary into the future.
· Any policy or program should be evaluated (possibly by Aboriginal and Torres Strait Islander Health Impact Assessments) as to how it will increase the ability of Aboriginal people, families and communities to take control of their own lives.

	Closing the gap in housing: Lessons from the NSW Housing for Health program

· A major determinant of good health is access to safe, secure, and affordable housing.  

· Two different schemes currently underway to tackle housing issues show a stark contrast in both approach and effectiveness.

· The ‘Housing for Health’ (HfH) program, developed by Healthabitat Pty Ltd, has been running successfully in New South Wales for more than a decade under the aegis of the NSW Department  of Health.  

· At a national level, a similar program runs under the ‘Fixing Houses for Better Health’ (FHBH) moniker, funded by the Department for Families, Housing, Community Services, and Indigenous Affairs (FaHCSIA).  

· The methodology used in the HfH program supports the idea that a householder's ability to practice specific healthy living practices (HLPs) is dependent upon the functionality of their house, in particular what is called 'health hardware'. This includes items such as safe electricity and water supply, toilets, showers, washing areas and food preparation areas.  

· The Closing the Gap: 10 Years of Housing for Health in NSW report demonstrates the scope and major health achievements of the NSW program, including:

· 2,230 houses fixed over 10 years, an average of 223 houses per year at an average cost of $11,000 per house;
· local indigenous people make up over 75% of all program staff (planning, design, tools, data, and finance); and

· the collection of baseline housing safety and health data, with evidence of a defined improvement.  The work showed a 40% reduction in hospital separations for key environmental health related illnesses (acute respiratory, gut, skin and ear infections) in areas where HfH projects were carried out; 
· In contrast, the Strategic Indigenous Housing and Infrastructure Program in the Northern Territory delivered:

· 200 houses over 2 years - an average of 100 houses per year at an average cost of $75,000 per house; 
· 36% local indigenous “on site” employment (1 project) with the  aim of “20% indigenous employment”; and 
· no agreed baseline housing data and no available measure of defined improvement. This includes no health measures for key environment related illnesses, and no agreed, defined house function tests at handover (as surrogate health measures). 
As the SIHIP has no health data, or surrogate housing function data, linked to the housing initiatives, it will be hard to prove the program’s effectiveness as a health measure. Nor will a count of houses upgraded will not be a substitute for a detailed function improvement measurement.  It will be therefore be hard to counter suggestions that money is being wasted through inefficiency.

· As well as providing new houses, the National Partnership Agreement on Remote Indigenous Housing aims to deliver:

· upgrades to 4,800 existing houses over 10 years, an average of 480 houses per year at an average cost of $75,000 per house; and 
· employment of 20% indigenous local program staff.

There is currently no agreed common baseline housing data or data on improvement. No health measures for key environmental health related illnesses have been agreed on by all states and territory.

How, then, can we get housing improvement right?  We need:

· To ensure that local indigenous people are involved as a major part of the workforce. This has the added advantage of helping spread the ‘good health/ good housing message’ to local families. 

· An assessment of house function before and after upgrade works are complete in order to prove that not only was money spent but that living conditions improved.

· To thoroughly assess costs against improvement to show effectiveness and help plan future programs.

· Continued housing maintenance and management to ensure the gains are not quickly lost.


Mental health

The final report of the WHO Commission on Social Determinants of Health (2008) noted that health inequalities arise from a ‘toxic combination of poor social policies, unfair economic arrangements and bad politics’.  Nowhere in Australia is this ‘toxic combination’ better illustrated than in the health, and social and emotional wellbeing of Aboriginal and Torres Strait Islanders. 

Mental health is a sleeping killer; current statistics indicate an overrepresentation of the Aboriginal and Torres Strait Islander population in reported rates of high to very high psychological distress.  Colonisation, family, culture, ancestry, and connection to the land all affect people in different ways.

It has been difficult to compare Indigenous and non-Indigenous peoples’ share of social and emotional wellbeing and mental health. One of the reasons for this has been that the Aboriginal and Torres Strait Islander cultural definition of social and emotional wellbeing is so holistic when compared to the mainstream definition of ‘mental health’.  While there is a bit of an overlap in our understandings this is primarily around clinical criteria; we see an uncomfortable fit when the narrow clinical approach associated with non-Indigenous concepts and notions of mental health is used to address Indigenous social and emotional wellbeing. 

