	
	


	
	



11
Disability within the Indigenous community

Do not delete this return as it gives space between the box and what precedes it.
	Key points

	· After correcting for differences in age structure, Indigenous Australians have a profound or severe core activity limitation at around 2.2 times the rate of non-Indigenous Australians. In part, this is driven by socio-economic disadvantage and exposure to risk factors such as smoking, high body mass, physical inactivity, poor nutrition and substance abuse.

· There is some scope for the National Disability Insurance Agency, in cooperation with government agencies and local communities, to attempt to address the high rate of disability among Indigenous Australians through prevention measures and early intervention. However, addressing the socio-economic disadvantage that underlies the higher rate of disability among Indigenous Australians is an issue for all of Australian society and requires a long term whole-of-government approach.

· Indigenous Australians also face significant barriers to accessing disability support services. This occurs due to social marginalisation, concern about approaching government agencies, cultural attitudes towards disability and services that are not mindful of cultural differences.

· These barriers to service delivery access suggest that a purely market based service delivery system would not deliver adequate care and support to Indigenous people with a disability, particularly in remote communities. While Indigenous Australians will have access to individual support packages on the same basis as non-Indigenous Australians, it may also be necessary to block fund some service providers in order to overcome the additional barriers that Indigenous Australians face.

· A number of strategies can be used to improve accessibility of services for Indigenous people, including embedding services within local communities, employing Indigenous staff and developing the cultural competency of non-Indigenous staff.

· In remote communities, disability support services are practically non-existent (beyond basic HACC and limited mobile respite and allied health programs). Remoteness, poor infrastructure, lack of housing, and in some cases security issues will present a long term challenge for the NDIS — and improvement in service capability will depend in large part on broader government initiatives in this area. Even with considerable increases in resources, in some communities, progress will be slow. Flexibility, regionally based staff, locally determined strategy, and ongoing and open program evaluation will play an important role in improving the disability supports in remote communities.

	

	


Indigenous Australians have high rates of disability but access relatively few services or supports. The consequences of this are compounded by broad socio‑economic disadvantage and the geographical isolation that many Indigenous Australians experience. This chapter highlights the importance of addressing Indigenous disability in a way that is respectful of Indigenous culture, tradition and contemporary circumstances. It provides a starting point for developing a strategy to best support Indigenous Australians under the National Disability Insurance Scheme (NDIS). It does so by examining

· the extent and nature of Indigenous disability (section 11.1)

· some factors underlying Indigenous rates of disability and preventing the uptake of existing supports (section 11.2)

· some of the options available to the National Disability Insurance Agency (NDIA) in response to this challenge (sections 11.3 to 11.5).
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A snapshot of Indigenous disability

It is very difficult to provide an accurate depiction of disability within the Indigenous community. Prior to the 2002 National Aboriginal and Torres Strait Islander Social Survey (NATSISS), there were no national surveys of Indigenous disability. Two further data collections have occurred since this time, the 2006 Census and the 2008 NATSISS. However, there is reason to suggest that these surveys understate the extent of disability amongst Indigenous Australians.

First, surveys of Indigenous Australians are affected by higher rates of non-response. The estimated undercount (not responding to the Census at all) in the 2006 Census was 2.7 per cent for non-Indigenous Australians and 11.5 per cent for Indigenous Australians (ABS 2006a). In addition, the non-response rate for the question about the need for assistance was 2 per cent for non-Indigenous Australians and 7 per cent for Indigenous Australians (ABS and AIHW 2008). This reduces the general accuracy of the estimate of disability and can also introduce sample selection bias. For example, if Indigenous people with a disability are less likely to respond to a survey than those without a disability, then the overall disability rate will tend to be underestimated.

Second, some Indigenous Australians find the concept of disability hard to understand or irrelevant (this is discussed further below), reducing the likelihood that the surveys accurately recorded disability. For example, the First Peoples Disability Network suggested that ‘in traditional language there was no comparable word to disability which suggests that disability may have been accepted as part of the human experience’ (sub. 542, p. 8).
 

While the existing data may tend to understate the problem, they still suggest that disability is a serious issue for Indigenous Australians. There are two main dimensions to this:

· the reported rate of disability is considerably higher for Indigenous Australians than non-Indigenous Australians

· Indigenous Australians face greater barriers to accessing disability supports than non-Indigenous Australians.

Disability amongst Indigenous Australians

It is estimated that there are around 26 000 Indigenous Australians with a profound or severe core activity limitation (ABS 2010d).
 Indigenous Australians between the age of 15 and 24 require assistance with a core activity at around twice the rate of non-Indigenous Australians, and this gap tends to widen as they grow older (figure 11.1). After standardising for differences in age structure, estimates based on the 2008 NATSISS and the 2007-08 National Health Survey suggest that Indigenous Australians have a profound or severe core activity limitation at around 2.2 times the rate of non-Indigenous Australians (ABS 2010d).

Figure 11.
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Has a profound/severe core activity limitation by age, 2008
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Data source: ABS, The Health and Welfare of Australia’s Aboriginal and Torres Strait Islander People, Cat. no. 4707.0, October 2010.

Indigenous Australians were more likely to require assistance with a core activity than non-Indigenous Australians in all states and at all levels of remoteness. The gap is greatest in the Northern Territory and Western Australia, and in remote and very remote areas (figure 11.2).

A range of health conditions and disabilities underlie the aggregate rate:

· Indigenous Australians in non-remote areas are around 50 per cent more likely to have a physical disability and three times as likely to have an intellectual disability (ABS 2010d)

· Despite comprising only 3.8 per cent of the Western Australian population, Aboriginal children make up 8.4 per cent of all children born there between 1980 and 1999 with cerebral palsy (sub. 290, p. 3)

· Indigenous children (under 15) are 3.8 times more likely to be deaf (SCRGSP 2009 - Table 5A 7.1). Over 70 per cent of Indigenous children in remote communities suffer from chronic otitis media that can cause permanent hearing loss and inhibit language and literacy development. (Department of Education and Training, WA 2006)

· In non-remote areas, Indigenous people are twice as likely to be obese as non‑Indigenous people (SCRGSP 2009)

· Indigenous Australians are almost 12 times as likely to be hospitalised for care involving dialysis (SCRGSP 2009)

· 28.2 per cent of Indigenous Australians self-reported their health as fair/poor, as compared with 14.5 per cent of non-Indigenous Australia’s (ABS 2008c).

Figure 11.
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Needs assistance with a core activity, 2006

	By state
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Data source: SCRGSP (2009).

Considerable resources are dedicated to supporting Indigenous Australians with a disability. In 2001-02 a total of $95.7 million was spent on Indigenous welfare services (CSTDA funded disability services and HACC). This represents 3 per cent of total expenditures and around 30 per cent more was spent on Indigenous Australians per person, than non-Indigenous (table 11.1). However, given the higher rate of disability and multiple disability, as well as the significantly higher costs involved in servicing remote Indigenous communities, it is likely that this level of expenditure is still associated with significant under-servicing.

