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Dear Committee members,
Inquiry into the role of diet in type 2 diabetes prevention and management
Thank you for the opportunity to make a submission to the inquiry.
This submission is primarily relevant to paragraphs (b), (e) and (f) in the Committee’s terms
of reference:
The inquiry will consider …
b. The adequacy of prevention and intervention programs
…
e. Social and cultural factors affecting healthy eating*
f. Behavioural aspects of healthy eating* and effective diabetes self-management
with reference to the following groups:
 at-risk adults
 children and adolescents
 Aboriginal communities
 ethnic groups at greater risk of developing diabetes
 people in rural and regional areas
*Eating includes consumption of food and beverages (non-alcoholic and alcoholic).

Health justice partnerships (HJPs) can be part of a more holistic response to social
determinants in the prevention and management of type 2 diabetes.
Funding and facilitation of additional HJPs in WA would:




improve the adequacy of prevention and intervention programs related to type 2
diabetes;
help reduce the negative effects of social and economic disadvantage on healthy
eating and effective diabetes self‐management; and
better address social determinants of health for all of the groups referred to in the
terms of reference, especially in remote areas like the Kimberley.

1. About Kimberley Community Legal Services Inc.
KCLS is a non‐profit, community legal service with offices in Kununurra and Broome. Our
service area cover the whole of the Kimberley. Aboriginal people are over 80% of KCLS
clients. KCLS concentrates on current and historical civil law justice issues including:








child protection
consumer law
discrimination
employment law
family law
family violence
human rights








personal injuries
reparations
social security
superannuation
tenancy
wills and estates

Our clients frequently have multiple, interlinking legal problems related to long‐term
social, economic and structural disadvantage. Their legal problems often stem from, and
exacerbate in turn, other difficulties including health problems, poverty, family violence
and instability and other issues.
KCLS aims to help advance the rights of disadvantaged individuals and groups to address
problems and injustices in their lives. People in need of legal help can approach KCLS
directly or be referred. Health service personnel in the Kimberley are regularly involved in
making referrals indicating a level of awareness of how legal help can contribute in
positive ways to social determinants of health.
KCLS provides legal advice, legal representation and casework and undertakes community
legal education and law reform. KCLS focuses on culturally appropriate service delivery,
client and community empowerment.
Safety, debts and housing problems, which legal services work on as ‘legal problems’ can
be associated with, contribute to and worsen health problems including diabetes type 2.
This is demonstrated by the Legal‐Australia Wide (LAW) Survey which not only highlighted
how legal problems can have negative impacts on health, financial and social circumstances
but that individuals seek legal help from non‐legal advisers in around 69.7 per cent of cases,
often in healthcare contexts.1
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Legal Needs Volume 7 (Monograph, Law and Justice Foundation of New South Wales, August 2012) xvi, 111.
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2. Type 2 Diabetes
We note that type 2 diabetes is the most common form of diabetes.2 It is a result of an
individual’s resistance to the action of insulin and may be combined with a relative insulin
deficiency due to progressive failure of the pancreatic cells.3 Type 2 diabetes usually occurs
in middle aged and elderly people, but is becoming more common in younger adults,
adolescents and children, particularly in Aboriginal populations.4 The risk of acquiring type 2
diabetes is increased by abdominal obesity and an inherited predisposition.5

2.1 Diagnosis and management
In Aboriginal and other high‐risk, remote and under‐resourced groups, diabetes can remain
undiagnosed until advanced complications develop.6 Type 2 diabetes is managed through
lifestyle changes such as, diet, exercise, weight loss and cessation of smoking.7 Glucose
levels can also be influenced by medication and people with type 2 diabetes often also take
medication to lower blood pressure and cholesterol.8
Management of type 2 diabetes is often GP led, supported by diabetes educators, dietitians
and podiatrists.9 Specialists may be required in complex care provision (usually relating to
poor diabetes management and insulin initiation) for a period of time, or the leadership of
specialists may be needed over the long term.10

2.2 Type 2 diabetes in the Kimberley
Type 2 diabetes is one of a range of chronic health conditions prevalent in the Kimberley, as
outlined in the Rural Health West regional health profile for the Kimberley, attached. 11
Local stakeholders report diabetes prevalence rates of 25 to 30 per cent among some
Aboriginal communities, with poorer health outcomes for those located in the East
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Kimberley Health District.12 The age standardised mortality rate ratio due to diabetes in
Kimberley is significantly higher than the statewide mortality rate. It is 39.8 times higher
than the statewide non‐Aboriginal mortality rate due to diabetes.13
Given the Kimberley context of remoteness, a high proportion of Aboriginal people and
ongoing health workforce challenges, diabetes care is predominantly provided by generalist
health providers.14 There are ongoing difficulties in recruiting and retaining health workers,
and while there is a long‐term core workforce, turnover rates are high, and the Kimberley is
unable to sustain a specialist workforce.15 The region holds only a small number of private
GP practices, with key primary health care services being the Aboriginal Medical Services
and community health services.16

2.3 Legal problems co‐extensive with type 2 diabetes
Demographics relevant to risk factors, occurrence, treatment and management of type 2
diabetes in the Kimberley are co‐extensive with legal problems, and/or problems that can
be ameliorated with legal help.
Focusing here on civil law issues, some examples are:


Environmental health related health conditions – including health conditions
arising from unsuitable or inadequate living conditions, homelessness,
overcrowding, unsafe and unhygienic premises due to lack of maintenance, mould,
asbestos exposure, water quality, electricity disconnection and other health and
safety risks. The role of a legal assistance provider may include helping tenants
identify and address safety, maintenance and basic housing needs with lessors,
environmental risks, dealing with debts, and addressing overcrowding.



Domestic and family violence related health conditions – including women,
children, youth, the elderly, and men. Legal assistance can help secure safety from
violence, recovering from violence, accommodation, caring for children, child
protection, income support, criminal injuries compensation, and so forth.



Cognitive and psychological conditions ‐ including maternal and child health, foetal
alcohol spectrum disorder, attention deficit disorder, acquired brain damage,
depression, other mental health conditions – legal focus: safety, trying to maintain
access to income, food, accommodation, sources of support, deal with life events,
debts, discrimination, increase client capacity etc.
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2.4 Social determinants and legal help
In 2014 the Kimberley Aboriginal Health Planning Forum has outlined urgent measures
required to improve Aboriginal health outcomes in the Kimberley, namely:
1. “Measures to address the social determinants of health, particularly the high levels of
overcrowding and poor environmental health ‐ in remote communities, reserves on the
margins of towns and in the suburbs.
2. Measures to address the shortage of capital which is limiting expansion of health
services – due to a lack of space in clinics and to a shortage of staff housing which
exacerbates recruitment issues.
3. Ensuring greater equity in access to primary health services.”

The Kimberley health profile noted by the KAHPF, giving rise to these recommendations,
included that:
“From 1997 to 2008, the mortality rates for diabetes, cardiovascular disease, respiratory
disease, injury and poisoning, kidney failure, kidney disease, alcohol‐related conditions
and tobacco‐related conditions were significantly higher for the Kimberley Aboriginal
population compared to the Kimberley non‐Aboriginal population.”17

In relation to the social determinants of health the KAHPF recommended:
“..that urgent work is required in 3 key areas:
2.1 Housing
The links between overcrowding and infectious diseases such as scabies, hookworm and
trachoma and life‐threatening diseases such as pneumonia and rheumatic heart disease
(RHD) are well established. KAHPF is concerned to note the recent spike in the incidence
of RHD in children in the region. KAHPF has been lobbying for more housing to be built in
the region for the past 10 years. We strongly support the inclusion of funding for housing
as a priority in the Blueprint for Investment.
2.2 Environmental Health
Environmental health programmes are designed to prevent the transmission of
communicable diseases and reduce the impact of environmental conditions on
community health. Despite the best efforts of organisations that provide services, due to
limited funding many people in the Kimberley live in an environment that is not
conducive to health and wellbeing. Management of rubbish, dogs, pests, dust and
maintenance of community infrastructure has largely been neglected as each level of
government has refused to take responsibility for addressing the obvious need.
…
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2.3 Improved Food Security
Eating good food is an essential part of bearing healthy babies and the management of
chronic diseases. Although access to adequate food for a nutritious diet is a basic human
right, many Aboriginal people in the Kimberley do not have the same access to safe,
healthy food as non‐indigenous people. Issues relate to the cost and quality of food,
especially perishable food for sale in community stores, transport of the food to the
community, health hardware in homes to store food purchased, and income to purchase
food. Recent experience by KAHPF members (EON and UFPA) suggest it is difficult to
effect sustainable change through community stores, or to influence customers to choose
healthy food options even if the food is cheap without cooking and nutrition education
which is linked to health messages 18
Access to legal help can play a role in furtherance of each of these priorities, for example by
helping people understand their rights and obligations and take positive steps which may be
available to them. KCLS also provides financial counselling, which can be critical in ensuring
clients are able to budget effectively for necessities, including healthy food.
Rural Health West outlines the following priorities for planning outreach teams in the
Kimberley: 19

3. Social determinants and health justice partnerships
3.1 About Health Justice Partnerships (HJPs)
HJPs are intentional, committed, service collaborations relating to social determinants of
health which aim to empower patients and people experiencing health conditions to use
legal help to try to reduce factors in their lives which impinge on their health.
HJPs include a range of legal service delivery models ‘from outreach or co‐location to wholly
integrated partnerships’ between non‐profit legal services and healthcare workers.20
HJPs represent collaborative, integrated, patient / client centred service provision, which
breaks down silos and aims to improve health and legal outcomes. 21
18
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There has been a boom in HJP development in Australian eastern states, over the last 5 to
10 years building on the success of the American Medical‐Legal Partnership (MLP) model
which gained prominence in the 1990s.22 The American MLP model includes provision of
legal assistance in healthcare settings and often joint work to inform legal and policy change
aimed at addressing social determinants of health and legal needs.23 The US National Centre
for Medical Legal Partnership states:24

The following are two news items from the US relating to responses to diabetes involving
Medical‐Legal Partnerships.

“The Health Resources and Services Administration of the U.S. Department of Health and
Human Services has awarded $600,000 to the Ohio University Heritage College of
Osteopathic Medicine to develop a collaborative program designed to improve health
outcomes and lower health care costs for Type 2 diabetes patients in Southeast Ohio.
Funding from the three-year HRSA grant will support the expansion of two programs: the
Medical-Legal Partnership Program (MLP) and the Diabetes Patient Navigator Program. The
MLP will be led by Southeast Ohio Legal Services (SEOLS), which provides legal help without
attorney fees to people with low income and limited savings. The MLP will help clients better
understand their legal rights to health care benefits; assist them with work, housing and
financial issues; and ensure they have recourse when they have been wrongfully denied
services and benefits.