Very little work has been done to identify or monitor the determinants of mental health within a framework.  The Australian Indigenous Psychologists’ Association (AIPA) recently produced a publication which explored the cultural concepts of social and emotional wellbeing, identifying determinants and proposing how these might be monitored and measured. 

Gaining recognition of the cultural concept of social and emotional wellbeing that is shared across our cultures and nations still requires some work.  Having said that, whilst the concept of social and emotional wellbeing provides the framework for looking at these things nationally, the nuts and bolts of what this means at a community level will be as varied as is Indigenous culture.
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When you look at all the factors that need to be taken into account when using a social and emotional wellbeing framework, the picture is rich and quite complex – this is a hard thing to explain to non-Indigenous people, and very few seem to be able to understand.  Certainly very few policy makers have been able to translate our vision into a comprehensive policy.  AIPA is working on clarifying this concept to help those in the mainstream understand what we mean.

To be able to improve our social and emotional wellbeing we need models that can harness the cultural strengths of Aboriginal and Torres Strait Islander People, such as those that exist within our families and our connections to each other. 

Self-determination is also vital.  As the 2004 report of the Social Health Reference Group states, ‘Self-determination is central to the provision of Aboriginal and Torres Strait Islander health services. Culturally valid understandings must shape the provision of services and must guide assessment, care and management of Aboriginal and Torres Strait Islander people’s health, and mental health problems in particular.’

Session 8: Setting targets for Aboriginal and Torres Strait Islander health equality within a generation

Presentation
· The use of health targets is a key part of the human rights based approach to achieving Aboriginal and Torres Strait islander health equality within a generation as proposed by the CTG Campaign.
· Supporting the COAG target to achieve Aboriginal and Torres Strait islander life expectancy within a generation, the CTG Steering Committee developed the Close the Gap National Indigenous Health Equality Targets (CTG Targets).

· There has been little consideration given to these by Australian governments.

· Important questions to ask when considering targets are: 
· Are they the right targets?

· Are they achievable?

· Having been set, is their achievement being properly addressed?

· Major gains in health in the past century have been largely dependent on improvements in cardiovascular health.  Dealing with cardiovascular disease must be central to any efforts to address Aboriginal and Torres Strait islander health inequality and is an appropriate area for target-setting:

· Currently, we effectively run a two-tier system – as outlined in the Heart Foundation report (see p.31). Aboriginal and Torres Strait islander patients suffering from acute coronary syndrome are less likely than non-Indigenous patients to receive percutaneous coronary intervention.  This is a completely unacceptable state of affairs, and must be redressed.

· Nor is the divide limited to acute interventions.  A comparison of data from the Bettering the Evaluation and Care of Health (BEACH) study with data from the Kanyini Vascular Collaboration (KVC) shows that ACCHSs are 30% more likely than mainstream general practices to prescribe cardiovascular ‘triple therapy’ for patients with prior cardiovascular disease, and almost three times more likely for patients in the high risk category.  (Note too that these findings have major implications for - and strongly support - the rationale for investing in the ACCHS sector, as they provide more effective services than mainstream for chronic disease, the major cause of the life expectancy gap).

· The CTG Targets, while not perfect, is international best practice and provides a starting point for development of targets and, more broadly, a plan for health equality. There are five interlocking sets of targets in the report:

· Partnership - without partnership we have no chance of achieving anything durable and sustainable

· Identify the health issues responsible for child mortality and life expectancy gaps

· Identify the services we need to address these issues

· Develop the infrastructure needed in order to provide these services

· Address the social determinants of health

· The CTG Steering Committee, in the context of a broader partnership (as discussed) is still hoping to talk through the CTG Targets with the Australian Government. It is open to robust discussion. For example, there may be too many targets.  If this is the case, we need to work out which ones to drop.  Some targets may need refining.