Table 11.

 SEQ Table \* ARABIC 1
Total recurrent expenditure on support services for people with a disability by Indigenous status, 2001-02

	
	Expenditure ($m)
	Expenditure per person ($)

	
	Indigenous
	Non-Indigenous
	Indigenous Share
	Indigenous
	Non-Indigenous
	Ratio

	Total welfare services for people with a disabilitya
	95.7
	3,013.90
	3.1
	208.66
	159.01
	1.31

	CSDA services 
	
	
	
	
	
	

	Accommodation
	37.2
	1,374.80
	2.6
	81.22
	72.53
	1.12

	Community support
	16.9
	282.2
	5.6
	36.76
	14.89
	2.47

	Respite
	9.1
	142.4
	6
	19.84
	7.51
	2.64

	Community access
	6.7
	292.3
	2.3
	14.72
	15.42
	0.95

	Employment
	5.1
	256.2
	2
	11.11
	13.51
	0.82

	Other
	11.2
	322.7
	3.3
	24.33
	17.02
	1.43

	Other services
	
	
	
	
	
	

	HACC
	8.7
	208.9
	4
	18.93
	11.02
	1.72

	Australian Government rehabilitation services
	0.7
	103.3
	0.7
	1.53
	5.45
	0.28

	Low-level residential care
	0.1
	31
	0.3
	0.23
	1.64
	0.14

	Health-related ACCHS servicesb
	13.7
	1.7
	89.1
	29.87
	0.09
	339.24

	
	
	
	
	
	
	


a Includes Australian Government administrative costs, excludes state and territory administrative costs, concession expenditure and services for older people. b Excludes state and territory government expenditure on Aboriginal Community Controlled Health Servicess.

Source: AIHW 2006, Expenditures on health for Aboriginal and Torres Strait Islander peoples, 2001-02.

Use of services

The main source of data on the use of disability support services is the Disability Services National Minimum Data Set (DS NMDS)
. The DS NMDS suggests that, given the underlying population with a disability, less Indigenous Australians with a disability use accommodation and community access services than non-Indigenous Australians.
 However, the gap is relatively small (figure 11.3). Use of community support services appears greater for Indigenous Australians than non-Indigenous Australians (SCRGSP 2011).

Figure 11.
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Users of state and territory administered CSTDA funded services, 2008-09
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Data source: (SCRGSP 2011). 

This is somewhat at odds with the broad anecdotal evidence that Indigenous people with a disability face significant barriers when trying to access support (particularly in rural or remote settings) and are marginalised within the disability sector more generally (First Peoples Disability Network, sub. DR1047; p. 19, Ros Madden et. Al, sub. DR942, p. 14; Aboriginal Disability Network 2007; NSW Ombudsman 2010; Stopher and D’Antoine 2008,). This view was echoed in consultations between the Productivity Commission and State and Territory government agencies, as well as Indigenous-focused service providers.

The DS NDMS may inadequately reflect Indigenous Australians’ access to disability services (or conceal the barriers that some Indigenous Australians face): 

· as noted above, it is likely that the estimated number of Indigenous people with a disability significantly understates the real figure. If this is the case, the rate that Indigenous Australians access services will be overstated.

· there are wide variations in Indigenous service use by state, suggesting that access may be more of an issues in some areas than others (notably access is relatively low in New South Wales and relatively high in Victoria).

11.
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Challenges to supporting Indigenous Australians with a disability

High level of Indigenous disadvantage

Indigenous disadvantage across a range of indicators is broad in scope, profound and entrenched. In addition to higher rates of disability and chronic disease described above, gaps persists between non-Indigenous and Indigenous Australians in terms of life expectancy, child mortality, education attainment, income, employment and interactions with the justice system. Socio-economic disadvantage interacts with disability in a circular fashion (SCRGSP 2009). On the one hand, socio-economic factors contribute to the higher incidence of disability in the same way as they do in other disadvantaged groups in society. For example, low education attainment is linked to a higher rate of smoking, excessive alcohol consumption and poor nutrition amongst Indigenous Australians (ABS and AIHW 2008). These risk factors increase the chance of acquiring a disability. On the other hand, disability entrenches socio-economic disadvantage. For example, Indigenous children with hearing loss suffer poorer education outcomes, which in turn limits their employment and income prospects.

Both socio-economic disadvantage, and higher levels of exposure to risk factors (such as tobacco, alcohol and violence) have been linked to the history of dispossession and marginalisation that has contributed to the breakdown of traditional family or societal structures, feelings of loss or despair and the social dysfunction that afflict some Indigenous communities (Salvatori 2010; Bostok 2004; First Peoples Disability Network, sub. 542, p. 7). Indigenous Australians are twice as likely (on average) to engage in or be exposed to a range of activities that that can lead to disability, including smoking, binge drinking, using illicit drugs, and being victims of violence. Indigenous Australians are also more likely to be physically inactive and subject to more than one of these risk factors (ABS and AIHW 2008).
 These risk factors explain a large proportion of the difference in health outcomes and rate of disability between Indigenous and non-Indigenous people (table 11.2).

Table 11.
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Risk factors contributing to the difference in Disability Adjusted Life Yearsa between Indigenous and non-Indigenous Australians

	Risk Factor
	Percentage contribution to the gap in DALYs between Indigenous and non-Indigenous Australians

	
	

	Tobacco
	17.4

	High body mass
	15.9

	Physical inactivity
	11.6

	High blood cholesterol
	7.1

	Alcohol
	6.8

	High blood pressure
	5.7

	Low fruit and vegetable intake
	5.1

	Illicit drugs
	3.8

	Intimate partner violence
	3.3

	Child sexual abuse
	1.5

	Unsafe sex
	1.6

	11 Risk factors combinedb
	48.5

	
	


a Disability Adjusted Life Years are a measure of the burden of disease that takes into account the effect on life expectancy and the amount of time spent with a disability. b This estimate takes account of the combined causal pathways between many of these risks factors, and thus is lower than the sum of each effect considered in isolation.

Source: Calculations based on Vos et al. 2003.

Social marginalisation and mistrust of government agencies and service providers

Numerous participants in this inquiry noted that negative experiences within communities and with government agencies or service providers can make Indigenous Australians with a disability reluctant to seek support. As noted in the NSW Ombudsman’s report:

For Aboriginal people, a collective legacy of negative experiences with mainstream agencies and services has led to a significant degree of fear and mistrust. (2010, p. 27)

This issue was also noted at the first state conference of the Aboriginal Disability Network of New South Wales:

Some Aboriginal people retain the fear that their children will be removed by government authorities. Furthermore that Aboriginal children remain over represented as wards of the state and that Aboriginal children with disability and Aboriginal parents with disability remain vulnerable to this fact. (Aboriginal Disability Network 2002, p. 8)

Even in the absence of specific negative experiences, Indigenous Australians may be reluctant to seek services because of a general sense of social exclusion, or a feeling that services are there for white people and not them. Hepburn (2005) relates the following view from a rural worker:

Indigenous people in rural country areas don’t feel they are part of, or are welcome, in the rural towns. They feel that mainstream services do not or are not willing or able to provide a service for them. If they need assistance or support they are afraid to ask for help or they feel that it would be a waste of time and effort. Many people have a defeatist attitude towards services. They are more likely to say things like ‘They won’t help me’. (p. 20)

Similarly, Stopher and D’Antoine (2008) quoted one participant in their study who stated ‘Aboriginal people are reluctant to use services as they feel they are for whitefellas’ (p. 13). 