21

Linda Gyorki, ‘Breaking Down the Silos: Overcoming the Practical and Ethical Barriers of Integrating Legal
Assistance into a Healthcare Setting’ (Research Report, Winston Churchill Memorial Trust of Australia, 2014).
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the Clayton Utz Foundation Fellowship, August 2012) 7.
23
Ibid.
24
National Centre for Medical Legal Partnership, website, <https://medical‐legalpartnership.org/>, (24
October 2018)
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The Diabetes Patient Navigator, led by the Patient Navigator Program at the Heritage College
of Osteopathic Medicine, will offer nurse navigation support to patients struggling to manage
their diabetes. The navigator will work closely with individuals to identify factors that may affect
their ability to manage diabetes, such as limited literacy, mental health issues or unsafe living
situations.”25

Eric: I was originally diagnosed with diabetes and high blood pressure…
Eric: … I don’t have enough money for food…
Dr: His food stamp benefits had been cut..
Eric: She wrote me a referral for Legal Aid…
Dr : She (Legal Aid lawyer) was able to get him returned to a certain level of his previous
level… his blood sugars improved, his energy improved, blood pressure improved, we were
able to take him off some of his medications, the difference was like night and day and all
that was made possible only through Legal Aid…
Eric: Having a lawyer on staff, that’s a wonderful idea, and I’m pretty sure it will help other
people 26

25

National Centre for Medical Legal Partnership, HRSA Awards Grant to Ohio Diabetes Focused MLP, (29 May
2015), <https://medical‐legalpartnership.org/hrsa‐awards‐grant‐to‐ohio‐diabetes‐focused‐mlp/>
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Mid‐Minnesota Legal Aid, Legal Aid Whittier Clinic Legal Medical Partnership (published 15 May 2015 to
YouTube), at: <https://youtu.be/t1tulK_LBJE> and< https://medical‐legalpartnership.org/diabetes‐story/>

8

In Australia, research on social determinants of health and its connection with legal service
delivery has been prominent for almost a decade. For example, in 2009 Alexy Buck and Dr
Liz Curran demonstrated that ‘legal issues rarely occur in a vacuum’, and that legal, health,
social and other problems are ‘integrally connected’, requiring innovative solutions to
combat such intersectionalities.27
These intersectionalities are apparent in examples such as Mary’s Story28:

While many non‐profit legal services in Australia such as Women’s Legal Services have
collaborated with health centres from their earliest days of operation, indicating the
acceptance of social determinants as a pervasive force,29 the recent surge in HJPs in the rest
of Australia has been made possible due to newly allocated state and federal resources
mainly focusing on non‐profit legal services.30 The former includes initiatives by Law
Foundations and via the Attorney‐General’s portfolio while the later has centred on the
Women’s Safety initiative. Aboriginal Health Services are collaborating in Health Justice
Partnerships and associated initiatives in multiple Australian jurisdictions. Associated
initiatives include those such as ‘Law Yarn, which “helps health practitioners yarn with
members of the Indigenous community about their legal problems and connect them with
legal help.” 31The following is a copy of the National Aboriginal Community Controlled
Health Organisation promotion of the Law Yarn launch:

27

Alexy Buck and Liz Curran, ‘Delivery of Advice to Marginalised and Vulnerable Groups: The Need for
Innovative Approaches’ (2009) 3(7) Public Space: The Journal of Law and Social Justice 2, 7.
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Women’s Legal Service NSW, Health‐Justice Partnerships (4 November 2015)
<http://www.wlsnsw.org.au/health‐justice‐partnerships/>.
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Fozell, Suzie, Mapping a new path: the health justice landscape in Australia, 2017 (Health Justice Australia,
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3.2 Opportunities for HLPs in the Kimberley and WA generally
Western Australia is currently the largest jurisdiction in Australia with the fewest funded
HJPs in Australia, with only one funded HJP so far.32 This is the Women’s Resource and
Engagement Network (WREN) (North East Perth), which is a partnership between Northern
Suburbs Community Legal Centre (NSCLC) and Joondalup Health Campus.

32

Health Justice Australia, Health Justice Partnerships in Australia, (2018)
<https://www.healthjustice.org.au/hjp/health‐justice‐partnerships‐in‐australia/>
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The following information is from the NSCLC web site: 33
WREN (Women’s Resource and Engagement Network) Service Criteria and Casework Guidelines

WREN is a Specialist Domestic Violence Unit/Health Justice Partnership (SDVU/HJP) service in the
North East Metropolitan region of Perth. Its role is to provide wrap-around legal and non-legal
services in safe locations, to assist women experiencing domestic violence to protect themselves and
their children, and to support women to access other services, such as crisis accommodation,
counselling and financial advice. This document provides guidelines to services that may need to
refer clients to WREN.
WREN is staffed by two lawyers, a domestic violence advocate and a client service officer.
Access to WREN Services
To access WREN services women must be:
Recent victims of domestic violence; and
Financially disadvantaged; and
Live within the geographical catchment. (* see below)
Priority will be given to women facing crisis associated with domestic violence.
Geographical catchment
The geographical area encompasses the following:
City of Joondalup
City of Stirling
City of Wanneroo
City of Swan
For GP’s and other service providers please request a referral form from wren@nsclegal.org.au

While not targeted to specific health conditions, WREN is an example of HJP which gives
priority to a particular named target group which would be of benefit to people in the target
group including those at risk of, or living with, type 2 diabetes.
In August 2018, Health Justice Partnerships Australia launched the report “Mapping a new
path: the health justice landscape in Australia’ which gives an overview of HJP models. A
copy of this report is attached to this submission.34

33
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The current situation in WA can be contrasted, for example, with the Northern Territory
where the NT Legal Aid Commission (NTLAC) received federal funding to map and facilitate
HJP development. The NTLAC describes HJPs as follows:
“Health Justice Partnerships
Legal and health problems are often intertwined. However, health and support workers are not
necessarily able, or have the capacity, to detect and address legal problems disclosed by their
clients. A lawyer, working as part of an individual’s health and support team, through a health
justice partnership can:
 train health workers to better identify legal issues when talking to patients
 identify legal issues and refer patients to existing appropriate legal services
 directly provide effective legal assistance to people within the familiar healthcare setting,
before legal problems escalate.
Recent studies show the benefits of health justice partnerships. For example, the Redfern Legal
Service in Sydney partnered with Sydney Local Health District. A formal evaluation of the health
justice partnership found that:
 prior to contact with the program, 80 per cent of clients did not know they had a legal issue;
and
 after receiving legal advice, 100 per cent of clients ‘agreed’ or ‘strongly agreed’ that they felt
less stressed and knew more about their legal position.”35

NTLAC notes that the following HJP initiatives are underway in the NT:
1. “The Northern Territory Legal Aid Commission and Danila Dilba Health Service began a HJP in
February, 2016. A lawyer attends health clinics once a week, providing advice and assistance
to patients with legal issues and training for staff.
2. The Central Australian Women’s Legal Service has partnerships with a number of health
services in Alice Springs to provide support for women experiencing domestic violence. This is
funded by the Australian Government’s Women’s Safety Package.
3. The North Australian Aboriginal Justice Agency (NAAJA) and Miwatj Health Aboriginal
Corporation are piloting a partnership in Nhulunbuy, with a social worker employed by
Miwatj to make referrals to NAAJA and drive the partnership.
4. The Top End Women’s Legal Service is currently piloting a partnership with Royal Darwin
Hospital, focussing on patients in the mental health unit.”36

Regarding the NAAJA‐Miwatj collaboration, Miwatj has recently advertised the new position
of Social Worker – Health Justice Partnership (full job description attached).37

35

NT Legal Aid Commission, Health Justice Partnerships, < https://www.legalaid.nt.gov.au/health‐justice‐
partnerships/> (accessed 24 October 2018)
36
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Miwatj Health Aboriginal Corporation, Social‐Worker Health Justice Partnership, Job Description, online at
https://applynow.net.au/jobs/MHAC109/assets/8412948
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While HJPs require adequate resources, the models are place based, collaborative and
integrated. Additionally, Health Justice Partnerships Australia is operating as a national
peak, providing networking, research and other assistance to promote quality and sector
development.
As outlined above, many social determinants in the prevention and management of type 2
diabetes are aspects where legal help may play a positive role. In a Kimberley context, this
includes where individuals have issues with Centrelink, personal safety, housing, financial
13

problems, children and family needs, employment, discrimination or are overwhelmed by
the processes and paperwork which can be involved in life events.
The following case studies illustrate some ways HJPs could assist in the Kimberley. (These
are composite stories, based on real fact patterns we have encountered in our practice;
however, any resemblance to actual people is coincidental.)
Case study A
A is an Aboriginal woman living in the Kimberley who is in a high risk category for
developing type 2 diabetes. A has been homeless for two years due to domestic
violence. She is on the waiting list for social housing. She has mental health and alcohol
issues. KCLS has not had any contact with A although the Social and Emotional
Wellbeing Worker at the Aboriginal Health Service in her community has tried to refer A
several times to KCLS. The referrals have been about legal issues including housing,
safety and Centrelink penalties. Unfortunately A has not followed up with KCLS. This
health service worker has started a conversation with KCLS about having a KCLS lawyer
regularly at the Health Service, to give a much better chance of connecting directly with
clients like A, rather than relying on A to follow‐up a referral herself.
KCLS and potentially other non‐profit legal services in the Kimberley would very much
welcome the opportunity to collaborate with health services in the ways suggested in
the case study, for the benefit of patients like A.
However, as was highlighted by the Women’s Law Centre of WA in their submission to
the WA Parliamentary Committee Inquiry into Elder Abuse, non‐profit legal services
need new funding to do this. The WLCWA stated:
“There are many CLCs in Western Australia interested and capable of establishing
healthjustice partnerships subject to being properly funded to do so. The WLCWA
supports legislative and policy changes to better facilitate legal practitioners being able
to deliver legal services through health‐justice partnerships at aged care accommodation
and also medical centres, including King Edward Hospital and other public hospitals.”38

Case study B
While one of the KCLS lawyers was at the hospital to take further instructions from a
particular patient about their current legal matter, the Social Worker asked the lawyer to
see B who was with other family members at the hospital. B’s husband passed away at
the hospital last night. B has diabetes type 2 including serious complications. She is
grieving and is also very upset and stressed by family members having different
expectations about where the burial should be. Some are saying a certain place and
others want a different place, about 1000km away. There is also a dispute about money
38

Women's Law Centre WA, Submission to Parliament of Western Australia: Inquiry into Elder Abuse (Western
Australian Legislative Council Select Committee into Elder Abuse, 27 Nov 2017), 19

14

in the deceased’s bank account. These stresses could result in B needing to be
hospitalised.
While the lawyer offered to see B later in the day back at the KCLS office, the Social
Worker then expressed concern that this could place B under even greater stress because
she would have to rely on a family member for transport and it would increase tensions if
they know she is seeking legal advice.
HJPs integrated into health settings can be a more accessible, safe, confidential and
timely for vulnerable people. The approach can overcome barriers in accessing legal help
which in turn can help avoid the problems escalating and avoid the associated negative
effects on the patient’s / client’s health. 39 Relationships between legal service and
health service personnel are often the key to health and legal services achieving
practical and timely ways to collaborate which better meet patient/client needs.40
Case Study C
C is an older Aboriginal person who has mobility issues and a number of chronic health
conditions including type 2 diabetes. C is an elder and has strong views about how young
people should grow up in their culture. C has received a driver’s licence disqualification
and as a result of this, has not driven for some years. C’s doctor asked if C had talked to a
lawyer about trying to apply for an Extraordinary Driver’s Licence. C has been suffering
from depression which he associates with his licence disqualification which means he
cannot take young fellas out bush for cultural learning. C feels responsible for these
young fellas getting into trouble in town. C doesn’t think it would help to talk to a lawyer.
The Dr asks C if it is OK to call KCLS and see what they think about C’s chances. C agrees
and the Dr makes the call. The KCLS lawyer asks to speak to C directly. After the phone
conversation C goes and talks to KCLS. KCLS advises C that the current law does not allow
people to apply for an EDL to meet cultural obligations. C is angry about this, as he feels
it is contributing to young Aboriginal men in the community getting into trouble with
police, and preventing him from getting on country and keeping a bush tucker tradition
alive. KCLS and the health provider agree to work together with C to propose reforms
that would allow EDLs to be granted in cases where they are needed to maintain cultural
traditions.
This example highlights how a combination of medical and legal imitative can sometimes
result in reform proposals which have both medical and legal implications. HJPs have the
potential to identify and increase advocacy on systemic issues in new, more collaborative