· In terms of a national planning process for health equality, these targets too are the best available starting point for a comprehensive, long-term action plan: they have logic, a service-based approach, some consideration of resources, and time frames

General observations
· Although targets do need to be biologically plausible, what we are looking for is ‘aspiration’ (in the sense of change-drivers) rather than ‘arithmetic’, per se.  Ergo, it is important not to spend too much time setting ‘perfect’ targets at the expense of taking action: targets should stimulate action, rather than their setting being a reason for delaying it.

· A popular misconception that exists about trajectories also needed addressing. 
· This stems because life expectancy gains to the current level in the non-Indigenous population happened over a long timeframe: 80-100 years. 

· On this basis is argued that a generational, twenty year or so, timeframe for achieving Aboriginal and Torres Strait islander life expectancy equality is unachievable. 
· This point of view ignores the fact that the underlying reasons for the non-Indigenous life expectancy gains are now understood, drugs available, etc; there is no time-lag to be accounted for in relation to developmental or discovery processes. 
· The 20-year time frame involved the application of this knowledge. Dr Wendy Hoy’s research shows, for example, that it is possible to halve chronic disease rates within a relatively short timeframe with the systematic application of existing knowledge.  Dr Noel Hayman has also successfully implemented this approach at the Inala Clinic.
· The myth that change will be slow and imperceptible must be countered. The United States, Canada, and New Zealand have demonstrated improvement in their indigenous population’s life expectancy of up to 30% within 20 years.  

· It is early on that the big changes will be achievable – it will get harder as the gap closes. 

Discussion

· Target-setting could support funding increases: for example, ACCHS could link increased funding to programs to decrease hospital separations within a targets framework.

· A risk in target-setting was that, for bureaucracies, targets become management benchmarks; the meeting of the targets can potentially become corrupted by that emphasis. There was also a risk that services are punished for not meeting unrealistic expectations.  

· A recent change in the methodology used by the Australian Bureau of Statistics to calculate life expectancy in the Aboriginal and Torres Strait Islander population saw the life expectancy gap revised downwards, from 17 to 10/12 years.  Concern was voiced about the likely effect that this might have on the public awareness of the issue, and also that this change has some importance when setting targets. 

· It was suggested that the COAG targets are focussed too much on outcomes, and not enough on process: there are no targets for partnership, for example.

· Targets could also be fruitfully linked to services needs analysis. Have we got a service in place, and is it any good? How can a target-setting process help us get what we want in terms of services?

· Caution was expressed about setting too many targets, with the suggestion being made that it is possible to make a difference without them; that is by simply looking at trends we can determine whether or not we’re moving in the right direction.  The argument against this, however, is that we are measuring health indicators that take time to show change – there is the potential to waste a lot of time on ineffective policies when adhering to this approach. 

· Target-setting should proceed form the community-level up - other levels, state, territory and national, will follow accordingly.  It was noted that national level target-setting did not imbue the targets with any sense of being owned by either Aboriginal and Torres Strait Islander people or the health services that have to implement them. 
	National Health and Hospital Reform Commission process

Workshop participants expressed concern that, despite the promise of a national Aboriginal health authority and other significant change occurring though it, the National Health and Hospitals Reform Commission process has concluded with Indigenous health left largely untouched. An attitude amongst Government and health bureaucrats that, ‘We need to fix the health system first, then we can concentrate on Indigenous health’ was noted.  It was suggested that we now have an opportunity, however, to change this thinking; the chance is there to update the NSFATSIH and influence the Health and Hospitals Network


Part 4: Moving forward with planning

Session 9: Aboriginal and Torres Strait Islander health equality within a generation – making it happen