In other situations, some mainstream providers may be unwilling to take on Indigenous clients because they feel there are specialised services funded to do so (NSW Ombudsman 2010, p. 30).

Indigenous perceptions of disability

Some Indigenous Australians, particularly those living a more traditional way of life, have a different perception of disability to non-Indigenous Australians (First Peoples Disability Network, sub. 542, p. 8). Indigenous views on disability are diverse, matching the diversity of Indigenous cultures and beliefs, the diversity of individual lived experience with disability and individual’s economic and social standing (Senior 2000). Nevertheless, two frequently cited generalisations about Indigenous perception of disability may be relevant to the delivery of disability support services in some areas:

· some Indigenous people may not have a general concept of disability, which can result in under-reporting (as noted above) and, potentially, under utilisation of the available supports from government or service providers

· some Indigenous communities view some types of disability (such as congenital disabilities) as a consequence of ‘marrying wrong’ (First Peoples Disability Network, sub. 542. p. 8), or attribute it to supernatural causes stemming from eating certain foods or doing certain activities while pregnant (Senior 2000). Where such views are prevalent, Indigenous Australians with a disability, or their carers, may be too ashamed to seek support and communities may be less cooperative with service providers generally.

Like many groups in Australia, Indigenous Australians have a strong cultural belief that it is the responsibility of family to provide care and support. As noted by O’Neill, Kirov and Thomson (2004), ‘throughout Australia — in remote, rural and urban areas — most Indigenous people with a disability were, and are, cared for within their extended family’. This presents a particular challenge for supporting Indigenous Australians with a disability. On the one hand, a core component of a ‘good’ disability system is respecting the wishes of people with a disability and those who care for them — including the cultural beliefs about the appropriate role of family. On the other hand, there is a risk that assumptions about Indigenous family care could result in an excessive burden of caring, and/or inadequate levels of care. This is a particular issue when families’ capacity to offer care and support is affected by socio-economic disadvantage (such as poverty), carers’ own health problems, family breakdown or social dysfunction. The death of Kate Bugmy in 2007 presents a tragic example of this. As noted by State Coroner Mary Jerram (2010):

The extreme disabilities with which Kate Bugmy was born required fulltime care, with which her family struggled to cope, staunchly resisting alternative, outside care. Although that resistance clearly arose from love, it came at a price and may not have been best for Kate, at least in her later years. (p. 11)
Cultural competence

The norms, beliefs and expectations embodied within a culture have value within their own right. They also make it easier for people within a cultural group to communicate, and for human interaction and ordinary social exchange to take place (including marketplace exchange). Conversely, people from different cultural backgrounds may find such interactions more difficult and miscommunication more frequent. Many Australians who identify as Aboriginal or Torres Straight Islander experience little difficulty in understanding or interacting with non-Indigenous Australians, including those providing disability support services. However, in some cases, differences in cultural background between service providers and Indigenous Australians can form an impediment to effective delivery of support services. Indigenous culture is diverse (meaning cultural competence within one area may not be relevant to another), but some commonly identified areas where cultural differences impact on the delivery of disability support services include:

· perception of disability (discussed above)

· relationship to traditional language

· triggers and responses to shame (O’Neill, Kirov and Thomson 2004; Jenkins and Seith 2004)

· rules governing the interactions between men and women, and within kinship systems (SNAICC 2010)

· styles of communication, including the use of eye contact, protocols around talking and listening, silence within conversations, and appropriate ways of requesting information (Pheonix consulting, sub. 311, p. 1; Jenkins and Seith 2004; McConnel 2010; SNAICC 2010).

Such cultural differences can result in service offerings that are not attractive to Indigenous Australians,
 or misunderstandings that give Indigenous Australians a negative impression of disability support services. It can also make service providers tentative about proactively seeking Indigenous clients. As noted by Regan and Harriden (2008):

In general, non-Aboriginal service providers appeared to be anxious about their ability to engage with Aboriginal people and services in a culturally appropriate manner. This idea is perhaps best summed up by a respondent who noted that the “fear of ‘doing the wrong thing’ by non- Aboriginal service staff” was one of the dominant issues limiting their work with Aboriginal communities. (p. 14)

Conversely, some Indigenous Australians who want to engage with the disability system may be constrained by a lack of knowledge about the necessary requirements (such as paper work and personal information), or lack confidence or understanding of their rights or entitlements. 

Salvatori (2010), describes how the feeling of cultural misunderstanding, combined with broad disadvantage and negative past experiences can be a powerful deterrent to seeking support:

When accessing mainstream services, the effects of trans-generational trauma can be evidenced when clients feel inferior, shamed, misunderstood, not educated enough and feel that they have no voice. Aboriginal people have different ways of communicating and thinking and feel that the Aboriginal ‘way of being’ is not understood. Feelings of intimidation, racism and fear due to past history often stand in the way and keep our clients from using mainstream services. Many do not feel safe.

Remoteness

In 2006, around a quarter of Indigenous Australians lived in remote or very remote areas, compared to around one per cent of non-Indigenous Australians (figure 11.4). There is significant variation across jurisdictions. For example, Victoria had a relatively urban Indigenous population, with 84 per cent living in a major city or inner regional area.
 Conversely, around 80 per cent of Indigenous Australians in the Northern Territory and 42 per cent of in Western Australia, lived in remote or very remote areas – typically in discrete Indigenous communities. There were 1187 such communities in Australia and almost three quarters of these have a population of less than 50 people (only 17 communities have more than 1000 — ABS 2006c).

Figure 11.
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Proportion of the population by remoteness area, 2006
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Data source: ABS, Experimental Estimates of Aboriginal and Torres Strait Islander Australians, Cat. no. 3238.0.55.001, 2009.

While improving in many areas, some communities (particularly smaller ones) lack basic services and infra-structure. For example, only 21 per cent had a primary school within the community, 23 per cent were connected to state and territory electricity grids, 28.4 per cent had organised rubbish collection and 53 per cent report had public access to a telephone (ABS 2006c).
 This lack of infrastructure, along with key shortages in housing and the difficulty in attracting outside staff to work in remote locations presents a profound challenge for service delivery.