Health Justice Australia, Accessing justice in the settings people trust, Submission to Justice Project, Law Council of
Australia, 29 September 2017, <https://www.healthjustice.org.au/wp-content/uploads/2017/10/HJA-LCoA-JusticeProject-Accessing-justice-in-the-settings-people-trust.pdf>
40
Ibid.
39
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and empowering ways, which in turn has the potential to improve how legal services and
medical services go about their work.41
Case study D
D often misses legal appointments with KCLS which has resulted in his legal cases
becoming drawn out. D has type 2 diabetes and a number of other health problems. He is
a member of the stolen generations. KCLS has acted for him on different legal issues at
different times, at present including tenancy issues relating to rent arrears and anti‐
social behaviour (rowdy drinking and fighting at his Housing Authority home resulting in
police call outs). Sometimes D is out of contact, or is unwell or doesn’t have phone credit
to call KCLS. Unbeknown to KCLS, D was in and out of hospital over recent months. While
one of the KCLS lawyers could have offered to visit him in hospital to continue work on
his legal matters, KCLS didn’t know he was in town.
When D next made contact with KCLS, he was upset about the hold up with his legal
case. He then decided he did not want to go any further because it was too hard. The
effect is that D’s legal issues continue and are likely to get worse. This could result in
eviction action which could see D become homeless, and in D’s failure to obtain financial
assistance to which he is entitled, and which he needs to buy healthy food. This would
adversely affect the management of his health conditions.
Currently hospitals are the most common HJP service setting followed by community or
public health services and Aboriginal medical or community services.42 For example, in
Victoria JusticeConnect partners with St Vincent’s Hospital and with a community health
centre in Melbourne’s north‐west, while in NSW with St Vincent’s Health Network Sydney
incorporating St Joseph’s Hospital, a sub‐acute hospital in Sydney’s west and St Vincent’s
Hospital in Darlinghurst. 43
In the Kimberley, if new resources were available, HJP initiatives would likely be established
with hospitals, Aboriginal health services, community health services and targeted health
initiatives such as frail aged and drug and alcohol.
HJP models vary but essentially an initiative is developed and funded resulting in a period of
establishment, establishing baselines for evaluation and implementation involving the
commencement of legal help on location for ready referral / use by hospital in‐patients and

41

Pettignano, Robert, Lisa R. Bliss and Sylvia B. Caley, 'The Health Law Partnership: A Medical‐Legal
Partnership Strategically Designed to Provide a Coordinated Approach to Public Health Legal Services,
Education, Advocacy, Evaluation, Research, and Scholarship' (2014) 35 Journal of Legal Medicine 57; Ball,
Susan and Cindy Wong Liz Curran, Health‐Justice Partnership Development Report 2016 (Victorian Legal
Services Board, 2016), 4
42
Fozell, op.cit, n 30 , vi
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For more examples, see the HJP Australia web site: <https://www.healthjustice.org.au/hjp/health‐justice‐
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out‐patients. Hospital based HJPs generally form strong links with the Social Work
Department. 44
HJPs can be generalist, focusing on all patients or health service users or target particular
issues or groups such as domestic and family violence, elder abuse, homelessness, young
mothers, Aboriginal people, or people living with mental health issues and/or alcohol and
other drug issues 45

4. Conclusion
This submission has highlighted the opportunities presented by innovative Health Justice
Partnerships to improve responses to the social determinants of type 2 diabetes in the
Kimberley and in WA.
WA is currently the largest Australian jurisdiction with the fewest HJPs, having only one
funded HLP so far.
It is submitted that the facilitation and funding of HJPs in WA would:




improve the adequacy of prevention and intervention programs which impact on
type 2 diabetes,
help address factors relating to disadvantage which affect healthy eating and
effective diabetes self‐management
help support and better address social determinants relating to all of the groups
referred to in the terms of reference.

We would be pleased to discuss any aspect of this submission with you at your
convenience. For any concerns related to this submission, please contact Chuck Berger,
KCLS Manager

Attachments
1. Rural Health West, 'Kimberley – population and health snapshot' in Regional
Population and Health Snapshots (Rural Health West, 2016) <
http://www.ruralhealthwest.com.au/outreach/information‐and‐resources>
2. Fozell, Suzie, Mapping a new path: the health justice landscape in Australia, 2017
(Health Justice Australia, 2018) < https://www.healthjustice.org.au/mapping‐a‐new‐
path/>
3. Miwatj Health Aboriginal Corporation, Social‐Worker Health Justice Partnership ‐ Job
Description, online at https://applynow.net.au/jobs/MHAC109/assets/8412948
44

Detailed information is available on the Health Justice Partnerships Australia web site <
https://www.healthjustice.org.au/>
45
Fozell, op.cit, n 30, 10
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Outreach
Kimberley – population and health snapshot
The Kimberley is the State’s most northern region and forms one
sixth of Western Australia’s total landmass. The Kimberley is remote
from metropolitan areas with major towns of Broome being 2,213km
from Perth by road and Kununurra being 3,205km from Perth but
only 829km from Darwin by road. Understanding these distances
is important when looking at where people access health services.
Other major towns include Derby, Halls Creek, Wyndham and
Fitzroy Crossing. There are more than 100 Aboriginal communities
throughout the region of varying population sizes.
Based on the Accessibility/Remoteness Index of Australia (ARIA), the
Kimberley region is classified as:
• 97% very remote
• 3% remote (areas around Broome and Kununurra)

Population
The estimated resident population in 2013 was 39,890,
a growth of 25% since 2006. The Kimberley region
population is generally younger (73% under 45 years old)
and highly mobile. Aboriginal people represented 43%
of the region’s population in 2011. The Aboriginal people
within the Kimberley have a comparatively younger agestructure, with almost 50% under 20 years old.
The Broome Shire has more than 40% of the region’s
population, the Derby-West Kimberley Shire 25%,
Wyndham-East Kimberley Shire 22% and Halls Creek
Shire 12%. The Aboriginal population is larger than the
non-Aboriginal population in the Shires of Derby-West
Kimberley and Halls Creek.

Planning outreach teams
[	Factors impacting health service access and
delivery include low population density, differing
cultural make-up, age structure and seasonal
population changes.
[	Implement services which target the younger age
structure of the region.

Measure of disadvantage
Socio-Economic Indexes for Areas (SEIFA) measures a
broad range of socio-economic indices from a baseline
of 1,000. Research shows that a lower SEIFA (<1000)
correlates with a lower health status with increased risk
factors to ill health.
In 2011, all Local Government Areas (LGAs) in the
Kimberley except Broome had a SEIFA score in the
lowest 10% in Australia, indicating that most areas in the
Kimberley have high levels of disadvantage. These LGAs
account for 57% of residents in the Kimberley. The 2011
SEIFA scores for shires in the Kimberley are1:
Halls Creek
Derby-West Kimberley
Wyndham-East Kimberley
Broome

671
791
911
966

ABS, 2033.0.55.001 – Socio-economic Indexes for Areas (SEIFA),
Data Cube only, 2011.

1 

With thanks to WA Country Health Service for permission to use data from various sources
including the Kimberley Regional Health Profile 2015 which can be accessed at
www.wacountry.health.wa.gov.au/index.php?id=445.

PAGE 1

Maternal health
Overview of rural maternity
services
Community based pregnancy and
maternity care services are provided
by WA Country Health Service, private
general practitioners, Aboriginal
Community Controlled Health
Services and a range of community
based and non-government
organisations. Specialist obstetric
services are mainly provided at the
regional hospitals. In the Kimberley,
planned birthing services are
available at Broome, Derby and
Kununurra Hospitals2.

Smoking during pregnancy
Risks associated with smoking
during pregnancy include low birth
weight, premature birth, placental
complications and stillbirths.

Figure 1 shows the proportion of
births to Kimberley women who
reported smoking during pregnancy.
In 2013, 56% of Aboriginal mothers
and 10% of non-Aboriginal mothers
smoked during pregnancy.

Figure 1: 2011-2013 proportion of women smoking during pregnancy, Kimberley residents.

Aboriginal maternity issues
There is a large body of evidence to
demonstrate that Aboriginal women
experience poorer maternal health
outcomes, higher rates of perinatal
and infant mortality and deliver
babies with lower average birth
weights when compared to nonAboriginal women.
Birth rates

Notes: The error bars represent the 95% confidence interval of the proportion: 2013 is preliminary data.
Source: Midwives Notification System

The following trends were seen within
the Kimberley region during 20092013:

Alcohol during pregnancy

l	There was a 21% increase in

total number of births within the
region. On average, births by
Aboriginal women increased by
4.2% per year and by 5.7% per year
in non-Aboriginal women.
l	The age-specific birth rate for

Aboriginal women was 95 per
1,000 women which is 1.6 times
higher than the non-Aboriginal
rate (60 per 1,000).

Fetal Alcohol Spectrum Disorder
(FASD), miscarriage and stillbirth are
among the consequences of drinking
during pregnancy. FASD is a common
cause of medical, cognitive and
behavioural problems for children
including prematurity, brain damage,
birth defects, growth restriction and
developmental delay.

Table 1: 2012-2013 levels of drinking during pregnancy, Australian women aged 18-44 years.

Teenage pregnancy
In 2012, 12% of Kimberley women
who gave birth were aged less than
20 years, a proportion 3 times greater
than the State. In 2012, the percentage
of Aboriginal teenage women giving
birth was 19% and 3% in nonAboriginal teenage women.

Aboriginal
Non-Aboriginal

Low risk levels of drinking

High risk levels of drinking

28.4%

11.6%

42%

9.5%

Sources: WA Register for Developmental Anomalies and the Midwives Notification System

www.healthywa.wa.gov.au/Articles/F_I/Having-a-baby-in-a-public-country-hospital-in-WA

2 
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The FASD birth prevalence has been
reported to be 0.26 per 1,000 births
within all of the WA population. Of
these, 89% were Aboriginal. The FASD
birth prevalence was 4.08 per 1,000
within the WA Aboriginal population,
significantly higher than nonAboriginal children (0.03 per 1,000).
Table 1 below shows the proportion
of Australian women drinking during
pregnancy.

Maternal health
Gestational diabetes mellitus

Table 2: 2005-2007 women who gave birth in Australia and gestational diabetes mellitus status.

