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policy isse This Evidence Brief has been written because early evidence is suggesting that
partnership between th&Vestern New South Wales (NSW) Primary Health Netw
(PHN)and Aboriginal primary healthcare services in the Western R&\W region is
proving effecive in terms of increased trust and supporting a stronger network o
services for local Aboriginal communities. In particular, the structure and
governance of services in this PHN region are unique in Australia, and could pc
provide lessons for othd?HNs and Aboriginal health programs generally.

This paper outlines and discusses the Western NSW PHN arrangements and h
they are supporting and building a stronger platform for the delivery of Aborigini
primary healthcare services in this region.

There are three Parts to the paper:

structure _ _ .
Part 1:The Australian experience to date onhat works generally—the main

characteristics of successful Aboriginal health policies and programs aimed at
overcoming Indigenous disadvantage.

Part 2: The WestertNSW PHN anits approach—a profile of the PHN region and
how the PHN has embedded Aboriginal Health as its top healthcare priority,
structurally and practically. This
commi ssi oning anadbfinrydai’ n g na fe gtr rag—elfoMv
it was established, how it works, and evidence of results so far.

Part3: Elements of success to date in Western NSW brief summary of the main
common elements and features associated with the early success pftt@ership
with Aboriginal primary healthcare services in the Western New South Wales P
region. This summary is based on information obtained through background
research conducted for this Evidence Brafd telephone interviewsvith six senior
healthexecutives in the region, Aboriginal and rahoriginal.

AWestern NSW PHN region health profieavailable aAppendix 1

Information on methodology-the research conducted and interviewss at
Appendix 2

Summarised observations from the interviews axailable atAppendix3. Opinions
were especially sought on how Western NSW PHN and Marrabinya aligned wit|
characteristics of successful programs identified in Part 1yandMarrabinya is
performing well.
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part 1 The Australian experience tdate on what works generally

understanding Since 2002, the Council of Australian Governments (COAG) has committed to

.. producing regular reports against key indicators of Indigenous disadvantage. Tt
Aborlglnal health series of reports, released annually, provide a public report card on progress in
outcomes overcoming Indigeous disadvantage. The reports help governments and others
assess the effectiveness of polices and inform the development of new approac
Despite improvements on a number of measures for the health and wellbeing o

Aboriginal and Torres Strait Islandarsivalians, significant disparities persist

between Indigenous and neimdigenous Australians (1).

Data alone cannot provide a complete understanding of health and wellbeing fc
Aboriginal and Torres Strait Islander Australians (2). There is a compigxafin
factors underlying these differences, including: differences in the social
determinants of health; differences in behavioural and biomedical risk factors; a
the greater difficulty that Indigenous people have in accessing affordable and
culturally gpropriate health services that are in close proximity (1).

Data also cannot provide a complete understanding of why outcomes improve (
not) and what policies and programs work (or not). Understanding which policie
and programs work is critical to ackirg improvements in outcomes for Aborigine
and Torres Strait Islander Australians (2).

what the evidence The evidence available on what policies and programs work in overcoming
disadvantage for Indigenous Australians drdmesn research across a range of
tells us about what sectors, including early childhood and schooling, economic participation, health
wWorks safe communities (3). While there is a lack of rigorously evaluated programs in
Indigenous policy area to draw from (2), there are smoemon themes that
should guide any policy and program design.

1. An openness to working differently

Successful policies and programs are underpinned by an openness to work
differently with Aboriginal and Torres Strait Islander people. Indigenous peo
should not be considered ‘one stak
recognised traditional owners of country (3). It also includes recognising tha
mainstream approaches are often not the most appropriate or effective
approach for healthcare (4).

2. Genuine emgagement

It has been identified that it will be difficult to meet the COAG targets for
overcoming Indigenous disadvantage without genuine engagement of
Indigenous people (5). Article 19 of thmited Nationals Declaration on the
Rights of Indigenous Peepkalls for Stesto consult and cooperate in good
faith with the indigenous peoples concerned through their own representati\
institutions in order to obtain their free, prior and informed consent before
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adopting and implementing legislative or admtregive measures that may
affect them! (6)
Aboriginal and Torres Strait Islander Australians must have a genuine say it
own lives and the decisions that affect their peoples and communities (7).
Effective engagement has been shown to be achievedwhe

I There is an appreciation of Indigenous history, cultures and
contemporary social dynamics and the diversity of Indigenous
communities.

9 It occurs through partnerships with Indigenous organisations within ¢
framework of seldetermination and Indigenousontrol. A commitment
to doing projects with, not for, Indigenous people is required.

I There is a commitment to developing loteym sustainable
relationships built on trust and integrity. Engagement starts early,
involves a deliberate and negotiated proseand is not just informatior
giving or consultation.

I Power inequalities are explicitly addressed, with genuine efforts to
share power. A commitment to rectifying structures, relationships an
outcomes that are unequal and/or discriminatory is required.
Timeframes for deliberation are appropriate. (3,5,8)

3. Culturally appropriate healthcare

.3
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The negative impacts of ethnocentric health service provision on the health
status of Indigenous populations has been long reported globally. It is impot
that the ablity of all systems, services and practitioners to work with the
diversity of patients is improved (9). The social and historical context in eacl
place must be understood, recognising the diversity of Aboriginal people wit
a region as well as contempayasocial fluidity (5,9).

In Australia, Aboriginal Community Controlled Health Organisations (ACCH
have been central to shifts in leadership and design of Indigenous healthcai
delivery. While there are over 170 ACCHOs Ausivdtie (10), there is stil
limited reach and capacity of these services to meet the needs of all Indiger
Australians and so the balance of services is provided by mainstream healtl
services (9).

Despite the lack of an agreed definition of cultural competgits inclusion in

policy and legislatiohas been deemedn effective strategy towards deliverinc
culturally competent careThere is a limited evidence base from which to dra
definitive conclusions about how best to increase levels of cultural compete
howeverit is clear that cultural awareness training is not enough on its own.
Rather, effectively improving cultural competence requires it to be embedde
with the healthcare organisational culture, governance, policies and prograr
Qultural safety conceptshauld be incorporatedlt also cannot be assumed tha
a cultural competency program that is successful in one context will work in
another; developing and implementing cultural competence programs must
tailored in partnership with and drawing on input frolocal Indigenous people

(9).

WESTERN NSW
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COAG Nationa
Indigenous Reforn
Agreement Service
delivery principles

4. Comprehensive interventionsvith adequate resourcing to achieve shared
objectives

Interventions have been shown to be effective when:

1 Creative collaboration between communities, ngavernment and

government is supportedyith aggregated, flexible and sustained funding

These partnerships are maintained through regular, open and frank
communication; planning processes that are deliberate yet adaptive;

developing a shared understanding of community needs; and staffing to

fadlitate linkages.

The underlying social determinants are recognised.

A ‘one size fits all approach

There is clarity and coherence about responsibilities for all aspects of he

services. Shared responsibility and accountability for shabgekctives are

important. However, an acceptance that different parties will have differe

roles and responsibilities with resources adequately and transparently
aligned with those roles/responsibilities is also required.

1 Local capacity is built, e.g., tugh training of Aboriginal staff and local
workforce development, mentoring of staff, and governance systems
development. (3,5)

The four themes outlined above are consistent vilte COAG National Indigenous

Reform Agreement Service delivery principles for programs and services for
Indigenous Australians:

1 Priority principlePrograms and services should contribute to Closing the Ga

meeting the targets endorsed by COAG whilengeippropriate to local
community needs.

1 Indigenous engagement principlengagement with Indigenous men, women

and children and communities should be central to the design and delivery «

programs and services.

9 Sustainability principle?rograms and sems should be directed and resource

over an adequate period of time to meet the COAG targets.