In effect, remoteness reduces the scope of the services that can be delivered, and dramatically increase their costs. In some communities, only basic HACC and visiting services are available (for example for respite or specialists). This approach cannot provide adequate support for people with a high level or complex needs on an ongoing basis and Indigenous Australians with disabilities will sometimes need to move to regional centres, or even major cities, to receive the supports they need. However, as many Indigenous Australians have a strong bond with both the land and their local community, they may be very reluctant to do so.

Language barriers

For many Indigenous Australians, particularly in remote areas and among older people, language can be a barrier to accessing services, or can lead to misunderstandings or ineffective service provision. For some Indigenous Australians, English was not the first language learnt, nor is it the main language used. In other areas, local varieties of English are spoken, which can also make communication difficult. The NATSISS (ABS 2008c) suggests that around 11 per cent of Indigenous Australians aged 15 and over speak an Aboriginal or Torres Straight Islander as their main language overall, and around 40 per cent in remote areas. Nevertheless, Census (ABS 2008e) data suggests that, of those who spoke an Indigenous language at home in 2006, most report being able to speak English well or very well (around 80 per cent).
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Addressing the high rate of Indigenous disability

The most important issue surrounding Indigenous disability is its relatively high incidence compared with the non-Indigenous population. This gap is driven by complex combination of socio-economic disadvantage and exposure to a broad range of risk factors (such as smoking, binge drinking, obesity, substance abuse and violence). Addressing Indigenous disadvantage has been a longstanding (and so far largely unsuccessful) policy objective of a broad range of government initiatives. This effort was formalised in 2008, in the form of the COAG agreements that make up ‘Closing the Gap’ — a whole of government initiative. This commits governments to working toward reducing Indigenous disadvantage as revealed through a set of specified indicators. Closing the Gap is aimed at providing greater transparency and accountability of government, greater coordination of effort, increased and more consistently maintained resources, and improving the knowledge base (box 11.1).
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 SEQ Box \* ARABIC 1
Closing the Gap

	The Closing the Gap initiative is a joint effort by all levels of government to reduce the disadvantage experienced by Indigenous Australians. It is underpinned by a set of agreements by the Council of Australian Governments (COAG) to work towards reducing the disparity revealed by a set of specific indicators within a nominated time frame. The National Indigenous Reform Agreement (NIRA) commits COAG to:

· closing the life-expectancy gap within a generation

· halving the gap in mortality rates for Indigenous children under five with a decade

· ensuring access to early childhood education for all Indigenous four year olds in remote communities within five years

· halving the gap in reading, writing and numeracy achievements for children within a decade

· halving the gap for Indigenous students in Year 12 (or equivalent) attainment rates by 2020

· halving the gap in employment outcomes between Indigenous and non-indigenous Australians within a decade.

NIRA also contains the over-arching framework for Closing the Gap, including the service delivery principles that should be adhered to and the basic ‘building blocks’ that governments should focus on in order to make progress on the Closing the Gap targets. These are early childhood, schooling, health, economic participation, healthy homes, safe communities and governance and leadership.

These objectives are pursued through a number of specific agreements that ‘commits governments to a common framework of outcomes, progress measures and policy directions’ and ‘builds on current initiatives, address shortfalls and in many cases provide significant additional funds’ (FaHCSIA 2011c). These agreements relate to health, housing, early childhood development, economic participations, remote service delivery, remote internet access, and closing the gap in the Northern Territory.

While this is a long-term initiative, there is early indications of improvement in some of the key targets. For example, high school retention rates have increased over the last 10 years, the proportion of Indigenous Australians aged 15-64 with a job has risen over the last 5 years and the gap in child mortality rates has been declining.

	Source: (FaHCSIA 2011c).

	

	


This raises the question as to the appropriate role of the NDIS, given the whole-of-government approach of the Closing the Gap initiative. As noted by the First People’s Disability Network (sub. DR1047, p. 22) Closing the Gap does not target disability directly and many of its objectives are clearly beyond the scope of the NDIS. However, some health care and public health initiatives are complimentary to the objectives of the NDIS. Specifically, part of the function of the proposed NDIA is to fund early intervention and prevention approaches in areas where there is robust evidence of both effectiveness and cost effectiveness (chapter 13). The relatively high rate of disability, largely arising from identifiable (and avoidable) risk factors, suggests that the opportunities for early intervention and preventative measures that meet this criteria are likely to be more common among the Indigenous community.

Reducing the ‘disability gap’ over the long-term is in the financial interest of the NDIS, but, more importantly, would also dramatically improve the opportunities and quality of life for many Indigenous Australians. As expressed by the Australian Medical Association:

The AMA considers many of the behavioural risks underlying serious acquired disability and congenital disabilities among Indigenous people to be amenable to individual health literacy education, and building community-level capacities to deal preventively with health and injury issues…. Given the burden of disability, the long term benefits of prevention are substantial, and should be viewed as a sound investment… (sub. DR875, p. 3)

While the NDIA would not be a frontline provider of programs to reduce the incidence of preventable disability, in cooperation with other government agencies (such as the Australian National Preventive Health Agency), there is merit in it strategically funding preventative measures with an Indigenous focus. This should be complemented with transparent evaluation of the success of funded programs. Similarly, there is also value in the NDIA funding or conducting research specifically directed towards the prevention or treatment of conditions that are pervasive in the Indigenous community and could potentially result in long term disability.

For example, health initiatives targeting otitis media (which can lead to deafness) among Indigenous children could potentially decrease the rate of disability and have important socio-economic flow on effects (such as improved educational outcomes). The NDIA, in co-operation with Indigenous communities, state and territory health agencies and Australian Hearing, could expand initiatives aimed at reducing the incidence of otitis media in children through:

· Indigenous community led ear health education programs

· early intervention through mobile ear health clinics

· other types of preventative interventions with demonstrated benefits, such as the provision of swimming pools in local schools and communities (SCRGSP 2009)

· conducting (or funding) and publishing research on the relative success of different approaches in improving ear health.

As with early intervention programs more generally (chapter 13), delineating responsibility and collaborating with health, education and other programs would be an ongoing challenge for the NDIA. The large number of Indigenous specific programs, and the political sensitivity they are sometimes associated with, magnifies the difficulty of effective coordination. It would obviously be undesirable for the NDIA to duplicate the efforts of existing agencies with greater expertise, or to run programs that are inconsistent or conflict with existing ones. Nevertheless, the magnitude of potential long-term benefits associated with reducing the rate of Indigenous disability warrant active targeting by the NDIA.

Recommendation 11.1

The NDIS should provide funding for implementation, research and transparent evaluation of early intervention initiatives

· but to avoid duplication, should cooperate with the wide range of agencies and programs already targeting the preventable risks that generate higher rates of disability among Indigenous Australians. 
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Improving support to Indigenous people with a disability

While the obstacles to service delivery described in section 11.2 are frequently noted in the literature, there is no clear guide as to how prevalent or important they are in practice. For health services, it appears that scarcity and proximity are more important issues than mistrust or culturally inappropriate services (table 11.3).