Diabetes in pregnancy increases the
risk of complications of pregnancy,
labour and delivery for mothers and
their babies. It is also an indicator
of increased risk of developing
type 2 diabetes later in life. The risk
is increased for those with preexisting diabetes prior to pregnancy.
Aboriginal mothers and their babies
generally experienced the adverse
effects of gestational diabetes
mellitus (GDM) at higher rates.
7% of Western Australian women who
gave birth in 2012 were diagnosed
with GDM. Table 2 provides an
overview of gestational diabetes
mellitus status in Australia during
2005-2007.

Gestational diabetes mellitus

Births

Percent

Number

Total

Aboriginal

5.1%

1,562

30,518

Non-Aboriginal

4.7%

37,539

802,175

Source: Australian Institute of Health and Welfare, 2010

Planning outreach teams
[	Culturally appropriate and targeted health promotion interventions
on drinking and smoking during pregnancy.
[	Increase access to maternity services particularly support for teenage
mothers.
[	Strengthen partnerships with primary care providers such as local GPs and
Aboriginal Medical Services.

Child and adolescent health
Low birth weight
A baby’s birth weight is a key
indicator of health status. The World
Health Organisation defines low birth
weight as less than 2,500 grams.
Babies born with a low birth weight
are more likely to develop significant
disabilities and have a greater risk of
poor health and mortality outcomes.
From 2008-2012 in the Kimberley,
14% of babies to Aboriginal mothers

were born with a low birth weight,
similar to the State rate for Aboriginal
babies.
Australian Early Development
Census
The Australian Early Development
Census (AEDC) is a measure of
how children are developing upon
commencing full-time school for the
first time.

In 2012, Australian Bureau of Statistics
data classed 22% of Australian
children as developmentally
vulnerable on one or more domains
of the AEDC. In addition, 11% were
developmentally vulnerable on two
or more domains.
Within Kimberley communities,
the proportion of children rated as
developmentally vulnerable on one
or more domains ranged from
20% to 85%.
The towns with almost 50%
or more of children classed as
developmentally vulnerable are
shown in Table 3.

Planning outreach teams
[	Increase allied health professionals to assist early childhood
development. Teams could include speech pathologists,
occupational therapists, physiotherapists and child health nurses.

To learn more about the AEDC, visit
www.aedc.gov.au/about-the-aedc.

Table 3: 2012 AEDC, Kimberley children vulnerable on at least one domain.

Community

Children vulnerable: 1+ domains

Children vulnerable: 2+ domains

Number

% of total surveyed

Number

% of total surveyed

Derby

29

47

16

26

Fitzroy Crossing

29

85

23

68

Halls Creek

11

50

6

27

Outer Halls Creek

19

79

15

63
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Ear health
Ear diseases, in particular otitis media,
and associated hearing loss are highly
prevalent among Aboriginal children.
In 2012-2013, national prevalence of
chronic otitis media causing hearing
problems in Aboriginal children aged
0-14 years was double that of nonAboriginal children (7% as compared
to 3.6%)3.
Otitis media begins within weeks of
birth and can persist into adolescence
with reoccuring episodes. Preventing
ear disease is a high priority as it can
significantly reduce delays in child
learning and development. Risk
factors include poor environmental-

household conditions, passive
smoking, premature birth and
malnutrition4.
In the Kimberley, the following ear
health trends were observed during
2008-2012 for children aged 0-14
years:
l	Ear, nose and throat (ENT)

infections were the leading
cause of potentially preventable
hospitalisations (PPH) and was 3.7
times the State rate.
l	The majority of these

hospitalisations were for very
young children aged 0-4 years.

l	Rate of PPH due to ENT infections

was significantly higher for
Aboriginal children than for nonAboriginal children (2,556 vs 570
per 100,000).

Planning outreach
teams
[	Focus on ENT infections and
respiratory disease in children
especially Aboriginal children.
[	Increase programs aimed at
prevention and management of risk
factors.
[	Identify links with other primary
health care services.

Adult health
Chronic disease prevalence
Chronic disease refers to long-term
conditions that last for six months
or more. Prevalence data within
the Kimberley population collected
during 2009-2012 by WA population
based surveys found that:
l	One third of adults (30%) reported
an injury requiring medical
treatment, a percentage that is
significantly higher than the State.
l	One in seven adults (15%)
reported arthritis.
l	13% of adults reported a currently
diagnosed mental health problem.
l	8% of adults had asthma.
The top five cancer incidence rates in
the Kimberley from 2008-2012 were
for cancers of the skin (melanoma),
prostate gland, breast, colorectal and
lung, bronchus and trachea.

Melanoma and respiratory cancer
rates were significantly higher (1.4
times) than the State rate.
Chronic disease amongst
Aboriginal people
Available national evidence reports
a greater burden and prevalence of
chronic disease among Aboriginal
people. The demographic factors of
remoteness (isolation) and socioeconomic disadvantage of the
Aboriginal population contribute to
the significantly greater burden of
disease compared to non-Aboriginal
people.
Research collected from 2011-2013
indicates that compared to nonAboriginal people, Aboriginal people
were found to be:
l	Half as likely to report excellent or
very good health.
l	3.5 times more likely to report
having diabetes.

Planning outreach teams
[	Health promotion interventions targeting the prevention and
management of modifiable risk factors for chronic disease.
[	Consider how services can align with the strategic focus areas of the region.
[	Contact major health care providers and discuss how your team could
collaboratively work together in service delivery and coordination.

l	1.2 times more likely to report

having cardiovascular diseases.
l	2 times more likely to report

having asthma.
l	2 times more likely to report

kidney disease5,6. 		
Diabetes: Majority have type 2
diabetes. Risk factors include
being overweight/obese, leading
a sedentary lifestyle and poor
nutritional intake.
Cardiovascular disease: The leading
types are ischaemic heart disease and
stroke.
Respiratory disease: The two major
types being asthma and chronic
obstructive pulmonary disease.
Kidney disease: Often develops as
a complication of other medical
conditions including diabetes,
high blood pressure, urinary tract
infections and drug use.
Strategic focus areas that have been
identified as major priorities for
Aboriginal health planning in the
Kimberley region are renal health,
mental health and sexual health.
Other priorities include ear health,
chronic disease and maternal and
child health7.

ABS 2013. Australian Aboriginal and Torres Strait Islander Health Survey: First Results, Australia, 2012-2013.
Closing the Gap Clearinghouse (AIHW and AIFS) 2014. Ear disease in Aboriginal and Torres Strait Islander children. Resource sheet no.35.
5
AIHW 2015. Cardiovascular disease, diabetes and chronic kidney disease – Australian facts: Aboriginal and Torres Strait Islander people.
6 
ABS 2013. Australian Aboriginal and Torres Strait Islander Health Survey: First Results, Australia, 2012-2013.
7 
Kimberley Regional Aboriginal Health Planning Forum data.
3 
4 
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Mental health
Health trends
For 2009-2012, one in eight (13%)
Kimberley adults 16 years and over
suffered from a diagnosed mental
health problem, with prevalence twice
as high among females than males. Yet
only 6% reported accessing a mental
health care service in the last year.
Aboriginal residents have reported
levels of psychological stress 2.7 times
higher than non-Aboriginals on a
national level.
During 2010-2013, dementia rates
were 3-4 times higher in Aboriginal
adults than with non-Aboriginal
adults over 45 years old.
Access: In 2003-2012, Kimberley
Aboriginal residents aged 15-64 years
accessed community mental health
services nearly three times the rate of
non-Aboriginal residents.

Table 4: 2002-2011 youth suicide rates, Kimberley residents, 15-24 years.

Youth suicides (per 100,000
person)*

Kimberley

Metro

State

Males (15-24 years)

135.1

15.6

19.9

Females (15-24 years)

35.0

5.4

6.0

* These rates have been age-standardised to the Australian 2001 population.
Source: DoH, Health Tracks

Community mental health services
accessed in the Kimberley between
2006 and 2010 were at a significantly
higher rate than the State, primarily
for serious psychiatric disorders. Rates
for alcohol and drug disorders in the
Kimberley were more than double the
State rate, presenting mostly in males.

Youth Suicide: From 2007-2011, the
youth suicide rate for males was (8
times) and females (6 times) higher
in the Kimberley than the State
youth suicide rate. Table 4 shows
the Kimberley youth suicide rates by
gender during 2002-2011 to preserve
confidentiality.

Planning outreach teams
[	Health promotion interventions on alcohol consumption as linked
with injury and chronic disease.
[	Increase access to mental health services targeting youth and Aboriginal
population.

Eye health
Eye health conditions are very
common in Australia and can
contribute to disadvantage due to
childhood learning delays, lower
participation in education and
employment and social isolation.

In 2011-2012, over half (53.7%)
of Australians reported having a
chronic eye condition. In 2013-2014,
Aboriginal people had a lower rate of
hospitalisations for cataract extraction
as compared to non-Aboriginals

(7.3 compared with 8.9 per 1,000
population)8. Diseases of the eye
accounted for 3% of hospitalisations
of Kimberley residents aged 65 years
and over, from 2008-2012.

Hospitalisations
Regional hospitalisations
Overall, the hospitalisation rate for
Kimberley residents was 2 times
higher than the State in 2008-2012,
meaning Kimberley residents are
hospitalised twice as often. The
hospitalisation rate for Aboriginal
residents in the Kimberley was 4
times higher than the rate for nonAboriginals. Renal dialysis accounted
for 36% of total hospitalisations in the
Kimberley. For Aboriginal residents,
dialysis accounted for 47% of
hospitalisations compared to 3% for
non-Aboriginal residents.
Table 5 shows the leading causes
of hospitalisation other than renal
dialysis, by major category.
www.aihw.gov.au/eye-health-cataract-surgery

8 

Table 5: 2008-2012 leading causes of hospitalisation by major category, Kimberley residents.

Rank

Cause of hospitalisation

Number

% of total
(15-64 yrs)

State
rank

1

Injury and poisoning

10,129

9

3

2

Respiratory diseases

107,521

7

9

3

Digestive diseases

106,444

6

1

4

Pregnancy and childbirth

106,398

6

6

5

Ill-defined conditions

104,806

4

2

108,364

100

All hospitalisations

Note: leading causes exclude ‘factors influencing health status and contact with health services’ and
‘attending health services for examination and investigation’, reproduction, specific procedures, and
other circumstances, and potential health hazards related to communicable diseases, socioeconomic and
psychosocial circumstances, family and personal history. This also includes renal dialysis.
Source: DoH, Health Tracks
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Hospitalisations
Potentially preventable
hospitalisations

l	Diabetes with its complications

l	ENT infections was the leading

ranked as the number one cause
in the Kimberley, accounting for
15% of all PPH. Other conditions
are shown in Figure 2, which all
except dental, have rates at least
double the State rates.

Potential preventable hospitalisations
(PPH) are hospitalisations which
could have been avoided with disease
intervention plans and various
methods of preventative care. Three
categories are identified: acute,
chronic and vaccine preventable.

condition (14%) for PPH for
non-Aboriginals, and diabetes
complications (19%) was the
leading condition for PPH for
Aboriginals in the Kimberley.

Figure 2: 2008-2012 leading conditions for potentially preventable hospitalisations,
Kimberley residents .

During 2008-2012 the following
trends were observed for PPH in
Kimberley residents:
l	PPH accounted for 9,149 (8%)

of hospitalisations. This rate
was significantly higher when
compared to all residents in the
State.