1 Access pnciple:Programs and services should be physically and culturally

accessible to Indigenous people recognising the diversity of urban, regional

remote needs.

i Integration principleThere should be collaboration between and within

Governments at all levels and their agencies to effectively coordinate progré

and services.

1 Accountability principlePrograms and services should have regular and
transpaent performance monitoring, review and evaluatigtl)
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part 2 The Western NSW PHN and its approach

Western New The WesterlNSWPHN(Wwww.wnswphn.org.ayis one of 31Primary Health

South Wales
Primary Health
Network

6
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Networks across Australia established by the Australian Government to sugpbr
strengthen an integrated high quality primary healthcare systéhe Western NSW
PHN operates in rural and remote NSW. Its main of§ice Dubbo with other
offices in Bathurst, Bourke, Broken Hill and Orange.

Thefocusof the Western NSW PHBlto increase the efficiency and effectiveness
primary health care, ensuring people receive the right care in the right place at 1
right time. To achieve thisthe PHNworks closely with general practicéboriginal
Community Controlled Health Services (ACCla8&r, health care providers, Local
Health Districts, hospitals and the broader community to align services with the
health needs of the regiorntegral tothis are formal partnerships with Aboriginal
health organisations and communities such as, variously, Bila Muuji Aboriginal
Health Services, Three Rivers Alliance, and Murdi Pakki Regional Assembly.

TheWestern NSW PHebvers boththe Far West and WestendSWLocal Health
Districts across aarea of 433,379 square kilometres, making it thiyest PHN in
NSW (at 53.5% of the area of NSW) (see Figures 1 and 2).

Ther e g i popalatien is estimatedby the Australian Bureau of Statistics (20t®5)
be 312,670 people, with 17.86 over the age of 65 yeak2). About 11.7% of people
in the region identify as Aboriginal and Torres Strait Islandearly four times the
national average, and the highest proportion of any PHN in N8&8ternNSW PHN
supports 332 Genai Practitionerg13) operatingfrom over 100generalpractices
and Aboriginal health organisatioirsthe region.

nhancing I f li ¥ POLICYMAKERS, PRACTITIONERS AND RESEARCHERS
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Far West NSW
Local Health District e XWalge

White Cliffs

Wilcannia ° g
Broken Hill ‘. e
Menindee 7'.‘
lvanhoe
Balranald WESTERN NSW

An Australian Government Initiative

Figure 1: Western NSW PHN region

Figure2: Western NSW PHIYellow) within New South Wales

More information on the Western NSW Plidgions and demographics can be
found in Appendix 1, ‘Western NSW P
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Western NS\WW PH| The Western NSW PHN, like many PHNSs, was established through a consortiu

8

structure in
relation to
Aboriginal health
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for mer ‘LMedilcsdar ergani sations (in th
successful Western NSW PHN consortium also included two key Aboriginal he:
organisations in the regierMaari Ma Health Aboriginal Corporation
(www.maarima.com.all and Bila Muuji Aboriginal Health Services
(www.bilamuujihealthservices.org.quT his consortium established the Western
Health Alliance Limited (WHAL), a #iot-profit public companyimited by
guarantee to operate the Western NSW PHN.

The WHAL Board consists of seven Directors and a Chair, working with the We
NSW PHN Chief Executive Officer. Two Board membersbariginalAustralians.

The Board is advised by five Councilerélare two Clinical Councils, two
Community Councils and one Aboriginal Health Council (see Figure 3).

The Aboriginal Health Council was an integral part of the proposed governance
the PHN in the initial January 2015 application to the Australian Gment to fund
this new PHN.

The inclusion of Maari Ma and Bila Muuiji in the PHN, with representatives on its
Board, is tangible evidence that, from its inception, the PHN had an authentic a
core commitment to Aboriginal health.

The integration of an Abi@inal Health Council into the PHN structure, at the time
establishment of the PHN, is unique in Australia, and is regarded as one of the
drivers of successful healthcare partnerships in the region and partnerships witl
various Aboriginal comnmities themselves.

Each of the five Western NSW PHN Councils has a dedicated Board Liaison Di
(a Board member) to support the flow of information and decisions between the
Board and Councils. The Abori gi nhel
Chair of the Board, Dr Tim Smyth reflection of the importance placed on
Aboriginal health in the Western NSW PHN region.

The Aboriginal Health Council supports Western NSW PHN to understand local
relevant Aboriginal Community perspectives in riglatto their unique health needs
access to services and service gaps. This Council helps the PHN to develop an
promote care pathways (including commissioning frameworks), evaluate outcor
of services, and design new services to meet the needs of Wdsdtewi Aboriginal
communities.

The Council also has an important role in strategic planning and developing-reg
wide funding and program support.

Also highly significant for Aboriginal health service¥/estern NSW PHN,
particularly integrated team carand the way such services are delivered in the
region, is thathe founding documentor the Western NSW PHN propose that
‘solutions to lift Aboriginal Health will be driven through Aborigioahed General
Practice clinics and services, and through tesad of integrated health, social, an
cultural capacity across mainstream GenerakPrai ce and pr i mar

RN NSW
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model of care in

The Western NSW PHN has been guided in its decisions by the Department of
He a | RHN and ACCHO Guidrincipleg14), which state:

‘The establishment of PHNs provides al
the health system to further improve access for Aboriginal and Torres Strait

Islander people to appropriately targeted care that is effective and culturally
appropriate. And importantly, to ensure that there is full and ongoing participation

by Aboriginal and Torres Strait Islander people and organisations in all levels of
decisionmaking affecting their health needs.

‘There are four key f act adhisvind health dguity r o
across all aspects of the social determinants of health:

I connection to culture

9 allowing Aboriginal and Torres Strait Islander people to determine and impleme
the solutions

9 improving cultural awareness and respect across the widestralian population,
and

9 effective partnershipsrAb or i gi nal
business.’

and Torres Str;

Councils Relationships Diagram

Aboriginal Health Council

......................................

Figure 3: Western NSW PHN Councils

Establishment of Integrated Team Care

lj K S Wal P Marrabinya is a brokerage service for Integrated Team Care (ITC) for Aborigina
people in the Western NSW PHN region.

ITC is a specified chronic disease activity administered by PHNs, with an attack
Western NSW PHI fynding stream available through the Indigenous Austraa n s °
managed by the Australian Government Department of Health (15). The Progra
is aligned with theamplementation Plan for the National Aboriginal and Torres St
Islander Health Plan 20£3023(16). PHNs apply for ITC funding unset criteria.

Heal tt

* ¥
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The aims of ITC Activity, as specified by the Department, are to:

9 contribute to improving health outcomes for Aboriginal and Torres Strait
Islander people with chronic health conditions through better access to
coordinated and multidiscipiary care; and

9 contribute to closing the gap in life expectancy by improved access to cultur
appropriate mainstream primary care services (including but not limited to
general practice, allied health and specialists) for Aboriginal and Torres Stre
Idander people.

Marrabinyar two key principles

Marrabinya’s two major premises/ pri
the PHN as key to improving Aboriginal health in the region, nasoilyions driven
through:

1 Aboriginalowned GenerbPracticeclinics and serviceand
9 the spread of integrated health, social, and cultural capacity across mainstre
General Pretice and primary care networks.

The consortium

In line with the two key principles, the Western NSW PHN Board received advic
from the Aboriginal Health Council and approved a recommendation from the
Western NSW PHN Executive that the
would be best commissioned using a Single/Most Capable Provider (MCP) Apg
to local Aboriginal health seices rather than an open public tender. This approac
was included i n t he-1MuaegratedrTeam C&aMctivity N
work plan provided to the Department of Health, which was approved by the
Department in August 2016.

