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1. Central Australian Aboriginal Congressand the Aboriginal
population ofAlice Springs.

CentralAustralianAboriginal Congressis alargeAboriginalcommunitycontrolled
comprehensiveprimaryhealthcareservicessituatedin Alice Springs.We servicethe
AboriginalpopulationoftheAlice Springstown andtown campsandthe surrounding
outstationswithin abouta100kmradiusofAlice Springs.

Weservicea permanentclientpopulationof about5500Aboriginal clientsofwhom
approximately3500 live in town houses,1000live in town campsand1000 live on
outstationswithin a 100 km radiusofAlice Springs.We seeafurther2000visitorseach
year.Of ourpermanentclient population900 clientsareabovetheageof55 (16%)and
330 (6%) areabovetheageof 65. Thepermanentclients accessCongresson average
morethan5 times ayeareachwhich is higherthenthenationalaveragefor aRAIVIA 6
remotecentre.

Becauseofthecontinuedlow life expectancyofAboriginalpeoplethecommunity
considerpeopleto be “old” at anearlieragethanthemainstream.This facthasbeen
recognisedrecentlyby anumberof programsfrom theDoIIA. In particularwhenthe
Medicareitemswasintroducedfor healthassessmentsfor AgedAustralianstheAgewas
65 yearsfor nonAboriginal Australiansand55 yearsfor Aboriginal Australians.
Congressbelievesthatall governmentprograms,includingtheagedpension,should
commencefrom the ageof55.

Congressprovidesabulk billing medicalservicefrom 8.3Oamuntil 8.OOpmMondayto
Fridaywith an on call GPserviceuntil 10.3Opmandfrom 8.3Oamuntil 12.3Opm
Saturday,SundayandPublicHolidayswith anon call GPserviceuntil 10.3Opmatnight. ‘a
Wehavea transportserviceandemploy our ownpharmacistwhoworksin an on site
pharmacywith accessto PBSdrugsthroughtheSection100 program.We haveanumber
ofpublic healthprogramsincluding:

• Frail AgedandDisabledProgram
• GP serviceto theNursingHomes
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• Male Healthprogram
• Youth Program
• EarlyChildhoodProgram
• Social andEmotionalWell BeingProgram
• Aboriginal HealthWorkerTrainingandGPRegistrartraining
• ChronicDiseaseProgram
• Hearingprogram
• BushMobile Program
• Women’shealthandbirthing service

2. The high burden of illnessamongstolder Aboriginal people

OlderAboriginal peoplearesufferingfrom anepidemicof chronicdiseaseatmuch
higherratesthanthenon AboriginalpopulationofAustralia.Many olderAboriginal
peoplehavemultiple chronicdiseasesattheonetimeespeciallytheso called“syndrome

— thecombinationof diabetes,hypertension,heartdiseaseandhigh blood cholesterol.
In additionto thisAboriginalpeoplein Alice Sprigssufferkidneydiseaseat8 times the
nationalaveragerateandin remoteCentralAustralianCommunitiesat 27 times the
nationalaveragerate.Canceris alsobecomingan increasinglycommoncauseof death
andthe ratesaremuchhigheragainamongstolderAboriginalpeople(seetheattachment
on the FAAD programfor furtherdetailsaboutthe illnessprofileof theAged
population).

3. The need for comprehensiveprimary health care: the Primary
Health Care AccessProgram (PHCAP)

Thereis nowsubstantialevidencethat comprehensivePHC servicesreducemorbidity
andmortality:
— Caldwell 1986:the low roadto healthin third world conditions
— Kunitz 1994: evidencein USA, Canada,& NZ that improved PHC services to

Indigenouspeoplehas led to substantialdeclinesin mortality andimprovementsin
life expectancy