Source: DoH, Health Tracks

Major health service providers
Major health services
Hospital services
l

l
l

l

l

l

 roome Health
B
Campus

Community and public
health services
l

Derby Hospital
F itzroy Crossing
Hospital
Halls Creek
Hospital

l

Kununurra
Hospital

l

Wyndham
Hospital

l

l

 ommunity Health
C
Service – Broome,
Derby, Fitzroy
Crossing, Halls Creek,
Kununurra, Wyndham
 imberley Population
K
Health Unit
 imberley Remote
K
Area Health – East,
West
 armun Remote Area
W
Health Service
 alumburu Remote
K
Area Health Service

Mental health and aged care
services
l

l

l

l

l

l
l

l

 imberley Aged and Community
K
Services Broome, Derby, Fitzroy
Crossing, Halls Creek, Kununurra
Kimberley Mental Health and Drug
Service - Broome, Derby, Fitzroy
Crossing, Kununurra
Germanus Kent Aged Care Facility
Broome
J uniper Numbala Nunga Nursing
Home, Derby
 ununurra Aged Care and
K
Community Care
Marlgu Village, Wyndham
Halls Creek People’s Church Aged
Care
Juniper Guwardi Ngadu, Fitzroy
Crossing

Aboriginal Medical Services
l

l

l

l

l
l

l

l

l

 imberley Aboriginal Medical
K
Service Council
 erby Aboriginal Health
D
Services
Jarrugk Aboriginal Health
Service
Broome Regional Aboriginal
Medical Services
Yura Yungi Medical Service
Ord Valley Aboriginal Health
Service
 eagle Bay Aboriginal
B
Community
 idyadanga Aboriginal
B
Community
Nindilingarri Cultural Health
Services

Further health service information can be found at www.myhospitals.gov.au and www.ruralhealthaustralia.gov.au.
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Mortality
Mortality is an important population
health indicator. Knowing the
reasons for and causes of death can
assist in the planning of primary
and community care services to
prevent avoidable mortality. There
is still a discrepancy between the
life expectancy of Aboriginal people
when compared to non-Aboriginal
people. Current estimations suggest
that non-Aboriginal people live
around ten years longer than
Aboriginal people.
Leading causes of death
The Kimberley mortality rate was
double the State rate in 2007-2011.

During this period, the leading causes
of death in the Kimberley region were
found to be9:
l	ischaemic heart diseases,

intentional self-harm (3 times the
State rate), diabetes including
impaired glucose regulation (5
times the State rate), transport
accidents and cerebrovascular
diseases.
For Aboriginal residents, the leading
causes of death were10:
l	ischaemic heart diseases, diabetes

including impaired glucose
regulation, intentional selfharm, transport accidents and
cerebrovascular diseases.

Avoidable mortality
During 2007-2011, 52% of Kimberley
resident deaths under the age of 75
could have been avoided through the
better use of primary prevention and
treatment interventions.
The avoidable mortality rate for
Aboriginal people was 5 times higher
than for non-Aboriginal people
in the Kimberley. In 2002-2011,
ischaemic heart disease (10%) was
the leading cause of avoidable death
in Aboriginal Kimberley residents,
followed by diabetes (8%).
Ischaemic heart disease (12%) was
also the leading cause of avoidable
deaths in non-Aboriginal residents in
2007-2011, followed by lung cancer
(7%).

Planning outreach teams
[	Interventions should consider modifiable risk factors for leading causes of avoidable mortality.
[	Explore partnerships with existing primary and therapeutic services.
[ Programs and services for Aboriginal people need to be targeted and culturally appropriate.

All mortality and avoidable mortality statistics were sourced from the Department of Health, Health Tracks – Epidemiology Branch (PHI)
in collaboration with the Cooperative Research Centre for Spatial Information (CRC-SI).
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Executive summary
Since the World Health
Organization’s groundbreaking
Commission on Social Determinants
of Health (2008), the evidence has
continued to grow about how factors
beyond the medical drive poor
health outcomes for individuals and
communities. These factors include
poor-quality housing, unstable
or insecure work and family
breakdown. Meanwhile, in 2012 a
landmark Australian study into legal
need established that over one-fifth
of people in Australia experience
three or more legal problems in a
given year, many of which cause
illness. Many people seek no advice
for these problems, but when they
do, they are more likely to ask a
non-legal advisor, such as a health
professional, than a lawyer.

v

Taken together, the health and legal research points
to common groups who are vulnerable to intersecting
health and legal issues, but are more likely to turn to
non-legal advisors, such as health professionals, than
legal services for solutions.
Health justice partnerships respond to this evidence.
In what has been a quiet revolution in service
delivery, community lawyers have been collaborating
with health services and their patients to address
unmet, health-harming legal need. Since 2012 this
revolution has grown from a handful of examples
across the country to many. Now, through this report,
we are able to identify the range of approaches,
partnerships, settings and needs being met through
health justice partnerships.
This report provides a first and foundational profile
of the health justice landscape across Australia. It
is based on information gathered in a 2017 survey,
conducted by Health Justice Australia, of services
across Australia that identify as health justice
partnerships (hereafter, the services).
The survey illustrates a health justice landscape that
has grown from seven services in 2014 to include now:
•

up to 30 services operating in partnership,
integrating a lawyer into the healthcare team
in a health setting

•

a further 18 services delivering a range of
other service models such as: integrated
services (health and legal services provided
by one organisation); service hubs (health and
legal services joined with other services in a
community setting); outreach (with less intensive
partnership arrangements and more autonomy
than health justice partnerships); and student
clinics (partnerships between law faculties and
health agencies).

Health Justice Australia | Mapping a new path: The health justice landscape in Australia, 2017

The services have been operating in almost every
state and territory in Australia, however most are
in Victoria and New South Wales. Across Australia,
three-quarters of all services are in major cities.
Hospitals are the most common service setting,
followed by community or public health service
settings and Aboriginal medical or community services.
While some partnerships assist any patient of the
health service, most focus on a particular client
group: women facing domestic or family violence,
Aboriginal and Torres Strait Islander peoples,
people with mental health issues, older people at
risk of elder abuse or young people. Services most
commonly provide legal help for domestic and family
violence and for family and civil law issues.
More than one in five respondents indicated that
their partnership engaged in systemic advocacy.
Community legal centres were involved as legal
partners in three-quarters of all partnerships and
legal aid commissions in nearly three in ten. Public/
not-for-profit hospitals and/or the area health
services which administer them were partners in 28
services, community based health services in
14 services and Aboriginal community controlled
health organisations in six.
A key feature of the landscape is the extent to which
partners have supported each other with training and
secondary consultation. More commonly, the help is
provided by lawyers to their healthcare partners.

Half of all services were mostly funded by government
sources. However this first survey did not explore
how secure this funding was and services have
reported to Health Justice Australia that they face
very real challenges in sustaining their health justice
partnerships due to short-term and uncertain funding.
This is one of three reports based on the mapping
survey. The purpose of this first report is to provide
a baseline picture of the health justice landscape,
noting the range of services currently identifying as
health justice partnerships. It provides foundational
information to support planning, evaluation and
the development of a best practice health justice
partnership model, which is informed by the
experience of practitioners and their partnerships.
The second, Service models on the health justice
landscape: A closer look at partnership, is a
discussion paper exploring what differentiates a
health justice partnership from the other service
models on the health justice landscape. This paper
aims to develop clarity around the features of health
justice partnerships as a specific service model. This
understanding is critical to their effective evaluation.
A third report, Building health justice partnerships:
3 key lessons from practitioners, captures the
experiences of health and legal practitioners in
establishing partnerships between health and legal
agencies to address health-harming legal need.

The shared goals of partnerships include: improving
access to legal help, particularly to address healthharming legal need; the provision of holistic services;
improved client health and wellbeing; and improved
legal outcomes for clients/patients.

vi
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Collaboration in action
A case study of one health justice partnership
One of the health justice partnerships included in this report is between a
local community legal centre and a major city hospital, and has been operating
since 2015. Through this service, patients of the hospital are able to access
a community lawyer to help find solutions to a range of legal problems that
affect their health, such as mold in their public housing that causes respiratory
illness or landlords refusing to install handrails so people with impaired
mobility can continue living independently at home.
This health justice partnership provides help to people with a history of drug
and alcohol abuse, poor mental health and family violence. For some people,
these factors also mean their children have been removed from their care by
child protection authorities.
When the lawyer first started working in this health justice partnership, she
was seeing women at the end of their pregnancies who were facing the
prospect of having their babies removed by child protection authorities. Many
of these women had previously had children removed from their care, and the
best support the lawyer could provide was to help these women attend the
hearings that would review the removal of their babies, and try to keep the
parents engaged in the system that, as far as they were concerned, was
ripping their families apart.
Two years later, the lawyer in this health justice partnership is being
introduced to women in the same situation, but much earlier in their
pregnancies. Now, the lawyer is part of a coordinated healthcare team
working with these women to help them understand why they need to
attend an ante-natal program, or their partner should participate in a drug
or alcohol course, to ensure they are well themselves and can provide a
healthy and safe environment for their coming children.
Over this time, the hospital has seen a reduction in children being removed
from their parents at birth. By including lawyers as part of healthcare teams,
there is a possibility for early intervention and even prevention of harm in
the lives of some of the most vulnerable women and their children.

The lawyer is part of a coordinated
healthcare team working with
[women at risk of having their
children removed] … to ensure they
are well and can provide a healthy
and safe environment for their
coming children.
vii
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1. Introduction
Health justice partnerships (HJPs) are collaborations between health and legal
services, bringing lawyers into healthcare settings to address health-harming
legal need. From an innovation led by health and legal practitioners in particular
communities, health justice partnerships have become a movement attracting
interest from practitioners, researchers, policy-makers and funders. Yet there is
no reliable data about the number, nature and scope of health justice
partnerships across Australia. This report fills that gap, establishing a first and
foundational profile of Australia’s health justice landscape.
In response to this evolving movement, Health Justice Australia was established
in 2016 as a national charity and centre of excellence for health justice
partnerships. Based on a survey Health Justice Australia conducted in
2017, we have sought to identify what types of health and legal services work
in partnership across Australia, who the partners are, and where partnerships
are based. We have identified who these services support and what help they
have provided. We have examined how agencies have partnered and learned
about the difference they seek to make. Critically, this work defines a baseline
from which we can track the growth, evolution and outcomes of services on
the health justice landscape.
This work has been undertaken at a dynamic time, when services are both
starting up as and evolving into active partnerships between health and legal
agencies to address health-harming legal need among a range of communities.
Given the organic growth of these services, it is not surprising to find a range
of different ideas about what constitutes an HJP. This report examines the
findings of the mapping survey, taking at face value that a range of different
services have identified themselves as health justice partnerships. But beyond
mapping the landscape, this variance in service models raises key questions
about what makes a service an HJP and how HJPs may differ from other equally
valuable but different models of engagement between health and legal agencies.
We explore these questions separately, in our forthcoming discussion paper,
Service models on the health justice landscape: A closer look at partnership.