To the extent that this holds true for disability services, the increased resources under the proposed NDIS, combined with support from local area coordinators (those in rural areas will be supported with regional NDIS offices) and advocacy groups, will bring about a dramatic increase in the supports they receive. The increased choice and flexibility of the proposed scheme will empower many to seek out the supports that best suit their individual situation (particularly in major cities or inner regional areas). 

Table 11.
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Types of problems faced by Indigenous Australians aged 15 years and over seeking health services, 2008

	
	Non-Remote
	Remote

	
	%
	%

	Waiting time too long/not available when needed
	55.0
	33.2

	No services in the area
	27.3
	50.9

	Not enough services in area
	34.0
	47.1

	Transport/distance
	24.7
	45.8

	Cost of service
	37.5
	16.5

	Don't trust services
	7.3
	5.6

	Services not culturally appropriate
	5.5
	4.7

	
	
	


Source: ABS and AIHW (2008). 

Nevertheless, the cultural appropriateness of disability services and perceptions of government, service providers and the NDIA itself may become relatively more important as shortages in the disability sector are eased. It is not clear that the proposed consumer choice model would, on its own, adequately facilitate the delivery of such services. This will be particularly true in remote areas where the absence of service providers precludes meaningful choice. Beyond this, in both rural and urban settings, socio-economic disadvantage, marginalisation and a lack of culturally appropriate services are major barriers inhibiting many Indigenous Australians from accessing the services and supports available to them and exercising their consumer rights effectively.

For this reason, block funding the provision of disability support services specifically focussed on ensuring Indigenous people with a disability can access the supports they need, is likely to remain a feature of the disability system under the NDIS, at least over the short to medium term. However, this should not imply a reduction in choice for Indigenous Australia with a disability. Where non-blocked funded or mainstream disability support providers exist (i.e providers that are not specifically focussed on Indigenous clients), the NDIA will need to be mindful that Indigenous people are not be prevented from accessing them if they want to. (And conversely that non-block funded providers are not discouraged or disadvantaged in providing services to Indigenous Australians.)

In order to make good funding decisions and provide guidance for service providers, the NDIA will need to develop an understanding of the characteristics of effective service delivery to Indigenous Australians. While the experience of state and territory government agencies will be a valuable source of expertise, the Commission recognises the difficulty and complexity of this task. There are no easy or comprehensive answers. Moreover, it is often unclear how broadly the lessons from local solutions can be applied — often solutions will be specific to the circumstances of individual communities and place based planning will be the appropriate approach.

Nevertheless, there is a small but growing literature describing the basic strategies that can assist in meeting the needs of Indigenous people, including: embedding services within the community; employing indigenous staff; and improving the attractiveness and appropriateness of services through cultural awareness training. These strategies will be important in both urban and rural settings and are discussed in the next section. While these strategies are also relevant to improving disability support in very remote communities, the challenges obstructing effective service provision are greatly magnified in these areas. As such some additional issues that should be considered in very remote communities are also discussed. 

Embedding services within the community

The extent to which disability services are ‘in and of’ the Indigenous communities they serve is a critical factor to their acceptance and success. The capacity of not-for-profit providers to be representative of the communities they serve suggest they may have an advantage over government run services in this area (PC 2010a), particularly given the reservation that some indigenous people have about government run services. Acceptance is likely to be highest where service providers are effectively managed and staffed by the Indigenous community themselves. 

There is no single formula for growing a successful community based organisation — in practice they tend to emerge organically and often serendipitously based on the efforts of talented and motivated individuals. Nevertheless The NDIA has a number of potential tools that it could use to assist existing organisations or promote new ones. Primarily, it can provide block funding to community run organisations (for example with a board comprised of or including local Indigenous people) that have a record of effective service delivery, and fulfil the requirements of entry onto the NDIA approved provider list (chapter 10). Similarly, new organisations that have sufficient managerial expertise and can satisfy probity and governance requirements could be listed and funded by the NDIA. Where there is community support but a lack of expertise, the NDIA could promote the development of such organisations through:

· direct training and capacity building

· funding for larger established providers to provide managerial oversight to community based operations (staffed by community members) with the objective of building administrative and organisational capacity and governance structures over the long term

· funding for other successful indigenous run organisations (including outside of disability service provision) to mentor and oversee the emergence of local community based disability support organisations.

For other service providers, establishing trust and rapport with Indigenous communities will often be a long-term task involving integration into the social, political and economic activities of the community (NDS 2010; Gilroy 2008). While there is no one way to achieve this, some commonly identified strategies include:

· establishing relationships with other Indigenous services providers, schools, medical centres, regional advocacy organisations, aged care and HACC providers. In particular, in remote communities Aboriginal Medical Services
 may be a hub of ‘community activity, connection and organisation’ – making them a useful contact point for newly established disability support service providers (SNAICC 2010, p. 41). However, an evaluation of coordinated care trials suggested that the effectiveness and community acceptance of these organisations themselves can be mixed (DoHA 2007)

· raising awareness of what the NDIS is, the supports service providers can offer (and the boundaries to these supports) and promoting a better understanding of disability within the indigenous community itself. The NDIA, service providers and advocacy groups such as the First Peoples Disability Network and their members will all have a role in this. This will be particularly important prior to the roll of the NDIS but will also need to be an ongoing effort (for example by service providers participating in local events and community meetings)

· using existing networks, getting referrals from trusted sources within the community and establishing a mechanism through which ongoing communication with key elders, community workers and other service providers can occur (Regan and Harriden 2008). For example, some states have Indigenous advocacy organisations comprised of networks of Indigenous people with disabilities and service providers that may be able to assist with this

· effective and authentic consultation with the community.
 This includes listening and where possible basing the service offering on their expressed needs, rather than existing service models. For example, the First People’s Disability Network points to a case where all one community wanted was a wheelchair accessible bus so some of its members could do shopping and attend doctors appointment in a regional town, but instead received HACC and range of other services (sub. 1047, p. 25). The Community Health Committees used in the Sunrise Health trial is a useful example of how community need was expressed to service providers on an ongoing basis (DoHA 2007)

· developing an understanding of local community. This includes community and family structure, the identification of influential community members and elders and an awareness of community politics and factions (NDS 2010).

Indigenous staff

The value of Indigenous staff to service providers and their clients is widely acknowledged (O’Neil, Kirov and Thomson 2004). Gilroy (2008) outlines a number of reported benefits to service providers from having Indigenous staff, including:

· increased-cross cultural awareness of the organisation

· greater awareness of local indigenous issues (both cultural and political)

· greater capacity to network with Aboriginal community services and develop programs that effectively target and cater for Indigenous clients.