Maari Ma Health Aborigina&orporation in Broken Hill formed a consortium with t
region’s other major Aboriginal pri
Aboriginal Health Services Incorporated (based in Dubbo), to prepare and subn
proposal to the PHN.

MaariMa( peopl e working together’') and
peak Aboriginal health organisations in the region. Both have been operating si
1995. The consortium proposal to operate the ITC program was given the name
“Marrabi ny awordheaningth a mdl j aut)str et ched’

The longstanding experience of the two consortium partners in operating Aborig
health services in the region was a major strength. The model for Marrabinya w
born out of the thinking and design work undertaken bgge two organisations,
based on their understanding of community and general practice needs.

The proposal included savings throughlgeoating many Marrabinyataff within
various existing Aboriginal Medical Services where possible, sharing office spau
administrative support and other workforce assets, and diverting those savings
service provision. Whereas previous models of funding in the region had been
predicated on 70% for wages and infrastructure and 30% for services, the mod:
proposed by the consortium was 50% to each.

The consortium’ s existing strong an
communities in the region were also a key strengthyas their knowledge of the

WESTERN NSW
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How Marrabinya
works

role of the PHN through their interactions with the Board and the Aboriginal He:
Council.

The PHN Board’'s approval of the con
of the service and its funding allocations. Asrepott i n | ocal mec
Aboriginal heal th in Aboriginal han

Because the CEOs of Maari Ma and Bila Muuji were directors on the WHAL Bo
they did not participate in the Bod
subsequent approval.

ITC commissioning approval

Western NSW PHN forwarded requestfor approval of the ITC commissioning to
the Department of Health based on the Single/Most Capable Provider model ar
the strengths outlined aboven its 201617 actvity work plan The model of care
that was proposed-a single brokerage service for both Aboriginal medical servic
and mainstream GPRshad not been encountered by the Department previously.
The proposed structure and governarefboriginalcontrolled, incluihg
distribution of funds, was unique in Australia. The proposed funding distribution
(50% to infrastructure, 50% to services) was also new.

The Board’s decision to approve the
Capable Provider approach was the sebgef criticism by a number of nen
Aboriginal health service providers in the region, and other interested parties. T
led to representations to the Commonwealth Department of Health.

Theactivity work planvas approved after strong representations frahe Western
NSW PHN Board Chair, CEO and others about the strength of the application it
meeting the Department’'s criteria,

Aboriginal hands'’ and working acros

Sevwices delivered by Marrabinya commenced on 1 November 2016.

Marrabinyadelivers ITC services through a brokerage service model with the pa
and their referring GP at the centre. The service is available to Aboriginal peopl
accessing both Aboriginal Community Controlled Health Services and mainstre
General Practice. Ehbrokerage model permits them the practical benefit of
decreasing the overhead costs associated with the ITC program through a mor:
effective sharing of resources (see earlier section), resulting in an increase in tr
investment in patient services.

Marrabinya can be reached through a central phone number and direct email
contact. GP referral is required. Clients need to have in place a current GP
Management Plan (item 721 in the Medicare Benefits Schedule), and/or Team !
Arrangements (item 723).

Marrabi nya’' s focus is on supplementary
people access and attend assessment, care and other services they require as
recommended by their GP. Commonwealth funding is provided on the basis the
ITC services supplemt existing funded services. Marrabinya is available to

Aboriginal patients of all primary care practices in the region, whether Aborigine
Community ControlledHealth ®rvices, local mainstream general practices or oth
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primary healthcare service provads. Specialists and hospitals can also arrange fi
referrals to Marrabinya through the
choice.

Examples of services provided by Marrabinya include: making specialist appoin
payment of specialist gap fegpaying for diagnostic tests where a fee applies; he
with applications to state government health assistance programs such as Enal
(www.enable.health.nsw.gov.au); arranging and paying for transport and/or
accommodation to attend health appoingnts; and purchasing medical aids,
including dose administration aids, mobility aids, assisted breathing equipment,
medical footwear—at no cost to the patient.

Walking frames or other aids and appliances can be hired or supplieck these
are not avdlable through any other program in a clinically acceptable timeframe
and where the need is documented in

All support provided is communicated back to the referring GP.

Aboriginal people (including children) in the Western NSW igldn are eligible
for Marrabinya assistance if they have a diagnosed chronic condition, are enrol
for chronic disease management in a general practice or Aboriginal Community
Controlled Health Service, have a GP management plan and/or Team Care
Arrangements in place, and are referred by their GP.

The chronic diseases prioritised under Marrabinya are:

Cardiovascular disease
Diabetes

Chronic respiratory disease
Chronic kidney disease
Cancer.

= =] =) =] =)

The way the brokerage service works is broadly as follows:

Stepl GPcompletes GP management plan (Medical Benefits Schetguhe7i21
Care Arrangements (item 723)

Step2 GP assesses the patient’s need
Marrabinya to arrange/purchase the extra sees

Step3 Marrabinya reviews the referral. If acceptedoaal Chronic Care Link \
assigned to followp with the patient and referring doctor.

A major avenue of work for other Marrabinggaff is liaising with Aboriginal Medic:
Service and mainstream GPs throughout the region to increase awareness and
of Marrabinya.

Improved access to services

When the prograntommenced on 1 November 2016, approximately 600 patient
weretransferred over from previousitegrated careprograns run byMarathon
Health(250 patients) and the Outback Division of General Prag86@).

Mar r abi ny a;basedmwathe nenmbéof episodes of care to Aboriginal
patients was 1,B4 at the end of Marct2017,arounddouble the number of
patients who transferred from the previous providens just four months of
operation

RN NSW
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This result is indicative of early success in fulfilling one of the major aims of the
Australian Gover nme nirhprosed hcte€s tofcultaraly n g
appropriate mainstream primary care services (including but not limited to gene
practice,allied health and specialists)

Improved health outcomes

It may be two years at the earliest before current data collection activities can
provide evidence of aontribution to improved health outcomes for Aboriginal and
Torres Strait Islander peopleith chronic health conditionsthe other major aim of
the ITC program and funding. Nevertheless, the indications are very good at thi
early stage. This conclusion has been drawn anecdotally, following comments r
by the health executives interviewedrfthis evidence brief (see next section). Thc
interviewed were the people most closely involved with Marrabinya and the deli
of Aboriginal healthcare services in the Western NSW PHN region.

Towards cultural safety

In their submission to the CommonwéaDepartment of Health in early 2015 to
operate the new Western NSW PHN, the consortium (for operating the new PH
highlighted their commitment to building and driving culturally appropriate servic
for Aboriginal people across the region, includinthveixisting and prospective
mainstream and other primary healthcare providers.

Western NSW PHN Aboriginal Health Council discussed and debated how this
objective might best be progressed.

As noted in Part 1 of this Evidence Brigg ideal strategycombimtion to improve
cultural competence is unknowinterventions designed to improve cultural
competence have been evaluated and include reforming health service and sys
improving access to healthcare for Indigenous populations, improving the cultur
competence of the health workforce, training and educatfonhealth and medical
students to be culturally competent practitioref9). However, programs describec
in the literatureare often occurring in isolation, predominantly in hospital setting:
andwith a considerable focus on antenatal care/midw§fend cardiovascular
conditions(9,18). 1t is alsorecognisedhat internationally validated instruments to
measure health service access and use, service quality, perceived discriminatic
language bargrs and trust of practitioners need to be tailored for Indigenous
Australian health servic9).

Even with this evidencé cannot be assumed that a cultural competency prograr
that is successful in one context will work in anotHemogram transfeand
implementation without culturatailoring is ineffective; program success can be
place, time and person specific (9).