— Evansetal 1994Why aresomepeoplehealthyandothersnot?
— Starfield et al 1999: the ratio of primary care physiciansto population is a key

determinantof populationhealth
— WHO: World HealthReport2000— 50%of healthgainsincethe secondworldwar is

dueto healthsystems
— Evaluationof Aboriginal Co-ordinatedCareTrails 2001

Comprehensiveprimary health care can make a real impact on the burdenof chronic
diseasethat is now affectingolderAboriginal people.Heart disease,renaldisease,and
diabeteshavebeenshownto be amenableto interventionsthroughearly detection,and
treatmentwithin primaryhealthcareservices.
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The Primary Health Care AccessProgram(PHCAP) is the major initiative from the
DoHA that aimsto addressthelackof accessto comprehensiveprimaryhealthcarefor
Aboriginal peoplein the NorthernTerritory and other parts of Australia. Under this
programAboriginal peoplewill accessabout $2000 per personin funding aswell as
MBS and PBS funds. PHCAPhasthe capacityif fully implementedto ensurethe older
Aboriginal people have accessto multidisciplinary health care which will provide
essentialservicesin critical areas.Aboriginal healthserviceswill also provide critical
communitybasedinfrastructurethroughwhich furtherAgedCarespecificservicescanbe
administeredand run. It is essentialthat this inquiry supportsthe full funding of the
PHCAP.

Thefailure to makemajorimprovementsin healthgain for Aboriginal peoplecannotbe
blamedon a failure of PHC to makea difference — the Primary Health Care Access
Program is not fully funded and implemented.Unlike indigenous people in other
countries most Aboriginal people still do not have accessto adequatelyresources
comprehensiveprimaryhealthcareservices.KatherineWestHealthBoardis fully funded
andis makingadifference.

4. Workforce and Quality serviceprovision

Thereis acritical link betweentheability to be ableto recruit andretainaquality
workforceandthe qualityof serviceprovision.Congresshasbeenvery successfulin the
last fewyearsin recruitingandretaininga quality professionalworkforceandwewill
outline this successusingGPsas anexample.

In 1995therewereonly 3 Full Time Equivalent(FTE) GPs atCongressnowthereare10
FTE GPsand1 remoteGP(plus 3 ruralpathwayregistrars).Theaveragelengthof stay
for GPsis 6 yearswith a medianof 3 years.5 FTE’s areAustraliangraduatesand6
FTE’s areOverseasTrainedDoctors(OTDs).Staff turnoverin 2000/01was20%,
2001/02was14.6%and2002/03was1.9%.What’shasmadethedifferencein the
recruitmentandretentionof GPs at Congress?

Firstly adequatepayandconditionsincluding:
• AttractivesalarypackagingthroughPBI statusandbetterlevelsof funding(MBS

andPBS).
• Betterworkingconditionsincludingthecessationof 24 houron call service2

yearsago, little overtimeand1 in 8 rosterfor afterhoursclinics
• Theinclusionof Parttime GPs(7)
• Multidisciplinary teamworkandprofessionalsupportwith AHW’s, nurses,

pharmacist,psychologists,socialworkers,dentist,visiting medicalspecialistsand
others.

• RemoteArea Grants:RAMA 7 (Hermannsburg).
• Retentionpayments

SecondlyCongressis ableto provideaninteresting,challengingautonomouswork
environmentandGPsarenot tied to Feefor Servicemedicine.GPsget involvedin the
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rangeofpublic healthprogramsmentionedearlierdependingon theirareasof interest,
qualificationsandexperience.In agedcareservicesoneGP servicesthenursinghomes
while anotheris involvedin communitybasedagedcareservicedelivery on theFrail
AgedandDisabledProgram(seeattachedoutline of theFAAD program)

Thirdly, Congressis ableto provideor accesseffectivesupportservicesfor GPs
including:

• EffectiveManagement,includingHR andactiveengagementin shapingthe
policy environment.

• EffectiveOrientationprogram.
• Locumsupportprogram
• Family supportprogram
• Recruitmentsupport
• QA andCME program
• OTD trainingprogram
• Involvementin healthpolicy andpublic healthactivities

In orderto achievethesesuccessesit is essentialin remoteareasthatorganizationsare
largeenoughto be able to utilise economiesofscaleandhaveadequateinternalsupport
systems.It is alsoessentialthatprofessionalstaffarepartof a multidisciplinaryteamin
orderfor qualityservicesto be provided.

In additionto his consumersarenot in a very strongpositionto be ableto ensurethat
they receivequality servicesbecausetheyhavelimited choicein providers.It is not easy
for themto chooseto go to anotherproviderif theyareconcernedaboutlackof quality
becausetherearefewotherprovidersin Alice Springsandthereareno otherbulkbilling
serviceproviderswho provideaccessto freemedicines.Thisputsa greatonuson
Congressto ensurethat it hasan effectiveinternalquality assurancesystemthatreports
regularto our electedgoverningboard. In fact CongresshashadaRACGPaccredited
qualityassuranceprogramsince1994whichprovidescontinuousfeedbackof individual
andcollectivedatato practitionersManagementandourgoverningboardon a regular
basis.