While hiring Indigenous staff members may lead to complications arising from broader community tension in some areas (for example between kinship factions
), overall the presence of Indigenous staff appears to have a strong affect on use of services by Indigenous people (NDS 2010, p. 28). Similarly, the NSW Ombudsman (2010) states:

While it is a myth that Aboriginal people will not utilise mainstream services simply because they do not employ Aboriginal staff, it is clear that employing Aboriginal workers is one of the most effective ways for organisations to demonstrate that they welcome Aboriginal clients and are capable of providing culturally responsive services. (p. 23)

For this reason, there is merit in both the NDIA (for example as local area coordinators attached to regional NDIS offices as well as assessors), and service providers in communities with substantial Indigenous populations, establishing dedicated positions for Indigenous people within their organisations. Indeed, many NGO service providers are actively seeking to increase their Indigenous workforce already – for example Life Without Barriers has independently set, and met, targets for Indigenous employment, which now makes up 3 per cent of their workforce (Life Without Barriers 2010).

Success in recruiting Indigenous staff is dependent on a number of factors, such as reputation in the community (NDS 2010) and whether there are already Indigenous staff within the organisation (Gilroy 2008). The NDS (2010) provided a number of recommendations to assist recruitment, including having Indigenous Australians on the recruitment panel, working with Aboriginal job network services and offering traineeships. Gilroy (2008) argued that a lack of skills or qualifications are common barriers to recruiting Indigenous Australians and suggested a greater role for government to assist service providers with the costs of training and development.

Working conditions can also be difficult for Indigenous staff, which can cause problems with staff retention. This has a number of facets:

· Indigenous staff being ‘pigeon holed’ into positions that solely deal with indigenous communities. This can reduce career opportunities and impact upon workplace satisfaction (NDS 2010).

· A shortage of Indigenous staff can result in them being overloaded with work, which, combined with cultural expectations, can lead to staff working significant unpaid overtime (Hepburn 2005).

· Indigenous staff may be caught between the conflicting demands of their employers and their community. For example, community members may ask Indigenous staff for things that agency policy forbids from providing, such as money, transportation or simply taking the time to visit elder groups and socialise with Aboriginal community members while at work (O’Neil, Kirov and Thomson 2004; NDS 2010). However, refusing such requests may undermine their standing in the community.

· Standard working conditions may be difficult to reconcile with personal cultural responsibilities (such as attending funerals). Conversely, Indigenous staff who can access more flexible working conditions may experience friction with non-Indigenous staff, who feel they receive preferential treatment (NDS 2010).

Appreciating the additional pressures that Indigenous staff may be facing will be an important factor in developing strategies for staff retention. Beyond this, the NDS (2010) also recommended building the capacity for non-Indigenous staff to serve the needs of the Indigenous community, thereby alleviating some of the demands made on Indigenous staff. This is reliant on non-Indigenous staff developing a sufficient level of ‘cultural ‘competence’ and understanding of the Indigenous community they serve. This is discussed in the following section.

Indigenous Cultural Awareness Training

Cultural competency arises from a number of sources, including

· individual staff experience with Indigenous communities

· the institutional knowledge base developed by providers as to what service delivery strategies are most effective and appropriate in meeting the needs of Indigenous clients in different situations (itself derived through organisational experience and consultation). 

Beyond this, Indigenous Cultural Awareness Training (ICAT) is an important and widely used strategy for improving cultural competency in dealing with Indigenous clients or staff. It is offered within the mainstream education system (such as university and TAFE), by specialist training providers and sometimes ‘in-house’ by organisations themselves. In some cases, funding agreements between government agencies and disability service providers require a certain proportion of staff to have undertaken ICAT (Gilroy 2008). Courses tend to follow a short workshop format and aim to provide a better understanding of Indigenous culture and history, to develop skills and strategies for better service provision and to improve cross cultural communication skills.

Whilst an important strategy, a number of studies caution against assuming that ICAT can provide a stand alone solution to achieving cultural competency and that a tokenistic, ‘rubber stamp’ approach to ICAT is contrary to its stated objectives (NDS 2010; Gilroy 2008; Ros Madden et. al., sub. DR942, p. 12–13). Moreover, like other education and training services, the quality of ICAT providers, and the applicability of course content to disability support services providers, is likely to be varied. In particular, the NDS (2010) noted that courses with generalised (rather than specific to disability support services) and non-local content were less effective. In some instances, ICAT appeared to have been counter-productive:

Many disability services reported that aboriginal cultural awareness training (ACAT) can make disability workers feel intimidated and apprehensive in working with Aboriginal people. The ARP received reports of disability service staff leaving ACAT feeling averse and disinclined to engage with the Aboriginal community for fear of insulting people. Some disability service staff reported that ACAT reinforces the perception that Aboriginal people are difficult service users. (NDS 2010, p. 18)

These issues highlight the point that the ICAT should be an output, rather than an input based exercise (that is, the goal should not be to ‘tick the box’ but rather to develop cultural competence in a practical way that improves the service offering). Nevertheless, ICAT should remain a key tool to improving cultural competency, alongside an ongoing commitment by service providers to developing their own local knowledge base about cultural competent services practices that can be used as a guide by staff. Gilroy (2008) and the NDS (2010) suggest a number of  features that are likely to increase the usefulness of ICAT to service providers, including:

· being locally focused

· being practical in nature and relating specifically to disability services

· involving the local community in training

· providing information about important people (such as elders) and organisations (such as other not-for-profit service providers or aboriginal-owned business) with whom to establish networks

· covering other relevant topics such as appropriate communication styles, appropriate topics for conversation, myths and misconceptions, cultural taboos or sensitivities, and gender roles (such as men’s business and women’s business).

Remote communities

The factors that confound improvement in the support provided to Indigenous Australians with a disability will tend to be greatest in remote communities (though with considerable variation from community to community), particularly in the Northern Territory, northern Queensland and the remote areas of Western Australia and South Australia. In some cases, basic needs for nutritious food, shelter and security will be more important for Indigenous people with a disability than specific disability support services.

These communities are spread over vast areas, and their circumstances and the specific issues they face are diverse. Nevertheless, the observations of participants during consultations by the Commission in the Northern Territory and elsewhere are likely to be indicative of the magnitude and type of problems experienced in remote communities more generally (box 11.2).

Given the responsibility of the NDIA to provide support for people whose needs qualify them for tier 3, it will need to develop over time, strategies for dealing with Indigenous Australians who currently live in remote communities. While work should begin immediately as the NDIS is rolled out in other areas, the significant amount of infrastructure, community engagement and capacity building that is required in many remote areas suggest a longer timeline may be needed to establish functional services. In doing so the NDIA will need to determine what services it can realistically provide in a remote community, and how, given the practical difficulties it faces.

Do not delete this return as it gives space between the box and what precedes it.
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Some common themes from consultation in the Northern Territory

	During consultations with service providers, government, and advocacy groups in the Northern Territory, a number of themes emerged:

· A high level of hidden disability: It was widely thought that the level of disability in remote communities greatly exceeds official statistics. In particular, it was suggested that children with a disability are often not detected until late, and that families would be extremely uncomfortable with children being removed from communities in order to provide them with specialist therapies.