In 2016, the Aboriginal Health Council recommended that the PHN develop its
comprehensive Cultural Safety Framework. The Frameworkl ¢oen guide all
service providers (Aboriginal and o
framework and the PHN itself in building a culturally safe primary healthcare sy:
in Western NSW.

The PHN Board welcomed the recommendation and stronglyastggbthe work
undertaken by the Council. The Board provided funding for consultant advice, a
additional meetings of the Council to workshop and review the draft Framework
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The Council’'s development of the Fr
previously ly Indigenous Allied Health Australia (19)

The Aboriginal Health Council’s Cul
2017 and formally approved by the Western NSW PHN Board at its April 2017
meeting. The Framework sets out a continuum for primargltheare service
providers in the transformation to cultural safety, involving three major steps:
Cultural Awareness; Cultural Sensitivity; and Cultural Safety. This progression i
achieved across the following six Standards:

i Standard 1 Culturallyafe and responsive clinical culture
This requires evidence that clinical practice is culturally responsive and
supported by culturally based clinical supervision aimed at the continuous
improvement and adaptation of clinical practice in services provided t
Aboriginal people.

i Standard 2 Culturally responsive models of care
Demonstration that all models of care have been culturally validated and
promote a culturally safe service planning and delivery framework for servic
to Aboriginal people.

i Standard 3Culturally safe workplace
This requires evidence that workplace practices and workplace design crea
environment that supports and responds to the cultural safety of Aboriginal
people receiving services, and where all service providers can develop and
deliver culturally responsive services.

i Standard 4 Policy and procedure cultural audit
This requires evidence of a continual cultural audit of and cultural adaptatiol
the use of all policies and procedures where these policies or procedures ai
the delivery of primary health care services to Aboriginal people.

9 Standard 5 Cultural community engagement
This requires evidence that the appropriate Aboriginal communities are acti
involved in consultation, service design and service delivery planning.
addition, evidence of continual proactive dialogue with the appropriate local
Aboriginal communities will be required as it relates to the delivery of indivic
clinical interventions.

i Standard 6 Cultural wikforce planning and management
This requiregvidence that affirmative action workforce planning and
implementation strategies are in place to support and foster the increased
participation of Aboriginal people in the health workforce. This includes
culturally adaptive supervisions and workplacefpanance appraisals.

All contracted providers, including mainstream services that provide services to
Aboriginal people, will need to work towards meeting the requirements set out il
the Framework. In the initial stages, Western NSW PHN expects that cieatra
providers will demonstrate a commitment to a transformation towards cultural
safety, and will subsequently work to meet the six Standards over the following
three to five years.

Reinforcing its commitment to the Cultural Safety Framework, the PHNIBaa
also required the PHN itself to ensure that it meets the six Standards.

WESTERN NSW
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part 3

elements of
success

The PHN recognises that different providers will be at different stages in
achievement of cultural safety, due to considerable variance in history, culture,
structure, client pofile and local circumstances.

A guide and supporting information and checklists are now being developed b
Aboriginal Health Council. The requirement to work towards meeting the Cul
Safety Standards wil|l be i nssioneg senviee!
contracts from 1 July 2017. A program to guide and support general practic
meeting the standards will be developed in 2618&.

Elements of success to date in Western NSW

Based on the researatonducted for this Brief, and the six interviews, the commc
elements emerging as the keys to success to date in building the Western NSW
PHN's strong partnership in Aborigi

1. Anidea and a succedsorn of experience

Research intohe history of the Western NSW PHN and its predecessors shc
longstanding experience with Aboriginal health in the region. Many interviev
comments were made along the | ines
fundamental elements were alreadyghre—Maari Ma, Bila Muuji,
infrastructure, firsthand and longstanding knowledge of services and local
Aboriginal communities’

Whey[the PHN]placed great value on our Maari Ma and Bila Muuji collective 40 yeal
experience in being in the area and defing services to Aboriginal peoflelamie
Newman

2. High level backing

There was an absolute commitment from senior managers and the PHN Bo
to Aboriginal health as the number 1 priority in the region.

Whey also had the support of some lesggving and emmitted prominent people in
Aboriginal Health. Tim Smyth is a former Deputy DireGeneral of New South Wales
Health, and Jamie Newman and | have worked in this area for a long time, asthave
prominent Board and Aboriginal Health Council membeith Wis kind of base it was
almost easy to make things come out weHBob Davis

3. Embedding Aboriginal health in the PHN structure at the start, as part of the
setup at Board, advisory and administrative levels.
WeKS I20SNY I yOS & Gantzéniicda\aBWestermNSW NN vBri
good. They wrote Aboriginal health services organisations and people into the struc
NA IKG | &BobRais & G NI Q
Wbh2i SOSNEB2YyS 6l a AYYSRAIFGSt& KILLE |
didaloti 2 6 NBI | R=2TdnSmyh NNA S NA Q

4. 9YOSRRAY3I W!I 02NRAIAAYIf KSIFHEGK Ay ¢

WeKS tlb ¢6Syd F2NJ I &St SOiG &Sy RS M eAsyre
that Aboriginal health services were genuinely in Aboriginal hands. This annoyed sc
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people no end, but really too many Aboriginal dollars were going teAtmmriginal
2NBLF YyAal A 2tyShiley JotvstdnS 2 LI S Q

Y2 § gSNB 3IA DSy athldhé Aayicdal guidelires alvadlad|d on delivering
Aboriginal healthcare services within PHNs and give our interpretation of how we c¢
work moreeffectivelyg A G KAy  ( K-SKinBwlakelep t A y S & Q

Strength of leadership to see it through, all leaders likimg the talk.

WYur PHNhas 5 Councils, each having a Board Liaison Director who attends and
participates in Council meetings as well as sitting on the Board. | am the Aboriginal
Health Council Board Liaison Director, which is perhaps a demonstratioa loifyh
O2YYAUYSyld G2 ! 062NAIAY I-ETinkSEith (WKAL Board2 S
Chair)
WY yRNBG | I NBSe YR ¢AY { Yeéi kontiofled and |
managed brokerage model for integrated services. In the end they challenged the
5SLI NIYSYylG G2 27F7FA OASHiley Bhnsichd f (G KSY y?2
The emphasis on partnerships/consortia at all levels to minimise duplication
WeKS 1S58 RAFFSNBYOS A& Ay (KS 7T2dzy Rkw
PHN). Itis predicate?ly’ ! 6 2NAIAY It FyR YIFAyadNSkEY
Andrew Harvey
Y2 S0@S az2dAKG G2 SYLRSSNI ISYSNIt LINI O
0KS LINE @A RS NA FJahié NedveedLJ2 NI G KSYQ
W2 SAGSNY b{2 tlb A& leopk Yovefirfga Budykographitali
area. It is one of many players in healthcare in the region. fiegto work in
LI NI YSNEKALI (2 adzNBim@Sythr yR (2 aSS LINE
SAYy3 WavYINIQ ¢gAGK GKS FdzyRaz dzaiy
funds for services.
WeKS tlb FdzyRAYy3dI O2yOSLIi A& ONREftAIYQ
value for money and the sharing of resources, joint planning and avoiding duplicatic
2S |NB FfNBIFIR& R2Ay3 I fl,atie néwkdndce id pickiaiy
dzLJ Yl y @& Y2NB LIS2 LX-SmileKJohfistanek S 2t R 2y S
w2 S (GK2dAKG 68 O02dA R YIS GKS FdzyRa 3
funds into actual care and less into infrastructure. We already had infrasteum terms
2F o0dzZAf RAy3az O2Y Ldzi&MeiNEwmarNt y a LJ2 NI = |
w2 S R2y Qi ySOSaalNAte ySSR Y2NBE Y2ySe
Jamie Newman
Aboriginal and norAboriginal Board and committee members all on the sam
page in shaed dedication to the cause.
We¢KS 2S30SNY b{2 tlb KF&d YFRS ! 02NXIA
% 2 NRJarfie Newman
Y2 K& RAR S dzaS (GKA&A yS¢ YSUiK2RK 2S5 ¢
Aboriginal people not for them, doing thitg ¢ A (i K (i K S ¥Y-AndrawiHaivey |
True cultural awareness, and appreciation for differences between local
communities.
W/ dzf GdzNF £ &b FSGe Aa NBFffte AYLRNIIyYyG
LJS 2 JAndr@v Harvey