1
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2. The evidence
driving partnership
… ‘a person’s health is determined by a lot
more than high-quality health care services and
personal behavior; it’s shaped by environment
– where someone lives, works, plays and learns’
(Williamson, Trott & Regenstein, 2018).
Since the World Health Organization’s groundbreaking
2008 Commission on the Social Determinants of Health
(CSDH, 2008), the evidence has continued to grow
about how factors beyond the medical drive poor
health outcomes for individuals and communities.
These factors include poor-quality housing, unstable or
insecure work and family breakdown (see also Marple,
2015, Williamson et al, 2018).
Meanwhile, in 2012 the landmark Legal Australia-Wide
survey (LAW survey) established that over one-fifth
of people in Australia experience three or more legal
problems in a given year. Among these issues were
housing and work related issues, money issues, and
family breakdown: issues also noted in this and the
broader legal needs research, for their reported
impact on health, particularly stress-related and/or
physical illness.
Critically, the evidence further indicates that many
people seek no advice for these problems, but when
they do, they are more likely to ask a non-legal
advisor, including health professionals, than a
lawyer (Coumarelos et al, 2012; see also Pleasence,
Balmer & Buck, 2008).

2

Taken together, the health and legal evidence points
to common client groups that are vulnerable to
intersecting health and legal issues but who may
come into contact with health services around their
symptoms rather than with services that can offer legal
solutions. The interconnected evidence base also notes
the vulnerability of these same client groups to social
and environmental factors which may be shaped by law
and policy, which in turn may be influenced by systemic
advocacy and law reform.
Health justice partnerships respond to this evidence,
with an evolving movement of community lawyers
collaborating with health services and their patients to
address unmet, health-harming legal need. Some also
have an eye to impact upon the social determinants of
health more broadly.
However, as also observed in the US context, the
movement is still young ‘with much to learn as the field
grows and matures’ (Regenstein, Trott, & Williamson
2017 p.8). It is still too early in this movement to know
what works best, for whom, in what circumstances and
at what cost. This Report is a first step to identifying,
profiling and understanding these efforts in Australia.
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3. The survey
methodology
In August 2017 Health Justice Australia sent a survey to all services in its network.1 Initially responses were
received from 39 services. After follow up and discussion with services, an additional nine responses were
received, bringing the total to 48 respondents. Noting that the network was still building at the time the survey
was distributed, we believe that virtually all HJPs that were operating in Australia in 2017 are included among the
respondents to this survey.
However, survey respondents also included those involved in a number of other health justice service models.
These included integrated services, outreach services, service hubs and student clinics (defined in Table 1, below).
In the absence of a shared understanding of what makes a health justice partnership, responses from a broad
range of service types that have health and justice elements, or that specifically identify as an HJP, is not
unexpected. However, not every example of these broader service types is included in the survey. Our report is
limited to those organisations that identified themselves to Health Justice Australia as a health justice partnership
by responding to our mapping survey.
Because the boundary between HJPs and other service models is yet to be clarified, and this broad view of the
landscape will assist that process, all respondents are included in the data presented in this report.

…patients who are seen in clinical
settings may well have problems in their
everyday lives that may be causing or
exacerbating their mental and physical
ill health or may be getting in the way of
their recovery. If we do not tackle these
everyday ‘practical health’ issues then
we are fighting the clinical fight with one
hand tied behind our back (Marmot,
in The Low Commission & Advice
Service Alliance, 2015 p.7)

1

3

At the point this survey was sent out, HJA’s network was based on services describing themselves as health justice partnerships.
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i. The limitations and future of this survey
This mapping survey has been a critical first step for
Health Justice Australia in identifying the current
scope and diversity of the network of health justice
partnerships in Australia. As our first survey, this
has proven to be a valuable pilot for any future data
collection from the network. However it has also
highlighted where we need to modify any future
research to make it easier for respondents and more
rigorous for analysis.

While these limitations are acknowledged, the data
provided in this report also indicates the potential value
of regular, consistent data collection from services over
time. We intend for this to be the first of an annual
collection of data on the health justice landscape in
Australia, such that we can track changes and growth
and provide regular detailed information back to
services on that landscape and those interested in
supporting and/or starting health justice partnerships.

In particular, the following have a bearing on the
results reported:
•

A survey was sent to each partnership. Two-thirds
of responses (31) were submitted by the legal
partner only and one response was submitted
by the health partner only, though it was evident
in some of these responses that there had been
discussion between the partners in completing
the survey. One-quarter of responses (12)
were submitted by the legal and health partner
together.2 The people completing the survey
also varied, from the solicitor working in the HJP,
to officers within either partner organisation. In
some cases, the person responding to the survey
was fairly new to their position. Therefore the
accuracy of each answer (and corresponding data
point) will vary with the level of knowledge of
the respondent, particularly about their partner
organisation or partner’s perspective. Further,
information is missing for some questions where
respondents have indicated ‘don’t know’.

•

It is evident from some of the responses that some
questions asked in the survey were not clear or, in
some cases, specific enough. This in turn undermined
the utility of the data provided. Where we are not
confident in the data collected, we do not report
that data. Any limitations in the data reported
below are discussed in the relevant section.

2

4

One survey was completed by an employee of the partnership and three respondents did not specify who completed the survey.
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4. What services
look like
i. Services on the landscape
One clear observation arising from the mapping
exercise is the degree of variation between different
services on the health justice landscape. As illustrated
in the following sections, there is variation in service
setting, partner types, clients assisted and the types
of help provided. This is to be expected as the needs
of clients vary, as does the infrastructure available in
any given location to support these clients. The focus
and expertise of partner agencies also vary and this
too will influence the type and style of service that is
developed. This variation is a strength of the health
justice landscape as services can be developed to best
meet the needs of particular client groups, with the
resources and interest available to do so.

While there will always be some variation within a
model of service (that is, different types of health
justice partnerships), some of the variation we
present here might indicate a different model of
service altogether. While we explore these differences
further in the forthcoming discussion paper Service
models on the health justice landscape: A closer look
at partnership, we have used the following broad
descriptions as working definitions for this report.

Table 1: Service models on the health justice landscape

Model type

Broad description

Partnerships

Partnerships between health services and legal services, to
have a lawyer included as part of a health care team and
with shared goals.

Integrated
services

Services in which a lawyer is employed by a health service,
as part of their health care team (or a health professional
employed by a legal service).

Outreach
services

Lawyers attending health settings to provide a legal service or
clinic but not considered to be part of the healthcare team.

Service hubs

‘Place-based’ service hubs in which health, legal and other
services work out of an accessible community setting
(e.g. a housing estate).

Student clinics

Services in which law students are supervised to provide
legal help to patients in the health setting.

5
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ii. The growth of health justice in Australia
Respondents were asked what year they commenced
providing services to patients/clients. Two respondents
indicated that they had been providing legal assistance
in a health or community setting for nearly 10 years
(since 2008). In 2014 there were just seven services
operating. Since then there has been significant growth
in the number of services on the landscape, to 19 in
2015, 37 in 2016 and 47 by December 2017. One
respondent commenced client services in January 2018.

Figure 1: Number of services on the health justice landscape 2008 – 2018
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Source: HJA 2017 mapping survey. N=48 services.
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iii. The landscape across Australia
Of the 48 services that responded to the survey,
nearly half (23) were based in Victoria, and 15 in
New South Wales. One New South Wales-based
respondent provided services across the New South
Wales–Victoria border. There were five respondents
from Queensland and two in the Northern Territory,
with one service each in Western Australia, the
Australian Capital Territory and South Australia.
As at December 2017, Tasmania was the only
jurisdiction that had not established a health justice
partnership or similar.

Figure 2: The health justice landscape by state or territory

2
5
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Source: HJA 2017 mapping survey. N=48 services.
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Broadly reflecting the population distribution in
Australia3, three-quarters (75%) of all respondent
services were located in ‘major cities’.4 Seven (15%)
services were located in inner regional areas, all in
NSW and Victoria. Of the four outer regional services,
two were in Queensland and one each was in Victoria
and the Northern Territory. The one remote-area
service was also in the Northern Territory.

Figure 3: The health justice landscape by geographic classification
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regional

4
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regional

1

Remote

36

Major
cities

Source: HJA 2017 mapping survey. N=48 services.
Note: Classified according to ASGC Remoteness Areas (2006), based on
the postcode of the service.

3

4

8

To place this figure in context, in 2017, an estimated 71.8% of the Australian population lived in ‘major cities’. However, this varied by state
with an estimated 77.9% of Victorians and 75.3% of New South Wales residents living in major cities (Australian Bureau of Statistics, 2018).
As defined by the ASGC Remoteness Areas (2006).
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iv. Service settings
Health and legal services have come together to
support clients in a range of service settings. The 48
respondents to this survey reported activity in 55
service settings – with some partnerships running
services in two or three locations. The most common
service settings across the health justice landscape
were hospitals (45% of all settings), all but one of which
were public or not for profit hospitals. Respondents
indicated a further 16 legal services in community
based or public health services; another eight in
Aboriginal medical or health services; and six more
in other community settings.

The services (which included health/wellbeing and
legal assistance) in community settings included a ‘hub’
service in a housing estate, outreach to communitybased services and a partnership on site at a university.

Figure 4: Service settings across the health justice landscape
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Other
community
based/public
health
service#

25
Hospital
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Aboriginal
medical or
health
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Other setting*

Source: HJA 2017 mapping survey. All service settings listed in the survey (N=55 settings for
48 services).
Notes:
*
‘Other setting’ includes a housing estate, community services and a university.
^
In addition to an Aboriginal health service, one respondent also provides legal
assistance in a further two community settings.
#
Includes general community health, mental health and maternal health. One service
also provides home visits, and another is based in a GP clinic run by a community health
organisation.
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v. The people partnerships aim to assist
Just as the service settings varied across the health
justice landscape, so too did the client groups that
services aim to assist.
Around one-third of respondents indicated that
they support ‘any patient of the health service’ and
identified the health service (hospital or community
health setting) as available to all members of the local
community. Commonly these were hospitals or health
services in geographic areas accessible to people in
need of legal help (that is, with high legal need and
fewer resources to address that need).
Other services targeted specific client groups and/
or legal issues. Some services were placed in clientspecific health settings such as a women’s hospital,
a mental health service or an Aboriginal medical
service. In other cases, target clients were identified
within a more general health setting such as a hospital.
Client groups specifically targeted by these services
included:
•

Women facing domestic or family violence
(10 respondents, which reflected one in five
respondents)

•

Aboriginal and Torres Strait Islander peoples
(8 respondents)

•

People living with mental health issues and/or
alcohol and other drug issues (7)

•

Older people, focused on elder abuse (4)

•

Young people (1)

One service targeted people experiencing mortgage
hardship and another focused on people experiencing
housing/tenancy problems. Two services noted that
they assist health staff as well as patients.

10
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vi. Legal assistance provided
While only 10 respondents indicated that their service
targeted women facing domestic or family violence,
88% (42) of respondents said that their service assists
with domestic or family violence-related legal issues.
Just over three-quarters of respondents (37) also
indicated that they assist with family law issues, but
it is not clear from the results how commonly this
reflected specialist family law assistance over and
above the family violence work. This is an issue that
can be more carefully explored in future surveys.
More than half of the respondents said that their
service assisted with:
•

Housing and tenancy

•

Credit/debt

•

Fines

•

Government/social security

•

Consumer issues

Other legal issues that services said they could assist
with included: discrimination; issues related to elder
abuse; employment, crime, health (including mental
health), immigration, guardianship, and child protection.
Of interest, all but two respondents indicated that
they addressed legal issues across two or more of
the broad categories of civil, crime and family law.
The two indicated they provided civil law services
only, though civil law itself covers a wide range of
legal problem types. This broad approach may reflect
holistic responses to complex need, particularly around
domestic and family violence and elder abuse.