· Fulfilling basic needs was seen as a higher priority than specific disability support. While disability support services were very much needed in remote communities, these were seen as secondary to more basic need such as nutritious food, shelter and security.

· It is extremely difficult to get outsiders to move to remote communities in order provide disability support services. Difficult conditions, poor housing, remoteness and in some cases poor security, were cited as reasons for this.

· A greater focus is needed on support for people with acquired brain injuries and challenging behaviour, and for those caring for them. In particular, numerous participants pointed to the need for safe residential respite facilities for Indigenous people who had acquired brain injuries from head injuries or substance abuse. Similarly, several submissions also pointed to the tragic consequences of inadequate support given to carers of people in these circumstance (Central Australian Aboriginal Congress, sub. DR1018, p.18, Aboriginal Disability Network, sub. 1047, p. 16)
· There is a need for coordinated and planned hospital discharge arrangements for Indigenous people with a disability. Unmet need in terms of support for Indigenous people returning to their communities, and alerting the relevant community members and services providers following a hospitalisation, was commonly cited.

	

	


What support services?

Disability support services are practically non-existent in many remote communities – often limited to basic HACC services (such as meal preparation) and occasional visits by allied health professionals. However, as with non-Indigenous Australians living in remote areas, matching the range and quality of services provided in major cities is not realistic or appropriate. For people with ongoing need for intensive or specialist care, therapy or rehabilitation, the NDIA should assist with relocation to urban centres where such support is available. In other cases, the NDIA will need to consider, on an individual and community basis, whether the assessed needs can be delivered within a community setting in a way that:

· is responsive to expressed community need and culture

· will deliver good outcomes for the person with a disability and their family

· is cost effective

· is realistic given the assets and infrastructure in the community, and the prospect of finding suitable staff

· does not subject the person with a disability, or those caring for them, to undue risk.

Given this criteria, a varied approach is appropriate, which will need to be monitored over time and respond to changing conditions. This may include support services such as:

· low level attendant care: As discussed below, using local people will often be a necessity in delivering attendant care (in addition to being desirable). In establishing these supports, there is merit in seeking out opportunities for cooperation with any existing organisations such as HACC, women’s groups or other aged care facilities or services
· mobile respite programs: For example the Troopy Program run by Frontier Services is one example of an innovative mobile service

· allied health professionals: The extent to which services by specialists such as occupational therapists, speech therapist and physiotherapists are delivered by ‘out-reach’ (taking specialists to the community) or ‘in-reach’ (taking individuals to the specialist) will involve ongoing deliberation based on the costs, outcomes and effectiveness of both approaches. Out-reach programs will usually only be possible via visiting specialists. These should be coordinated with state and territory health programs and, where appropriate, should consider basic training for carers, as well as direct therapy for people with a disability. While telehealth is unlikely to be a viable option in the near future, over time technological advancements may increase the usefulness of this tool, even in remote communities

· supported residential accommodation: Purpose built and staffed residential and respite facilities will not usually be viable in remote communities (indeed in many remote communities there is overcrowding due to acute shortages in ordinary housing stock, let alone purpose built supported accommodation). Nevertheless, supported accommodation may be a realistic option in some larger remote communities

· brokerage: In some cases, organisations may exist that can offer a form of brokerage that matches people with disability with local community supports. Waltja in the Northern Territory provide one example of this

· discharge support services: Several participants in this inquiry have described the need for people with a disability to be assisted in returning to the community after a medical incident (for example the First Peoples Disability Network, sub. DR1047, p. 22). In order to prevent people with a disability from remote communities effectively being discharged to the street the NDIA, potentially in cooperation with health authorities, should assist in organising transport and support plans for the transition from hospital back to their homes
· appropriate aids and equipment: It will be important for the NDIA to be mindful that the equipment provided to Indigenous Australians in remote community is appropriate given the tough physical environment in which they live.

How to do it

As mentioned above, Indigenous Australians should have access to self-directed funding on the same basis as non-Indigenous Australian (that is subject to their capability and probity checks). However, in remote communities the practical benefit of self-directed funding is likely to be limited by the absence of a competitive market for disability services (or any other kind of commercial services) and social pressures that may be applied to people with a disability who manage their own funds – either out of a sense of obligation to family members in need, or in some communities through coercion or humbuggery (NSW Aboriginal Community Care Gathering Committee, sub. DR983, p. 4, First Peoples Disability Network, sub. DR1047, p. 26). For these reason, it is highly unlikely that any disability services would exist in remote communities in the absence of block funding.

Finding workers to provide attendant care support will be a core challenge in remote communities. Whereas, employing indigenous staff is desirable for service providers operating in all Indigenous communities, in remote areas it will often be a necessity due to:

· the language barriers that exist in some remote communities

· the difficulty in attracting outsiders to remote communities, in particular due to housing shortages and difficult living conditions

· the reservation that some people in remote areas may feel about accepting care from outsiders.

In drawing upon local Indigenous people, the NDIA and service providers will need to be cognisant of:

· the necessity of providing appropriate training and support to Indigenous staff, and ways of working with staff that may have English as a second language, poor literacy and police records

· strategies to deal with the transience of staff. For example, cultural obligations (such as sorry business) may unpredictably make staff unavailable for work. Where such issues are common, multiple casual staff and flexible availability for shifts may be mutually beneficial, compared to permanent positions

· strategies to deal with cultural practices that may undermine supports for people with a disability. In particular:

· care restriction based on gender and family groups are likely to be more strongly felt in remote communities

· some communities adhere to systems of ‘payback’ whereby blame for tragedies, such as deaths in the community, is assigned (often with a supernatural interpretation) to particular individuals who may be subject to reprisals (Central Australian Aboriginal Congress, sub. 1018, pp. 2-3). In such communities, this can represent a significant risk for those undertaking caring roles (both informally and formally) and may discourage them from doing so.

The effectiveness of the regional local area coordinators assigned to Indigenous people in remote communities will be particularly important for the NDIS to achieve its objectives in these areas. It is likely that such positions will require special training and appropriate induction, and warrant additional remuneration. Their clients will be spread over large areas, requiring significant ongoing travel in order to monitor their wellbeing as well as to establish relationships with the local community and other local services or community organisations. These local area coordinators will also need a greater degree of flexibility and discretion in order to work effectively in the difficult conditions there are likely to encounter. 
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Conclusions

Supporting Indigenous Australians with a disability should be an important, specific goal of the NDIS. A key challenge to achieving this goal is overcoming the barriers to accessing services experienced by Indigenous people. The market based service delivery system underpinning the proposed NDIS will often not be the most appropriate funding method, at least for the medium term. In such cases, the NDIA should block fund suitable service providers to work with local communities to deliver disability supports to Indigenous Australians. This approach will be particularly necessary in remote areas. In doing so, it should work with existing government agencies, Indigenous advocacy groups and other funded service providers.