WESTERN NSW
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We¢KS ! 02NN 2MzHIOMA T1Q% &/ K GdzNF € {F FSG& CN
Board, is a very important document that goes beyond cultural awareness and

O 2 Y LIS &-Siyi Sraym

WeKSNBE | NB dzy s NAGGSY dzy RSNREGFYRAY3
communityt S2 L)X S a2dzaild 1y26£d hdzNJ OKIF f f
GKAYy3a KI LIS y—Shipey JoHeSoned S&alG 61 & Q

a |
Sy 13

10. A great deal of effort put into communication and face to face liaison with
communities and service providers.
W key part oy role isbuilding partnerships and authentic commitnte to health
LI NI Y SNEKA LA 6 A (K hérkisSa ldt & distrdst olyavervhaegt A G A
programs@-Kim Whiteley
WLIINR I OKSaE Ay (KS LIl ad KIFI@S 0SSy LI
g2 S KI S KFR G2 OKIFy3aS GKIFG F NRdzyR
what works for us, let us have a say in how this is done, and please respect our
2 LIA y aKighankhiteley

11. A unique patientcentred but GPpracticeled model of care, involvig
commissioning of supplementary services for chronic diseasadHealth Care
Home style of operation.

Wal NNl 6Ayel Qa Y2RSf A& dzyRSNLIAYYSR oé
RNAGSNRa asSlk i Okpidek yhanstiedirSokOCHBAENtiffiny it |
their GP the barriers to accessing services, and accessing a brokerage service to a
GK2a$S &BobDENiS NAE Q

w1 00Saa G2 GKS OoONR{TSNY3IS LINPINIY Syl o
way, the servicestheyrediB R Ay 2NRSNJ (2 O02YLX SGS i
model, avoids duplication, is flexible and cost effective, and therefore should be

& dza 4 | A-Bob baviS Q

12. Combining short term pragmatism with lortgerm thinking, and appreciating
that the currentvision may change in the light of experience. This is the
beginning of an eveevolving journey.

Y2 § KI @S G2 A ys@ddssing Be séridcd firghidyidv@iladvanced The
next indicator will be an increased number of pathwtysare as moe mainstream
general practices and other services get involved. But we have to manage expectat
we cannot change health instantly, we build one thing at a time and let the service
evolve. As it evolves, new issues and opportunities will emerge, themwenove on
YI1TAy3 (K2a$8 GKAy3Ia o6S0GSN I yFamiddeirnyfan
Wi NBOSY(d LINRPLRASR Ayy20lFGA2y A& GKIF G
importance of the social detminants of Aboriginal healtheducation, employmat,

and housing by expanding its membership to include representatives of these
Ay G S-NEESmitio

(Y

. The Western NSW PHN has experienced early success with its partnership witl
conclusion Aboriginal primary health services, and the Marrabimtagrated team care
program in particular.
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This has been due to the building blocks put in place from the very beginning of
PHN, and the PHN' s willingness to I
in Aboriginal hands’, at all Il evels

Al at all levels, from Board to patient clinics, the PHN has taken heed of and
‘“wal ked the talk’” with the factors
Aboriginal healthcare:

1 an openness to working differently;

I genuine engagement;

9 culturally appropriate healthcare; and

I comprehensive interventions with adequate resourcing to achieve shared
objectives

Although the Marrabinya scheme is in its infancy, the governance aitldesn
ground structures put in place, the shared commitmenstmcess, and the
determination to ‘see it through’ [
exemplars for PHNs and similar organisations running primary healthcare servi
for Aboriginal and Torres Strait Islander peoples.

As Western NSW PHN AborigiHalalth Council Chair William (Smiley) Johnstone
said in interview, ‘We want to show
with Aboriginal heal t h’

=
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Appendix 1. Western NSW PHN region health profile

PhN.  HEALTH PROFILE

WE ARE THE LARGEST PHN IN NSW

oS & W M

GENERAL 332 2 LOCAL 28 LOCAL

PRACTICES GPS HEALTHDISTRICTS GOVERNMENT AREAS

Sl i 17.5% &3 o

IS AGED &5 YEARS AND OYER
compared to 14.7% nationally

e L
Th.6% Sactms

H0.T4 OF ADORIGINAL PEOPLE ’::’ lcwer than 81.4% of all people
OVER 15 YEARS SMOKE DAILY in the region

4-15 yeary developing dlinically significant behavioursl problems end high or very
high distress in adults sged 15 ysars and over, compared to the NEW Average.

12,443 PATIENTS 1,841 raTmmnTs

HAD & MEMTAL HEALTH TREATMENT PLAN ACCESSED ALLIED PSYCHOLOGICAL
CREATED BY & GP IN THE LAST YEAR SERVICES IN THE LAST YEAR

OF.GY% WNFW PHNLEADS THE COUNTRY

in tha ryte of chiljren under 5 who are fully
e Immunised. The NatfTonal firky immunised e s 52.2%

Mental Heelth O There & @ higher prevalence of rak factor in the WNSW PHN region for chikiren

e 192.4%

8 IN 10 PEOPLE %32 qoc00s | CHILDREN

. wro fully sTamanicd, highar
Y N THE EEGION BEPORTED THER HEALTH AS Aokl EXCELLENT ! than the rvtionml ratn of 91.0%

Available at
http://www.wnswphn.org.au/uploads/documents/corporate%20documents/PHN%20HealtR#620
i1e%20A4%20Full%20FINAL. pdf

Note: Population figure updated to 312,670 in 20d%the Australian Bureau of Statistics

%
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Appendix 2: Methodology

Research conducted

Research for this Evidence Brief covered:

T examination of theaéxwestksy I ntaéadbatugenah hwh

1 reading of Department of Health documents such asNlational Aboriginal and Torres Strait

Islander Health Plan 20§3023and associate@€ompanion Documeiind Implementation Plan
and online documents covering thetegrated Team CardT(Q funding stream under the

Il ndi genous

Interview method

Australians

Heal t h Progr amme
1 reading of V@sternNSW PHN’' s profile document s,

funding
communications raterials on Marrabinya, including information sheets and letters to patients,
clinicians and other stakeholders;

1 examination of Maari Ma and Bila Muuji online documents on Marrabinya and its operation; and

9 information gathered from six interviews (see belo

Observations on the structure and operation of Aboriginal healthcare services and Marrabinya in the
Western NSW PHN regiarere obtained via telephone interviews conducted in May 2017 with the
six senior administrators and managerselisin Table Al.