The final session involved distilling the messages delivered over the two days of the workshop.    These are included in the key messages section at page 10 of this report.
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Aunty Ruth Bell welcomes the delegates to country, Members Dining Room, Museum of Australian Democracy, Old Parliament House.
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Mr Ian Thorpe, Close the Gap Campaign Co-patron, welcomes the delegates at the opening session. 
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At the workshop reception, evening 24 June at Parliament House, Mr Justin Mohamed, Chair National Aboriginal Community Controlled Health Organisation speaking. In the background (right to left) Mick Gooda, Aboriginal and Torres Strait Islander Social Justice Commissioner and CTG Campaign Steering Committee Co-chair; Dr Tom Calma, CTG Campaign founder and CTG Campaign Steering Committee Co-chair, former Aboriginal and Torres Strait Islander Social Justice Commissioner and National Coordinator – Tackling Indigenous Smoking, Dr Emil Djakic, Chair, Australian General Practice Network; Senator Nigel Scullion; Gary Highland, Close the Gap Campaign Coordinator, Oxfam Australia.
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Mick Gooda speaking. From left to right, Justin Mohamed; Dr Noel Hayman, Royal Australasian College of Physicians; Dr Tom Calma; Dr Emil Djakic; Gary Highland; Darren Dick, Director Policy and Programs, Australian Human Rights Commission; Craig Dukes, Chief Executive Officer, Indigenous Allied Health Australia; Jacqueline Phillips, Executive Director, Australians for Native Title and Reconciliation; Andrew Meehan, Indigenous Rights Advocacy Coordinator, Oxfam Australia (see photo above for titles where not indicated here).
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· Dr Jeff McMullen AM, CEO, Ian Thorpe’s Foundation for Youth

· Mr Andrew Meehan, Indigenous Rights Coordinator, Oxfam Australia

· Ms Deanne Minniecon, Senior Health Promotion Officer, Health Promotion Branch, Queensland Health

· Mr Justin Mohamed, Chair, National Aboriginal Community Controlled Health Organisation

· Mr Timothy Moore, Senior Policy Officer, Victorian Aboriginal Community Controlled Health Organisation

· Ms Marilyn Morgan, Board Member, Indigenous Allied Health Australia Inc.

· Dr Brad Murphy, Chair, Faculty of Aboriginal and Torres Strait Islander Health, Royal Australian College of General Practitioners

· Mr Ross O’Donoghue, Executive Director, Policy Division, ACT Department of Health

· Ms Carmen Parter, Aboriginal Health NSW

· Mr John Paterson, CEO, Aboriginal Medical Services Alliance of the Northern Territory

· Mr Glenn Pearson, Acting Manager, Kulunga Research Network

· Ms Jacqueline Phillips, National Director, Australians for Native Title and Reconciliation

· Prof Paul Pholeros AM, Director, Healthabitat, Vice President, Emergency Architects Australia, and Adjunct Professor of Architecture, University of Sydney

· Mr Andrew Podger, Adjunct Professor of Public administration, ANU and Griffith University

· Ms Jenny Poleina, deputy chair, National Aboriginal and Torres Strait Islander Health Workers’ Association

· Ms Linda Powell, First Assistant Secretary, Office of Aboriginal and Torres Strait Islander Health

· Ms Prue Power, Executive Director, Australian Healthcare and Hospitals Association

· Dr Maurice Rickard, Manager, Public Health Policy, Australian Medical Association

· Prof Ian Ring, Professional Fellow, Centre for Health Service Development, University of Wollongong

· Mr Peter Robinson, Principal Advisor, Fiscal Group, Department of the Treasury

· Ms Rowena Robinson, Policy Officer, Australian Peak Nursing and Midwifery Forum

· Ms Carol Ross, General Manager, Catherine Freeman Foundation

· Mr Mark Saunders, Policy Officer, National Aboriginal Community Controlled Health Organisation

· Ms Joy Savage, Assistant Secretary, Indigenous Policy and Citizenship Branch, Social Policy Division, Department of the Prime Minister and Cabinet

· Dr Tim Senior, Board member, Faculty of Aboriginal and Torres Strait Islander Health, Royal Australian College of General Practitioners

· Ms Marianna Serghi, Executive Advisor, Aboriginal and Torres Strait Islander Health Branch, Queensland Branch

· Ms Vicky Sheedy, Policy Officer, National Aboriginal Community Controlled Health Organisation

· Ms Angela Singh, Director, Aboriginal Outcomes, Department of Human Services, Victoria

· Ms Dana Slape, Student Representative, Australian Indigenous Doctors’ Association

· Ms Colleen Smyth, Senior policy Officer, Indigenous Programs, Royal Australasian College of Physicians

· Ms Tammy Sovenyhazi, Registrar, Family Responsibilities Commission

· Mr Patrick Stakelum, Director, Performance and Evaluation Branch, Department of Families, Housing, Community Services, and Indigenous Affairs