Congressbelievesthat someAgedCarespecificfunding in remoteareasmustbe
integratedinto Comprehensiveprimaryhealthcareservicesto build on economiesof
scaleandexistingquality servicedelivery. In additionto this, whenAgedCarefundingis
given to otherorganisations,governmentneedsto ensurethat thereareeffectivequality
assurancesystemsto protectconsumersfrom poorquality servicedelivery. It is not
enoughto rely on competitionandconsumerchoicein remoteareasascurrentlyseemsto
be thecase.Wewill returnto this pointwhenwe discusstheproblemswith IIACC
servicedelivery.
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5. The need for specialistservicesand programs within comprehensive
primary health careservices

Historically,AgedCarespecificfundinghasnot flowed into primaryhealthcareservices.
Congressreceivesno agedcarespecificfundingto supporttheservicesthatwe provide.
WE havehadto useour corefundingto establishourFrail AgedandDisabledprogram
which employsaparttime doctorand2 AboriginalHealthWorkers.This program
providesspecialistagedcareservicesandattemptsto coordinatescarefor agedclients
with HACC serviceproviders,theAgedcareAssessmentteamandothers.It provides
specialistclinical care,palliativecare,rehabilitationservices,dementiaassessmentand
supportandotherservices(seeattachmentfor furtherdetails).

It is importantthat fundingin theseareasis madeavailableto primaryhealthcare
servicessuchas Congressso thatwecanexpandon therangeof servicesandrecruit the
specialistworkforcethat is required.TheFAAD programneedsto be able to obtainthe
servicesofa socialworkerandanoccupationaltherapistbut fundingfor thesetypesof
allied healthprofessionalshasneverbeenavailableto Congress.Althoughin recentyears
therehasbeenadditionalfundingput into palliative careservicesthis hasnotbeenwithin
theprimaryhealthcaresectoreither.

6. The needfor specialistservicesand programs within the secondary
health system

It is alsoimportantthatspecialistservicesareavailablewithin thesecondaryhealth
systemin palliativecare,rehabilitationservices,gerontologyandothers.Suchservices
havenotbeenadequatein thepastandhavebeeninconsistentin theirfundingbase.

7. Home and Community Care (IIACC) servicesand domiciliary
nursing — the need for effectiveQA systems.

Congresshasbeenconcernedfor manyyearsabouttheadequacyandquality ofHACC
serviceprovisionandthelackofeffectiveintegrationbetweenHACC servicesandhealth
services.Thedemandsplacedon HACC serviceprovidersseemto be abovethe level of
trainingandskill ofmanyoftheHACC workersandthe traditionalroleof domiciliary
nursingseemsto havelargely disappeared— this hasleft a gapin servicedeliveryin
manycases.Suchgapsoccurwhenclientsneedsupervisionof medicationsathome,
assistancewith bathinganddressingat homeandotherneeds.Suchassistancefor short
periodsof timecankeeppeopleout ofnursinghomesandhostelsbut in the current
systemsuchassistanceis very hardto find.

Thereis aparticularproblemin AboriginalcommunitieswheresomeHACC workers
believethatcertainfamily membersshouldbe providingcareto their old peoplein
accordancewith traditional law. This mayleadto reluctanceon thepartof someHACC
workersto provideservicesthatold peopleareentitled to getundertheHACC program.
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Theeffectivecareof olderpeoplerequirescloseliaisonbetweenhealthservicesand
HACC serviceswho areoftenservicingthesameclient group.Therehasbeengreat
difficulty over the yearsin gettingHACC serviceprovidersto attendmeetingswith
healthservicesandclientsto developjoint careplansfor clients.Congressbelievesthat
suchinteractionshouldbe a contractualrequirementon any TIACC serviceproviderand
notsomethingthatcanbe consideredoptional.

Therealsoneedto be a greateracceptancethatHACC workershavenot takenover all of
the functionsof domiciliary nursesandsuchspecialistnursesneedto be availableform
within theprimaryhealthcaresector.Thefundingfor thesepositionshavebeenlargely
restructuredover theyearsratherthanoutsourcedinto theprimaryhealth caresector.
This hasmeantthatprimaryhealthcareserviceshavehadto pick up thesefunctions
without any additionalresources.