TableAl: Intervieweeg structure and operation of Aboriginal healthcare services and Marrabinya in the

WesternNSW PHN region

Name

Position held

Mr Andrew Harvey

Chief Executive OfficeWWestern NSW PHN

Dr Tim Smyth

BoardChair,Western Health Alliance LimiteHiaison Directqr
Western NSW PHAboriginal Health Council

Mr Jamie Newmah

Director, Western Health Alliance Limite@EOQrange
Aboriginal Medical Servic€hair, Bila Muuji Aboriginal Healt}
Services

Mr Bob Davis

Director,Western Health Alliance Limite@hief Executive
Officer,Maari Ma HealthCorporation

Ms Kim Whiteley

Western New South Wald&imary Health NetworRboriginal
Health Manager

Mr William (Smiley) Johnstone,

Chair Western New South Waléximary Health Network
Aboriginal Health Council

* Aboriginalman/woman

The interviews were essentially freanging discussions, in order to elicit information from
interviewees that they wanted to offer, in their own way. Nevertheless, all interviewees were asked
to comment on the structure and operation of Abaoriginal heedite services and Marrabinya in the
Western NSW PHN region in terms of the four common themes identified in Part 1 that underpin

what wor ks

.3
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1. An openness to working differenth-includes recognising that mainstream approaches are
often not the most appropriate or effective.

2. Genuine engagement-Aboriginal and Torres Strait Islander peoples have a genuine say in
the decisions that affect their communitiesnd power inequalities are expligi addressed.

3. Culturally appropriate healthcare+ecognising that every Indigenous community is

different, and embedding cultural competence in partnership with, and with input from,
local Indigenous people.

4, Comprehensive interventions with adequate resazing to achieve shared objectives
aggregated, flexible and sustained funding that supports creative collaboration between
communities, and government and ngovernment organisations.

As part of responding to criterion 4, interviewees were asked how thewkhat the program was
working.

deeb!e . nhancing it licy by cor ( POLICYMAKERS, PRACTITIONERS AND RESEARCHERS 23
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Appendix 3: Interview responses

1. An openness to working differently

Andrew Harvey

1 The key difference is in the founding document (the application for funding therlegnPHN).

It is predicated on Aboriginal and mainstream health services working together. This is not a
requirement as such under thdational Aboriginal and Torres Stréstander Health Plan 20¢3
2023or itsImplementation Plan

9 The Northern Territory may now have some similar examples, but Western NSW PHN may be
the only PHN in Australia with Aboriginal health services built in.

9 The Aboriginal Health Council wasbeddal inthe WHALconstitutionas an Advisory Council
within the new Western NSW PHN, reporting to the Board (WHAL). This wagewiirement
of PHNs in offering Aboriginal healthcare services. It has a vdfiskgion functionrather than
for one Local Helih District This is a unique arrangement in Australia as far as we know.

9 Bila Muuji and Maari Ma both date from 1995 in Western Medicare Local and Far Western
Medicare Local. Both used to run two different streams of programs (see the funding application
documents), with services contracted to Marathon Health and the Outback Division of General
Practice, respectively, who also performed a clinical care coordination function.

1 We took the decision to recommission these services to offer the Integrated Teaen(ITC)
program through a tebe-established Indigenous Health Support Service (IHSS) (since renamed
‘“Marrabinya’).

1 Maari Ma joined Bila Muuji as a member and vice versa to form an Aborigthabnsortium. A
selective tender (most capable provider) svaffered, inviting Maari Ma and Bila Muuiji to tender
to provide the services as a consortium. Maari Ma took the lead as the applicant, but in
conjunction with Bila Muuiji. They elected to run it as a brokerage model, with clinical care
coordinationledby he patient’'s GP, whether mainstream o

9 Our Chronic Care Link Workers (performing functions of what are sometimes called Indigenous
Outreach Workers) are part of a new model of care ¢obnical care coordination), a diffent
way within the guidelines. 50% of total funds are to support chronic disease supplementary
services, those services being determined/recommended by the GP.

9 Itis a Health Care Homes style of concept, pat@nttred, and GP Practided—a brokerage
model. We prefer to contract bulkillers first.50% of funding employs the Link workers, 50%
funds the services.

1 There is no cost to patients. All gaps are paid. We try to getlillilkg services first.

1 In summary, the wholenodel is uniquebut within the funding guidelinesTheDepartment had
reservationsat first as they had not anticipated it. 8ternNSWPHNaré c hange agent s’
regard.

1 Bob Davis (Maari Ma) and Jamie Newman (Bila Muuji and Orange Aboriginal Medical Service) are
Board MembergWHAL Directors), which gives them a voice at Board level.

1 Whydid weuse this new methodWe were dllowing thephilosophyof working with Aboriginal
people not for them, doing things with them not to them.

.3
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Tim Smyth
1 We have worked differently and theystem is not perfect yet; we will have to see how it

T

develops. But the fundamental ingredients were always there in my view. For example:

o CommitmentStarted from a position of strong partnership. Good health outcomes and
services for the Aboriginal pomatlon was something we all wanted and wanted to do.

o PragmatismWe wanted to positively acknowledge and recognise the health needs of this
population (1 in 8 in Western NSW PHN region). Catering to this population was also crucial
to the overall success tiie Western NSW PHN.

0 Strong longestablished expertisélthough new people were brought in with the
establishment of the new PHN, there were already stromgtablished relationships in the
area in this sphere: Tim Smyth, Bob Davis, Jamie Newman, aistiréhCorby (at Walgett).
They were not starting from scratch.

o0 Proper structureHaving Bob Davis and Jamie Newman on the Board from the start was the
right thing in embedding Aboriginal Health-time-ground expertise at Board level. They
recruited KimwWhiteley as Aboriginal Health Manager, who knows the people in the area, on
the ground.

Not everyone was immediately happy and trusting, but having these structures in place did a lot

to break down barriers.

There have beesome suggestionmisedof confict of interest at Board level becausethé

Marrabinya contracbeing given to Maari Ma and Bila Muwjorking as a consortiunBut

[Board membersBobDavis [Maari Maand JamidNewman [Bila Muuiji, and Orange Aboriginal

Medical Servicelithdraw from ary discussions or decisioirs/olving those two organisations

and any other organisations they are involved witlhe Board sees haviBpb and Jamie on the

Board as an asset

Jamie Newman

)l
)l

The Western NSW PHN has made Aboriginal health a priority in eraasievell as words.

Aboriginal health has always been a priority in terms of the old clinics and support services in the
area—infrastructure, buildings, etc.

It s al wa ylsmseth rmoelal, sogatient recaristhave been duplicated, are in various
states of completion, in various different services and clinics, etc.

We thought we could make the funds go further by integrating care and diverting more funds
into actual care and less into infrastructure. We already had infrastructure in terms of bailding
computers, transport, and so on.

We thought that we, as Aboriginal people, could do it more effectively than the previous
providers of services in the two former Medicare Locals (Western and Far Western).

Hence when the PHN put the new service out toder, it was a selective tender involving Maari
Ma and us at Bila Muuji. Maari Ma took the nominal lead agency role, but working in
conjunction with Bila Muuiji.

We doubled the numbers of clients accessing integrated care services from 600 to over 1,100 in
a few months. Previously the 600 clients had taken 2.5 years to build.

Everything was too tofpeavy before. It was a 70:30 split: 70% on infrastructure, salaries for
administrative jobs, vehicles and so on, and only 30% to delivering the actual health care
services/client care on the ground.
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T We can’t fund everything, and only use the bro
cannot be obtained through other types of funding.

1 The scheme as it has run so far has far more positives than negatives.

9 It has reduced clinical records duplication for a start.

Bob Davis

1 With regards to implementing the Marrabinya brokerage model, the majority of stakeholders
have been open to working differentithe PHN, suppliers, many of the referring general
practices.

1 The previous IHSS providdrave been critical of thenew model which locates care
coordination in the general practice settifgp me gener al practices report
capacity to deliver effective care coordii@t, so there has been some Wigick. But overall the
model has been acceptednd, importantly, patient feedback on the whole has been positive.

9 Patients are open to working differently and exploring options that place them in the Griver
seat.

1 Jamie Newman and | were on the foundatiomard of WHAL. The PHN brought Maari Ma and
Bila Muuji together in the name of providing Aboriginal medical services. They joined each other
for the goodwill and common goal rather than financial or administrative need to do so.