Indigenous people themselves are a key resource in addressing Indigenous disability. There are considerable advantages in employing Indigenous staff, and from fostering the development of not-for-profit service providers managed by Indigenous members of the local community. However, this can present governance and accountability challenges where the skills and experience necessary to run such organisations are limited. One potential response to this is to use a lead agency type model, whereby a larger experienced service provider supports smaller community based operations that engage local staff. Alternatively, the NDIA could fund established and successful community run organisations (for example, from other communities or other types of services) to mentor and advise new local operations. In either the case, the long-term objective should be building the administrative and organisational capability of local community based provider, with the intention of ultimately handing over control entirely.

While the proposed scheme will seek to dramatically improve the standard of living for Indigenous Australians with a disability, there are limits to what can realistically be expected to be achieved. Progress is likely to be uneven — particularly among remote communities. Some participants have suggested that support services could be readily developed and improved given appropriate funding (Novita, sub. DR936, p. 8‑9). However, considerable time and effort will be required in areas where infrastructure, existing organisational capability and social capital are low.

Also, the diversity and level of care and support available in major cities cannot be replicated in very remote areas. In some cases, Indigenous Australians with complex needs will have to move to regional centres or major cities to receive appropriate care and support (as is also the case with non-Indigenous Australians). In other cases where community based care is preferable, there may be an absence of non-government organisations available to provide support services. In such cases government run disability support services may be the only practical option. Similarly, in remote settings, sharing infrastructure (for example with health or aged care), while not ideal, may also be necessary.

While the NDIS is (by definition) primarily focused on offering support to people with a disability, it does not directly address the underlying issue of the relatively high rate of disability among Indigenous Australians. The causes of this lie in the socio-economic disadvantage and marginalisation experienced by many Indigenous Australians and the risk factors to which they are exposed. While the NDIS will have a role in funding early intervention and prevention approaches, it is not a panacea for broad Indigenous disadvantage. Addressing Indigenous disadvantage is an issue for all of Australian society and requires an ongoing cooperative approach from all levels of government and the Australian people (both Indigenous and non-Indigenous) more generally.

Finally, it is clear that there is a lot to learn in order for the NDIS to effectively deliver supports to Indigenous Australians. There is relatively little literature about this — as stated by the First People’s Disability Network ‘in many ways ‘disability’ is a new conversation in Aboriginal and Torres Strait Islander communities’ (sub. 1047, p. 14).

Encouraging new or innovative approaches, trials and local experimentation will be important in improving service delivery. Similarly, directed research, transparent evaluation, independent review and active dissemination of the knowledge base will also play a central role. At times, this may uncover failures or areas with a frustrating lack of progress. However, the commitment to honest appraisal of what works and what doesn’t will critically determine the success of NDIS in providing a greater level of support to Indigenous people with a disability.

Systemic advocacy, such as Aboriginal Disability Networks in New South Wales, Queensland, Victoria, South Australia and Western Australia, will also play an important role in uncovering issues, suggesting solutions and working with service providers and the NDIA to improve the cultural appropriateness of disability services. The recent collaboration between the Aboriginal Disability Network in NSW and the NDS also provides a useful example how advocacy groups and service providers can work together to bring about greater understanding and systemic improvement (NDS 2010).

Recommendation 11.2

The Australian Government and state and territory governments should consider the feasibility of overcoming the barriers to service delivery in the NDIS for Indigenous people with a disability by:

· block funding suitable providers where services would not otherwise exist or would be inadequate

· fostering smaller community-based operations that consult with local communities and engage local staff, with support from larger experienced service providers, in particular those with a high level of community ownership

· employing and developing Indigenous staff

· developing the cultural competency of non-Indigenous staff

· encouraging innovative, flexible and local problem solving, as well as conducting and publishing evaluations of trials in order to better understand what works and why

· developing an effective and cost-effective balance between bringing services to remote areas, and bringing people with a disability in remote areas to services

· working with state and territory governments, indigenous advocacy groups and other community groups to develop and refine funding strategies, better understand local and systemic issues as well as successful (and unsuccessful) approaches and diffusing this knowledge to other service providers, researchers working in this field and the broader community.

In its initiatives for delivering disability supports to Indigenous people, the NDIS should be mindful of the wider measures addressing Indigenous disadvantage being adopted throughout Australia.[image: image7][image: image8][image: image9]
�	Similarly Arioti (1999) finds that while there are Pitjantjatjara word for specific impairments, there is no traditional word for the general concept of disability.


�	Always or sometimes need assistance with at least one core activity of everyday living.


�	Previously known as the Commonwealth, State and Territory Disability Agreement NMDS.


�	As expected given the higher incidence of disability, Indigenous people access services at a considerably higher rate per 1000 population. If Indigenous people face additional barriers to access, it would be expected that this gap would also be observed in terms of the estimated population of people with a disability — referred to as the potential population. The DS NMDS data suggest that per 1000 potential population fewer Indigenous people with a disability access accommodation support (39.5  service users versus 41.3 service users) and community access (49 service users versus 58.9 service users) (SCRGSP 2011).


�	However, exposure to these risk factors is not spread evenly through the population of Indigenous Australians. For example, in 2008, the proportion of Indigenous Australians who had not consumed alcohol in the last 12 months was higher than the rate for the Non-Indigenous population. Also, the proportion of people who drank at long-term risky or high-risk levels was similar between Indigenous and non-Indigenous Australians (AIHW 2011b)


�	For example, culturally inappropriate activities at day care centres (O’Neill, Kirov and Thomson 2004, p. 7).


�	Interestingly, Victoria has a dramatically higher rate of usage of CSTDA-funded services by Indigenous Australians than other states and territories.


�	As infrastructure tends to less developed in smaller communities than larger ones, the actual population without access to basic services is less stark. For example, while only 23 per cent of communities have access to state and territory electricity grids, around 38 per cent of the total population living in remote communities has state grids/transmitted supply as their main source of electricity.


�	For example, based on insights yielded from the NDIS database.


�	Sometimes referred to as Aboriginal Community Controlled Health Organisations.


�	The NSW Ombudsman (2010) noted that a common criticism by Indigenous people is that communities are not consulted until after decisions are made about the development and implementation of programs (p. 7).


�	The NDS (2010) suggested that in areas where kinship factions are prominent, employing an Indigenous Australian from one family group can reduce the prospect of recruiting from or delivering services to another. The NDS (2010) and Aboriginal Disability Network (2007) suggest that in some cases Indigenous run service providers face similar issues. Potential responses to this are deliberately hiring from multiple family groups, and involving elders in conflict resolution (Aboriginal Disability Network 2002).


�	For example, the Central Australian Aboriginal Congress describe a detailed proposal for such a facility in Ltyentye Apurte community in the Northern Territory.


�	Details available at http://www.waltja.org.au/default/aged2.html


�	More research has been done in other service areas (particularly health), however, translating the knowledge base in those areas into practical success on the ground has been highly varied, and the applicability to disability is often limited.
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