11

Given the usual specialisation of legal practice, it
would be useful to explore further the level of legal
assistance that these services can provide for each type
of legal issue. While this first mapping survey was not
sensitive enough to provide such detail, in general all
the services provided at least legal advice and referral.
The vast majority (45) provided ‘legal assistance’,
such as letter writing and negotiating; and the same
number indicated that they provided community legal
information to clients.
Two-thirds (34) of the respondents indicated that their
service provided advocacy (in a court or tribunal) or
representation to clients. Another nine services were
able to refer clients to their partner organisation for
advocacy/representation. Five services did not list
advocacy/representation as a form of legal assistance
they provide. Future surveys could more fully explore
when and for what types of matters frontline services
link back to their parent service (e.g. legal aid
commissions), pro-bono partners or others to provide
representation where required.
Looking forward, it would be valuable to collate data
from across the landscape on the profile of clients
actually assisted by services, together with the legal
issues they face, the help they receive for each of these
problem types; and the outcomes achieved. This will
provide a much more nuanced understanding of the
types of problems arising for different clients in different
settings – and how these are addressed. Client views
on the types of support and assistance they require
should also inform the development of the model.
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vii. Hours the service is open or accessible to clients
Respondents were asked about the number of hours
per week their service was open or accessible to
clients. Noting that a small number of respondents
provide services in more than one location, we report
below the total number of client-facing hours for the
service as a whole.
Again, we see diversity across the health justice
landscape. Three respondents indicated that their
services were open to clients less than half a day a
week (including those which may provide services less
than weekly). Thirteen services were reported to be at
least 4 days a week.

Figure 5: Client-facing time per week

Most commonly, respondents indicated they were
open to clients or patients in the health or community
setting for at least half a day, one to two days per week.
One respondent service takes bookings for clients in
the health setting for the lawyer to meet with the client
in that setting. As the lawyer is otherwise off-site, this
is described in Figure 5 as ‘on call’.
Importantly, services on the health justice landscape
involve hours invested well beyond client-facing hours.
Lawyer and/or health partner time will also be spent:
•

undertaking legal work on behalf of
individual clients

•

undertaking systemic advocacy

•

providing training or other support to the partner
organisation (e.g. lawyers training health staff
about how to identify legal issues and refer clients)

•

building or sustaining the partnership
(e.g. meetings, planning, evaluation activity,
informal liaison)

Future surveys may track this additional time investment.

12
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1 day pw
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1
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4
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On call
Source: HJA 2017 mapping survey. N=47 services. 1 response missing
Notes:
Where services have more than one location, the number of hours
are combined.
Specific hours have been grouped into days, with less than
half a day being 3.5 hours a week or less. 1 day is from 3.5 to
7 hours, 2 days is from 8 hours to 14 hours, 3 days is from
15 to 21 hours, and so on.
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viii. Systemic advocacy
On the health justice landscape, systemic advocacy
involves identifying how law, policy or practice is
systematically affecting client groups – as evidenced
by the experience of clients and patients being seen in
the services – and using that information to influence
change to those laws, policies or practices. The health
justice partnership model aims to amplify the impact
of advocacy through the shared voices of health and
legal partners and their clients. Systemic advocacy is
a strategy to elevate the impact of HJPs beyond the
health-harming legal needs of individual clients, to
address factors that may affect health and wellbeing
more broadly (Gyorki, 2013).
Respondents were asked whether systemic
advocacy was engaged in by their respective partner
organisations or their partnership. Eleven of the 48
respondents indicated that their partnership was
involved in systemic advocacy while 15 specifically
indicated that their partnership did not undertake
systemic advocacy. Eight respondents did not know
or did not answer the question, while others pointed
to advocacy work undertaken by one or both of their
partners, though not within the partnership itself.

13
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ix. Training
A key feature of a health justice partnership is the
work undertaken to build the capacity of partner staff
to effectively work together to support their common
clients or patients. Such training includes:
•

education for health staff about the legal assistance
available to their patients and how to refer patients
to the service (45 services)

•

education for health staff about how to identify
a health-harming legal issue facing their patient
(44 services)

•

education for legal staff about the services
provided by the health service (28 services) or the
types of health issues facing clients (13 services)

Overall, nearly all of the respondents indicated that
training had been provided by the legal staff to health
staff about legal issues and/or the services provided
onsite by the legal partner. Moreover, six out of 10 (29
services) indicated that training had been provided by
the health staff to the lawyers.
What is not clear is the specific content of the training
and in how many cases it was an ongoing program. This
will be followed up in future surveys.
While not quantified in this survey, some HJPs reported
providing community legal education sessions to clients
or communities. Again, this could be explored in future.

[We run] training sessions on how
the legal partner works, and how
the health partner works, so that all
staff at both partner services have
a good understanding of how to
work together. (Legal partner, NSW)

14
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x.

The partners

A diverse range of legal and health partners have come
together across the landscape. Some legal and health
partners were involved in more than one partnership;
and some partnerships involve more than one legal
and/or more than one health partner.
Australia-wide, generalist or specialist community
legal centres (CLCs) were partners in three-quarters
of services on the health justice landscape, and legal
aid commissions in nearly 30% of all services.
However, patterns in growth have varied across
the country. For example, growth in Victoria and
Queensland has been largely driven by the CLC sector;
while in New South Wales interest has been shared
by both CLCs and the legal aid commission.

A small number of services involved pro bono legal
partners providing frontline legal support or, more
recently, non-legal organisations employing lawyers.
Figure 6 does not illustrate the extent of pro bono
support that may have been provided through
CLC-staffed services. In all services, except the one
integrated service (included as ‘other’ on Figure 6),
the lawyer placed in the health or community setting
is employed or supervised by a legal partner.

Figure 6: Legal partners on the health justice landscape
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Legal aid
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Source: HJA 2017 mapping survey. N= 53 partners in 48 services.
Other: a lawyer employed in a health service, a university clinic
Note: Numbers add up to more than 48 as some services have more
than one type of legal partner.
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On the health side, state and territory differences make
it more difficult to accurately classify services, based
on the information collected in the survey. However in
broad terms, the survey indicated that legal services
have most commonly partnered with major public or
not-for-profit hospitals (to provide 21 services), and/
or the administrative health districts or services that
administer these hospitals, as well as other health
services in their districts (7 services). Community
based health services are partners in 14 services and
six partnerships include an Aboriginal community
controlled health organisation (ACCHO) as a partner.
Future surveys will explore more closely the
types of legal and health organisations involved
in these partnerships.

Figure 7: Health partners on the health justice landscape
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service/district

Public/private
hospital

1

21
Public/NFP
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based health
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Other community
based service
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Source: HJA 2017 mapping survey. N= 52 partners in 48 services.
Notes: Numbers add up to more than 48 as some services have more than one type of
health/community partner. As health administration structures vary from state to state
‘area health service/district’ is not applicable in all states and territories.
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5. What partnership
looks like
One purpose of the mapping survey has been to identify indicators of active and effective partnering between health
and legal agencies. Elements of active or effective partnering include co-creation, mutual engagement, capacity
creation, common goals and collaboration towards those goals. (For more, see Promoting Effective Partnering.)
Here we report some preliminary indicators of partnership, based on the information available from the survey.
Again, future work may refine this set of indicators.

If we truly want to work in partnership,
if we truly want those partnerships to
increase our effectiveness, to improve
outcomes for the people we support, then
we need to be willing to give up some of
our self-valued expertise, to make room
for other experts. We need to share our
knowledge; we need to share our power.
(Boyd-Caine, 2018)
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i.

Shared goals

Respondents were asked about:
•

legal partner goals or outcomes for the service

•

health partner goals or outcomes for the service

•

shared goals or outcomes

Generally speaking the shared goals outlined were the
same as or combined the goals of each of the health
and legal partners. Noting this, the most common
shared goals (as categorised by us) were: improved
access to legal help for the patient/client groups
served; improved health and wellbeing by addressing
heath-harming legal need; and the provision of holistic
or integrated services.

Figure 9: Goals or outcomes shared by the partners
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Source: HJA 2017 mapping survey. N= 46. No response from two respondents.
Note: the one response indicating ‘no shared goals or outcomes’ had common outcomes expressed
for each of the health and legal partners.
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ii. Partnerships based on an MOU
Nearly two-thirds of respondents to this question (30
of 46) indicated that their partners had signed a formal
memorandum of understanding (MOU) for their service.
A further 13 respondents indicated that there was
either an informal agreement between the partners or
indicated that the service was a ‘joint project of two (or
more) organisations’.
The report Building health justice partnerships: 3 key
lessons from practitioners provides insight into the
work involved in forming a partnership and reaching
agreement on an MOU.

Without an
MOU it is easy for
misunderstandings to
arise between partners
about their respective
responsibilities.
(HJA, 2018)
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iii. Referrals between the health and legal partners
One indicator of an active relationship between
partners may be the level and type of client referral
between the two organisations. An example of such a
referral is a health provider identifying that their client
has a legal problem and booking them in or bringing
them to the legal service available on site.
Given the placement of legal services in a health setting,
we would expect to see at least informal referral of
clients from the health staff to the legal staff, and more
of a focus on formal processes in this direction.
This is reflected in the data. Two-thirds of the services
reported formal referral processes from health staff to
legal staff. Half of the services reported informal referral
procedures in addition to or instead of formal referral
processes. There was no reported referral process in place
for one service and two respondents did not know.

More than one in five respondents indicated that there
were formal referral processes from the legal staff back
to the health staff and nearly 30% indicated no referral
procedures at all. Broadly speaking, this may reflect
the nature of the service models involved, where legal
clients are already in, and are drawn from, the health
setting. What is striking in the data is the fact that more
than half of the respondents reported informal referrals
from legal staff back to the health staff. This may be an
indication as to the strength of partnership with twoway communication to address the needs of the client.
Of course, it would be helpful to have more information
about the nature of these referrals. When are they
part of shared case management and when are they
steps in a pathway to additional assistance? Do they
involve feedback to the referrer about the progress of
the client’s matter? What circumstances best facilitate
referrals. These types of questions could be considered
in future surveys.