Finally, it is largely fanciful to believethat consumersin aremoteareawill turn to
anotherproviderif theyarenot receivinga quality service.Aboriginal consumersareby
andlargenot empoweredto this extentandeventhosethatarefind theirchoiceof
provideris very limited. As mentionedearlierCongressbelievethatgovernmenthavean
obligationto ensurethat thereareeffectivequality assurancesystemsin placeperhaps
throughan accreditationsystemfor HACC providersto ensurethat thereis additional
protectionbuilt into the systemfor consumers.

8. Respite services

Therespitebedsavailablein thenursinghomesarenearlyalwaysfull anddifficult to
access— thereis a needfor morenursinghomerespitebeds.In additionthereneedsto be
otherrespiteoptionssuchascommunitybasedrespitehousesrunby community
organisations.

9. Nursing HomesI Hostelsand retirement villages

Thereareinsufficientnursinghomeandhostelbedsin Alice Springsto meettheneedsof
thecommunity.If theratio is adequateaccordingto thecurrentformulathenthe formula
is not adequate.If theagelimit thatwasusedin the formulafor AboriginalpeoplewasSS
insteadof 65 thenthismaygo someway in allowing for the increasedneedpercapitafor
nursinghomeandhostelbedsfor Aboriginalpeople.

In additionto nursinghomeandhostelsbedsthereareno retirementvillagesin Alice
Springs.Giventhesmall numberofnon Aboriginalold peoplewho stayin Alice Springs
andthe level ofpovertyin theAboriginal communityit is unlikely thatprivatecapital
alonewill build sucha village. It maybe appropriatefor governmentfundingto support
sucha developmentin Alice Springsto provideanotheralternativefor olderAboriginal
people.
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1O.Incomesupport

In view of thedemographicsof theAboriginalpopulation,thepoorlife expectancyand
thehighburdenof multiple chronicdiseasesamongstolderAboriginal peopleCongress
believesthat theAgeof SSshouldbecometheuniversallyacceptedentrypointfor
eligibility all AgedCareprogramsandthepension.

11.Carers

Thereneedsto be bettertrainingandwagesfor carersalongwith accreditationand
quality assurancesystems.

12.Transport

Serviceprovidersneedto be resourcedto providetransportotherwisethisbecomesa

majorrole for healthprofessionalsworkingin agedcareprograms.

13. Social determinants of health I socialrisk factors

It is importantto realise that unfortunatelythesesocial determinantsare very often a
chronicreality for Aboriginal patients.This equally appliesfor patientson the FAAD-
program.

a) Poorhousingj(overcrowding,poormaintenance).Thereis not enoughpublic
housing.It is difficult for Aboriginalpeopleto obtainprivatesectorhousing.
Overcrowdingandpoorlymaintaineddwellings arecommonproblems:these
causeskin conditionswith potentiallyseriouscomplications(acuterheumatic
fever,with resultingrheumaticheartdisease)andworminfestationswith equally
potentiallyseriouscomplications(anaemia,respiratoryproblems).It is alsovery
difficult to find vacanciesfor patientswho needtemporary(respite)or permanent
placementin a nursinghome.

b) Employment/ Incomesupport/ financialproblems:thereis a lackofemployment
opportunitiesfor Aboriginalpeopleandmanyolderpeoplearenot ableto access
adequateincomesupport.

c) Alcohol- & nicotine-dependence

d) Communication.MostAboriginalpeopleappearto understandEnglishreasonably
well, but especiallyamongstthe older patients (FAAD), there are definitely
communication-barriers,especiallywith regard to medico-technicaljargon and
colloquial medicalEnglish.

e) Pooreducation_isanotherbarrier.
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f) Poor(self-)care/ (self-)management is a problemfor approximatelyhalf
of the FAAD-patients. It is important to realise the importanceof cultural
obligations and the fact that many patientssuffer from a breakdownof their
traditionalwayofliving.

g) The impact of emotional stress and grief, as a result of poverty, cultural
dissimilation & detachment,accumulationof medicaland socialproblems,death
of relatives,... is not to beunderestimated.

h) Underweight/ Malnutrition: this is oneof thepossibleoutcomesof someof the
above-mentionedsocialdeterminants/ socialrisk factors,for someof theFAAD-
patients.
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