9 Bila Muujichanged their constitution to allow Maari Ma to be a formal member of Bila Muuiji.
Maari Ma probably had better systems in place than Bila Muuiji at the start, so the contract from
Western NSW PHN is with Maari Ma, but we work in conjunction with Bila lslsiaji
partnership.

1 The Aboriginal Health Council is a key component of the successful running of the IHSS, and
Smiley Johnstone is Chair. He is also a Maari Ma employee.

1 The governance structure for Aboriginal health services at Western NSW PHN is verylgno
wrote Aboriginal health services organisations and people into the structure right at the start.

1 Alot of the infrastructure was already there, there was already a huge commitment to providing
muchneeded services to a large component of the pagioh (1 in 8).

1 They also had the support of some lesgrving and committed prominent people in Aboriginal
Health. Tim Smyth is a former Deputy Diree@eneral of New South Wales Health, and Jamie
Newman and | have woekl in this area for a long timashave other prominent Board and
Aboriginal Health Council members. With this kind of base it was almost@®aske things
come out well.

Kim Whiteley
91 Despite all the work still to be done, and the contributions of many people, both Aboriginal and
nonAbor i gi nal , Marrabinya is al/l born of a Koori

and our evaluation and management.

9 The overarching PHN is ensuring and instructing that this all hapypémnsgere given autonomy
to look at all the national guidelirseavailable on delivering Aboriginal healthcare services within
PHNSs and give our interpretation of how we could work more éffety within the guidelines.

% i p h n
W RN NSW
A At et
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1 We wanted to innovate, knowing that some things might work and some things might not. We
came up vith our proposal and the PHN backed it. | can tell you now that organisational backing

1

of a Koori proposal is RARE.
The funding was
taxpayers’
used.

Smiley Johnstone

T

2.

With this PHN, Aboriginal health is the number 1 priority and has been from Day 1. This is

different to many others in itself.

i n

money,

three separate streams and

Everything | do and we do on the Aboriginal Health Cdusmfor Aboriginal health. We meet
guarterly, and we maostly give practical advice to the Beandhere the money is, what to spend

the money on, and how.

b mare irfflexiblel tbat vee woulll hke aboubtew if isme s

The genesis of the success of the IHSS (Marrabinya) lies in the DNA of the PHN and its bid for
funding to be established out of two previous Medicare Locals, with Aboriginal health at its core
with a consortium model of how integrated services were to be delivered to Aboriginal people

(i.e. the original consortium of Maari Ma and Bila Muuiji).

The PHN wetrfor a select tender involving Maari Ma working with Bila Muuji, to ensure that

Aboriginal health services were genuinely in Aboriginal hands.
This annoyed some people no end, but really too many Aboriginal dollars were going-to non

Aboriginal organisatios and people

Genuine engagement

Andrew Harvey
Genuine engagement is ingrained in our philosophy, especially via the Aboriginal Health Council,

plus partnerships with Bila Muuji and Maari Ma, and particularly in mental health.

OurPractice Support Tealimises with and seeks to covall GP practices in the PHN region
(mainstream and AMSAII practices have increased their numbers of people seen under this

1
1

programcompared withthe earlier two programs.
Tim Smyth

1 The Aboriginal Health Council has beencial here. Western NSW PHN is the only PHN to have
an Aboriginal Health Council reporting to and advising the Board. Composition was determined
of I nterest. We
Our PHN has 5 Counciésich having a Board Liaison Director who attends and participates in
Council meetings as well as sitting on the Board. | am the Aboriginal Health Council Board Liaison
Director, which is perhaps a demonstration of the high commitment to Abwai healthin

through Expressions

Western NSW PHN.

have

a gre

Tensions: There have been some tensions, e.g. the Commonwealth Government approach to

fundi ng, the Pri

me

Mi

ni ster and Cabi

net

either through Indigenous Health Networks or PHNs. Bbesific program funding. Plus the
expectation that PHNs will commission services. Some parties have been confused, concerned,
and worried about all the changes, especially those who think they could lose out under the new

model (e.g. mental health servip
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1 Commissioning, as a concept, how it works and why they have to do it, needs to be more widely
understood.

1 The commissioning of Integrated Team Care directly through Aboriginal organisations (the new
IHSS) was a hard one for existing contractors ansigers to bear.

1 We (WHAL) learned a lesson that commissioning had not only to be transparent, but also
communicated well to all parties (e.g. a recent Aboriginal mental health tender, where the PHN
had to stop signing off on the successful contractor gadack to communicating with some
AMSs who felt, rightly or not, that they had b
subsequently happy with the choice of provider, and how the process was conducted.

1 We have also engaged outside the PHN and its negiod have established a good relationship
with Minister Ken Wyatt. He is coming to the next meeting of the Aboriginal Health Council.

Jamie Newman

T We’ve sought to empower gener al practices and
providers; we suppa them.

1 We get great support from the PHN. They apply what they say in practice. It was better to let
Aboriginal people run this service.

1 They (the PHN) actually listened to us and were respectful. And they delivered on what they
promised. They placed gat value on our (Maari Ma and Bila Muuiji) collective 40 years of
experience in being in the area and delivering services to Aboriginal people.

Bob Davis
1 The Maari Ma/Bila Muuiji alliance demonstrates a genuine effort to collaborate and share power.
This diance is important against the backdrop of an increasingly competitive healthcare
environment.
f Organisations will seek out natur al fit’ and
vision. However, in the main, the commissioning process fatdus competitive and therefore
not conducive to openness and cooperation.
1 Marrabinya's model is based around the GP/patient/multidisciplinary care team. Therefore the
care coordination function sits with the patie
9 Our Local Care LiWorkers don't provide a clinical care coordination role, they 'Link’ patients to
the services they require in order to access the planned schedule care outlined in the GP
management plan.
9 Previous IHSS providers provided clinical care coordinationnThieif f e c t siloed’ ca
coordination from general practice, and led to fragmented medical records, duplicated effort
and in many instances to disempowered patients
1 The brokerage model puts GPs and their patiémthe driver's seat. GPs identify the services
required and patients choose when, where and how they will access the services. To date, the
vast majority of patients have provided feedback that they feel more empowered with regard to
the new modelbecause hey are the ‘keepers’ of their own

Kim Whiteley
1 A key part of my role has beemwilding partnerships and authentic commitmertib health
partnershipswith the local communities.
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Smiley Johnstone

1 Inthe old days moneywasusedo gr ow empires. This PHN can’t d
money to fund ourselves, we as Aboriginal people want to engage with local Aboriginal
communities and fund appropriate and trusted healthcare services. We do this across the Board.
We set benchmarkgneasure, mentor, and evaluate.

T Working this way is in our DNA. The Department
think they were prepared for it.

1 But this PHN is confident in the Aboriginal players. And we want to show the rest of Australia
how to do the business with Aboriginal health. The PHN is serious about our success, they are
not just paying it lip service.

3. Culturally appropriate healthcare

Andrew Harvey
1 Cultural safetysreally important in increasingccess to the services by Aboriginal people.
1 The AHC took an early decision to define four distinct bodies of work:
o Demographics
0 Mental health
0 Cultural safety
o Commissioning culturally safe services.
1 AHC developed a Cultural Safety Framework, now approyede Board.
T The Depart mePHN and ACCHE@ GuidinghPrirciplesuseful context here. So is the
Fo2NRAIAYI | SIc20IBWorkplarfiédal douden n M ¢

Tim Smyth
T The Aboriginal Heal t h CouncidppravedBbyuHe Baamd,asla Saf et
very important document that goes beyond aual awareness and competency.
9 Itrequires all contracted providers to meet the requirements of the Framework, including
mainstream services that provédservices to Aboriginal pe@piwe have hadome pushback
from services about that). AlséMSscan differ a lot Some cater for mainly neAboriginal
people. In some towns Aboriginal people prefer to go the mainstream service pro@eing
everyone on a similar page with cultusafety will not necessarily be straightforward.