· Mrs Dea Thiele, CEO, National Aboriginal Community Controlled Health Organisation

· Mr Mark Thomann, Assistant Secretary, Strategic Review Branch Budget Group, Department of Finance and Deregulation

· Mr Ian Thorpe OAM, Chair, Ian Thorpe’s Foundation for Youth

· Ms Julie Tongs, CEO, Winnunga Nimmityjah Aboriginal Health Services (ACT)

· Mr Shan Verne Liew, Volunteer, Oxfam Australia

· Ms Vicki Wade, Area Director, South West Sydney Aboriginal Health Service

· Mr James Ward, Program Head, Aboriginal and Torres Strait Islander Health Program, National Centre in HIV Epidemiology and Clinical Research, University of New South Wales

· Ms Renee Williams, Volunteer, Oxfam Australia

· Mr Rodger Williams, Chief Operations Officer, Aboriginal Health and Medical Research Council

· Mr Glenn Williams, State Mental Health Coordinator, Aboriginal Health and Medical Research Council

· Mr Mark Yettica-Paulson, CEO, The Yettica Group
· Ms Dewi Zulkefli, Media Officer, Australian Indigenous Doctors’ Association 

































































































































Above, the signatures of the Hon. Dr Brendan Nelson MP, Leader of the Opposition; Dr Rosanna Capolingua, President, Australian Medical Association; Ms Kate Carnell, Chief Executive Officer, Australian General Practice Network; Dr Vasantha Preetham, President, Royal Australian College of General Practitioners; Professor Napier Thomson, President, Royal Australasian College of Physicians; Mr Andrew Hewett, Executive Director, Oxfam Australia; Professor Michael Dodson, AM, Co-Chair, Reconciliation Australia; Ed Cooper, Get Up!; Mr Gary Highland, National Director, Australians for Native Title and Reconciliation; Ms Catherine Freeman, Catherine Freeman Foundation; Mr Ian Thorpe, Ian Thorpe’s Fountain for Youth; and Mr Andrew Schwartz, President, Australian Doctors Trained Overseas Association.
















































































































































































� Achieving Aboriginal and Torres Strait Islander health equality within a generation was later published in its own right. Available online at: � HYPERLINK "http://www.humanrights.gov.au/social_justice/health/health_summary.html" ��http://www.humanrights.gov.au/social_justice/health/health_summary.html�.


� See text box, page 2.


� Please note that the ACT Opposition has committed to sign at a future ceremonial occasion.


� Post-script: in October 2010, the South Australian Government signed the Statement of Intent; the Northern Territory Government has indicated its willingness to sign by the end of 2010.


� Also available online at: � HYPERLINK "http://humanrights.gov.au/social_justice/health/targets/health_targets.pdf" ��http://humanrights.gov.au/social_justice/health/targets/health_targets.pdf�.


� Please note that at a state and territory level, the NIRA is to be implemented as Overarching Bi-lateral Implementation Plans (OBIPs). At the time of the workshop, no OBIPs had been published. Note that since the workshop, the Northern Territory OBIP has been published (july 2010).


� The term is used here to indicate a general population agreement, program or policy (etc), as opposed to those aimed specifically at Aboriginal and Torres Strait Islander people and communities.


� See the � HYPERLINK "http://www.federalfinancialrelations.gov.au/content/national_partnership_agreements/indigenous.aspx" �Ministerial Council for Federal Financial Arrangements website�.: � HYPERLINK "http://www.federalfinancialrelations.gov.au/content/national_partnership_agreements/indigenous.aspx" �http://www.federalfinancialrelations.gov.au/content/national_partnership_agreements/indigenous.aspx�. 


� Note the CTG Steering Committee held a companion workshop on partnership in November 2008.


� Quote extracted from the Statement of Intent.


� Please refer to the Close the Gap Steering Committee’s Partnership Position Paper (June 2010) distributed at the workshop.


� see workshop papers including with reference to the Declaration on the Rights of Indigenous Peoples


� Thank you to Chris Hallet, National Aboriginal Community Controlled Health Organisation, for permission to reproduce these images. 
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