Jamie Newman

1 Some staff from Maari Ma and Bila Muuji are embedded within the AMSs. Sometimes they are
NOT Aboriginal. But working within the service itself equips them with cultural sensitivity,
knowledge ad skills.

1 The Aboriginal Health Council and Board have just signed off on a cultural safety framework that
all providers and staff have to abide by.

1 We at Maari Ma are interested to see how it works in practices disiral safetyhas to come
from the community in any given area. The issue of identityecognition of belonging to a
community, ismassivein some places.

T I't’s tricky to navigate. Even AMSs have to get
community.

.3
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BobDavis

T Marrabinya’s model is underpinned by ri'gsht to
seat choosing their healthcare providenainstream or ACCHO, identifying, with their Gfe,
barriers to accessing services and accessing a brokezageesto address those barriers.

T I't’s a model based on empower ment and strength
to be | iberated from the ‘hand hol dlithmgis model
an outdated patronising approach

1 The key is Aboriginal health organisations managing Aboriginal health programs. They were too
non-Indigenous before.

1 The model is different from previous ones. The previous one was case management. This one is
IHSS as a referral point, GPs and theirgpds to coordinate. Some GPs objected. The originally
mandated 70% infrastructure, 30% to services was unsuitable. They changed it to 50:50. The
services were more of a priority than the extra cars and buildings. They run on the smell of an
oily rag withregard to staff so that more can go into funding services. Aboriginal people are
more comfortable with this brokerage model , ca

9 Parts of the service are divided into clusters, each with a LCCL (Local Chronic Care Link) worker
who brokersand arranges contact with suitable services. They know their areas well, who offers
what, who has capacity to provide needed services in time required and at reasonable cost.

Some providers are not in the PHN, they may be in Adelaide or Melbourne, etc.

KimWhiteley
1 Engagement with the local communities is very important. There is a lot of distrust of
government programs. Approaches in the past have been pateHey look at these services
we'  ve got for you’
1 We have had to change that aroundtoussaying gover nment ‘' Hey 1| isten,
for us, |l et us have a say in how this is done,
9 Cultural awareness and safety has to be drilled down to patient level, ensuring that cultural
protocols are observed.

T Wemustlave authentic use of cultural protocol s, &
community.
9 Connections are also a highly valued gt he pi ct ur e. | t-abe. compl i cate

T The 1'TC (now the I HSS or ‘' Mamewabikny&a}l evdhved
writing but existed just the same.

9 The Aboriginal Health Council and the PHN have now approved a cultural safety framework that
provides the tools and principles to cresiseck yourself in terms of consultation and other
dealirgs with Aboriginal commuties in the PHN area.

1 Ultimately one size does not fit all, every community culture is differest this framework is
just a starting point

Smiley Johnstone

T AMSs aren’t in every town. Anmbtaaysi veri ng seryv
straightforward. There are unwritten understandings and protocols, if you like, in every
Aboriginal community. People *"just know’
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9 Our challenge is to work with this in order to make things happen in the best way.

4. Comprehensive interventions thiadequate resourcing to achieve shared objectives

Andrew Harvey

1 TheAboriginal poplation in the PHNs 8.5% according to figures the Commonwealth uses
(Census figuresiow up to5 yearsold), but NSW admistrative data show 11.5%. Soastern
NSWPHNis possibly underfunded.

1 Funding is until June 2018/e reed to resolve the population underestimate difference. The
driver of sustained funding is théational Aboriginal and Torres Strait Islander Health Plan
201352023 | t ' emiteht docymene Tisiis a longerm journey, always evolving and
developing.

T How do we know it’s working? There were 600 pa
last year. Now there are 1,152 patients receiving services under the scheme (29 February 2017).
Their aim m@ht now is to provide access to services, get more GPs on board. This increased
access will show in improved outcomes overall,
days yet, but the indications are good in terms of access to chronic disaes€eThe services are
required to gather outcome and patient satisfa

Tim Smyth

1 Integrated care funding will require evidence of performant& have the trust and confidence
that Aboriginalled services will dever. But mainstream services must be equally capable.

T WesternNSWPHN is a small organisation of 35 people covering a huge geographicdt &rea.
one of many players in healthcare in the region. Thayeto work in partnership to survive and
to see pogress.

1 Arecent proposed innovation is that the Aboriginal Health Council recognises the importance of
the social determinants of Aboriginal health (education, employment, housing) by expanding its
membership to include representatives of these interests.

T I't’s not r eal i thaAbariginaldlealthkviamagdktover Addriginal health on
her own, though the core funding only covensep o si t i on. It s everybody’ ¢
responsibility, not just hers. Also, there are only 1.5 people tecmental health, and 1.0
people to cover drugs and alcohol. The imposing logistics of travel and meeting people across
the very largeregion have to be considered.

Jamie Newman

1 Funding is flexible, yes. If we have a surplus in some areas, it clrebied to areas of shortage
in the interests of improved patient outcomes.
We have the authority to move funds and make appropriate decisions around where funds are
directed. The PHN has confidence in us mgkch decisions.

f How do we know if we’'ve done a good job? For a
the most important thing. This has led to increased participation in healthcare.

1  We will measure and monitor for the next 2 years at least aiedcanfident we will get good
results, good measured health outcomes, which will build trust in us from government.

T We don’'t necessarily need more money, we just

.3
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1 We have to increase the numbers accessing the servitgfihich is well advanced). The next
indicator will be an increased number of pathwdgscare as more mainstream general
practices and other services get involved.

1 But we have to manage expectations, we cannot change health instantly, we build onatthing
time and let the service evolve. As it evolves, new issues and opportunities will emerge, so we
then move on making those things better and using those opportunities, and so on.

Bob Davis

1 IHSS forms part of the CommonweadtiClosing the Gap Strategyd the chronic disease cycle
of care is well known and understood.

9 Access to the brokerage program enables patients to access in a timely, cost effective way, the
services they required in order to domplete th
duplication,isflexible and cost effectiyeand therefore should be sustainable.

1 600 files were transferred from the old arrangements to the new IHS8ppeh 1 November
2016. By the end of February 2017 (3 months) there were about 1,200 clients.

KimWhiteley
1 We have to gather statistics on how we are providing more health servicébdoiginal people.
1 Re patient healthoutcome$,” d | i ke t o see this become a real|

commitment to this being shared by both healthcare providand the community itself.

1 The program is being evaluated as it is being implemented, with the first target being to increase
the use of the service. The program is an evolving process, so the points of evaluation, the
indicators fa success may changews go along too.

Smiley Johnstone

T We’ve made sure the funding is flexible. | t hi
different funding streams for different purposes. They like to prescribe to you what you should
do with the money they have passed to you to use.

1 We prefer to drect money where it is needed. It might be needed for a certain healthcare
purpose in one community, but for something else in the next community. And we knew all
along the 50:50 between services and admin was better for us than 30% on services and 70% on
admin and infrastructure.

1 Andrew Harvey and Tim Smyth took a lot of flak for the Aborigioatrolled and managed
brokerage model for integrated services. In the end they challenged the Department to officially
tell them not to do it Andrew and Tim knethey were fulfilling all the criteria set by the
Department. That’'s the difference between the
they want or feel most comfortable with.

The PHN funding concept is brilliant. It allows building of partresslit encourages value for

money and the sharing of resources, joint planning and avoiding duplication. We are already doing

al | of this stuff, and it's working well, as t he
one did.
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