Figure 8: Referrals between partners
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Source: HJA 2017 mapping survey. N= 46. No response from two respondents.
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iv. Secondary consultation
In addition to training, education and referral,
respondents reported health and legal staff supporting
each other and their clients with secondary
consultations. In the mapping survey secondary
consultation was defined as ‘advice to a legal
professional about the health needs of a particular
patient’ or ‘advice to a health professional about the
legal needs of a particular patient’.
More than three-quarters of respondents (36) said that
legal service staff provided secondary consultations
to health professionals in the service setting, while 34
reported that health professionals provided secondary
consultations to the lawyers. We did not explore in
this survey how formal or informal these secondary
consultations were.
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v. Ongoing communication
Respondents were asked whether they have
communication or shared practices between their
partners. They were able to indicate whether they
do any or all of the following:
•

operate in parallel, supporting a common
client group

•

have regular informal communication about
the partnership

•

have regular (at least quarterly) formal
communication about the partnership

•

share case management of individual clients
through the partnership

While five respondents did not respond, four
respondents indicated that they worked in parallel
but had no formal or informal communication or
shared case management. This would suggest fairly
low engagement between the partners. Conversely,
six respondents indicated they undertook shared
case management, (with or without formal/informal
communication)5.
Of the remaining respondents:
•

eight reported formal but not informal
communication between the partners

•

11 reported informal but not formal
communication

•

14 reported both formal and informal
communication

At times, when the hospital has been
under periods of great stress …, it has
made it harder to stay in touch with
the health partner staff as they were
facing so many other pressures. We
needed to take more responsibility for
communication (Legal partner, NSW)

5

22

There are key challenges services need to address in shared case management, including safeguarding client confidentiality and privileged
communication with their lawyers (Noble, 2012; Gyorki, 2013). Lawyers equally must be aware of mandatory reporting requirements
placed on their health colleagues.
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vi. Integration
Respondents were asked where they would rate
their partnership on a scale of integration. While
two respondents did not answer the question, 22 of
the remaining 46 respondents (48%) described their
partnership as ‘collaboration’, the highest level of
integration or partnership on the scale. Another 12
defined their partnership as ‘coordination’.

No awareness: We are not aware of the approach
taken by our partner workers in the other organisation.

This scale and its terms are defined here, from the
lowest level of integration or partnership to the highest.

Communication: We actively share information
(formally or informally) with our partner workers in the
other organisation.

Awareness: We are aware of the approach taken by
our partner workers in the other organisation, but
organise our own activities solely on the basis of our
own objectives, materials and resources.

Coordination: We work together by modifying program
planning and delivery to take into account methods,
materials and timing of our partners in the other
organisation.
Collaboration: We jointly plan and deliver key aspects
of our program with the other organisation with the
aim of an integrated approach.

Figure 10: Where respondents rated themselves on the partnership spectrum
25

22
20

15

12

10

6

6

Awareness

Communication

5

0

No awareness

Coordination

Collaboration

Source: HJA 2017 mapping survey. N= 46. No response from two respondents
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vii. Funding source
Respondents were asked to indicate, in broad terms, how
they were funded. While some respondents indicated
changes in funding over time, half (24) indicated that
most of their funding came from government. This
includes partnerships for which the cost is absorbed by
the legal service provider as well as grants of funding
to establish a health justice partnership.
Sixteen respondents said that most of their funding
came from non-government sources. These include
philanthropic funding and grants from statutory funding
bodies such as the Victorian Legal Services Board.

Three respondents indicated funding from government
and non-government sources, while five respondents
did not know or did not respond.
A key issue to track in future is the sustainability of
funding, as we aim to move services on the landscape
from pilots to sustainable services. This is certainly a
key concern of services as reported in Building health
justice partnerships: 3 key lessons from practitioners.
This tracking should also take account of the amount
of unfunded work that is undertaken to support the
partnership and its practice.

Figure 11: Funding across the health justice landscape
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Source: HJA 2017 mapping survey. N= 43. No response from five respondents.
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6. Conclusion
Health Justice Australia was established in response
to the growing interest in health justice partnership as
a model to prevent legal problems becoming health
problems. The data in this report, drawn from our
first survey of services within this movement, show
the significant growth in health justice partnerships
in recent years. These data also show the breadth
and diversity of service models, partners, settings and
target populations, across an even broader range of
service models on the health justice landscape.
The report has explored some of the features of
partnership. It shows there are services on the
landscape with MOUs and referral protocols. There
are services with strong informal relations as well
as formal partnership structures. There are partners
that support each other with training and secondary
consultation; and partners that have shared goals
in common, centred around the needs of their
clients. The survey indicates both government and
non-government funding sources but funding is not
secure, particularly where it is project or pilot based
(as highlighted in the report Building health justice
partnerships: 3 key lessons from practitioners, also
based on this mapping work). The sustainability
of partnerships moving forward is a key issue.
The survey results have highlighted the value of
collecting data to understand the landscape and to add
definition to the models within it. Individual services
can place themselves on this landscape and consider
specific similarities and differences. However, the
range of features discussed in this first mapping report
is limited to the questions asked in the 2017 survey.
There are of course other features and factors relevant
to services on the health justice landscape that were
not included in this first survey, but could be explored
in future. In addition to specific suggestions made in
each of the sections above, these might include:

6
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•

triage practices and the use of screening tools
by services to identify legal need

•

community legal education for clients or patients,
or other community/client engagement

•

service location or catchment area, mapped against
indicators of legal need, high health need or social
disadvantage more broadly6

•

the capacity of services to meet demand

•

data collection and/or data/information sharing
between partners

Equally, the survey process has also identified how we
could improve the data collection – to make it easier for
services to participate, while improving the quality and
value of information collected, potentially on an annual
basis. The aim of ongoing data collection would be to
chart and support the development of services on the
health justice landscape. Through this research we hope
to develop more detailed analysis about this innovative
service model: its implementation and its impact in
different service settings, for different client groups
and in addressing critical issues, such as domestic and
family violence, child protection and elder abuse.
In the meantime, the findings of this report will inform
immediate priorities including:
•

the funding and policy settings that can enable
further exploration of partnership-based
service models

•

a clearer appreciation of different service models
on the health justice landscape

•

planning and evaluation and the development of
a best practice HJP model, which draws upon the
experience of practitioners and their partnerships

•

tools for practitioners such as a template theory
of change/program logic, an outcomes framework
and measurement tools

These include the Law and Justice Foundation’s Need for Legal Assistance Services (NLAS) capability indicator (Law and Justice Foundation
of NSW, 2018) and the Australian Bureau of Statistics’ Socio-Economic Indexes for Areas (SEIFA).
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Appendix
2017 survey questions
Activities of your HJP

1. What is the name of your Health Justice
Partnership?

19. What types of health services does your HJP
provide to patients?

2. What is the name of your health partner?
3. What type of health service would best describe
your health partner?
4. What is the name of your legal partner?
5. What type of legal service would best describe
your legal partner?
6. Are there additional members of your partnership?
7. What year did you begin developing your
partnership?
8. What year did your partnership commence
delivering services?

Services delivered by your HJP
9. What is the service setting for your HJP?
10. What geographic area/s are covered by your HJP?
(ie the catchment you service)
11. What is the post code of your HJP?
12. Why did you choose this community or setting for
your HJP?

People using your HJP

20. Of the types of health service provided by your
health partner to patients, which are the most
common? (please specify up to 3 or 'don't know')
21. What types of legal matters does your HJP help
clients with?
22. If 'Civil Law (general)' was selected, which types of
civil law matters?
23. What types of legal assistance does your HJP
provide to clients?
24. Of the types of legal assistance your HJP provides
to clients, which are the most common? (please
specify up to 3 or 'don't know')
25. What types of assistance or support are provided
by health staff to the legal partner/staff?
26. What types of assistance or support are provided
by legal staff to the health partner/staff?
27. Does your HJP conduct systemic advocacy (ie
building on individual patient/client work to
address related legislative, policy or systemic
factors)?
28. Are there any further features of your HJP that you
have not already described?

13. Who can access your HJP?
14. Are people accessing your HJP from a particular
gender?
15. Are people accessing your HJP from a particular
age group?
16. Are people accessing your HJP from a particular
culture or ethnicity?
17. Are your patients/clients repeat users of your HJP?
18. How many instances of service does your HJP
provide per year? (ie not individual clients seen;
include secondary consultations if you have these)
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Resources and infrastructure of your HJP

Objectives of your HJP

29. How many hours per week is your HJP open or
accessible to patients/clients? (in the last financial
year; estimate if you don't know)

39. Does your HJP have shared goals or outcomes it
would like to achieve?

30. How many staff hours (full time equivalent)
per week are allocated to your HJP? (in the last
financial year; estimate if you don't know or enter
0 if doesn't apply)
31. What is the annual operating budget for your HJP?
(in the last financial year; estimate if you don't
know or enter 0 if none)

40. Does the health partner of your HJP have clear
goals or outcomes it would like to achieve through
the HJP?
41. Does the legal partner of your HJP have clear goals
or outcomes it would like to achieve through the
HJP?

32. Where is the majority of your HJP funding from?

42. How do you measure the impact or outcomes of
your HJP? (eg defined metrics, internal evaluation,
external evaluation, no set approach)

33. What are your plans to grow the HJP in the next 3
years?

Lessons learned from your HJP

Key features of your partnership

43. From the health partners' perspective, what has
worked well in setting up and running your HJP?

34. Is your partnership formalised?
35. Does your HJP have referral procedures from your
health partner to your legal partner?
36. Does your HJP have referral procedures from your
legal partner to your health partner?
37. Does your HJP have communication or shared
practices between your partners?
38. Which of the following best describes the level
of integration between the partners in your
HJP? [listed with descriptions were Awareness,
Communication, Coordination, Collaboration, No
awareness and Don’t know]

44. From the legal partners' perspective, what has
worked well in setting up and running your HJP?
45. From the health partners' perspective, what
challenges have you faced in setting up and
running your HJP?
46. From the legal partners' perspective, what
challenges have you faced in setting up and
running your HJP?
47. What would you do differently in setting up and
running your HJP?
48. Which of the following activities would you find
most useful from Health Justice Australia?
49. Who has completed this survey?
For further information about the survey, please
contact Health Justice Australia.
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Social Worker - Health Justice Partnership
Job Description
Area:
Job Title:
Classification:
Work Unit:
Reports to:
Direct Reports:
Employment Conditions:

All Miwatj Health East Arnhem Region
Social Worker - Health Justice Partnership
AO5-6 depending on qualifications and experience
Public Health
SEWB Manager
Nil
MHAC EA

Compassion care and respect for our clients and staff
and pride in the results of our work

OUR VALUES

Cultural Integrity and safety while recognizing cultural
and individual differences

Accountability and transparency
Continual capacity building of our organization and community

Driven by evidence-based practice

Primary Objective

Social Worker - Health Justice Partnership will lead and champion the development of a new Health Justice Partnership
(HJP) between Miwatj Health Aboriginal Corporation (Miwatj Health) and the North Australian Aboriginal Justice Agency
(NAAJA) while providing social worker support to the Miwatj Social and Emotional Wellbeing team.

Objectives

The HJP between Miwatj Health and NAAJA comprises two phases. The first phase is the integration of the visiting NAAJA
civil legal clinic within the services of Miwatj Health and at the Nhulunbuy health clinic (and for surrounding areas). The
second phase is the integration of a health based response to the criminal justice system.
This position will support the first phase in a trial approach.
This HJP is the first of its kind in the Northern Territory between a prominent Aboriginal community-controlled health
service and NAAJA as the principal, culturally appropriate legal and justice service in the NT. It is developed in recognition
of the significant potential of a health based response to justice issues, and the potential of integrating a civil law practice in
the context of the broader social determinants of health. As Aboriginal community-controlled organisations, there is a
strong commitment to developing and integrating best practice cultural competency into the partnership.
The Health Justice Social Worker will support existing clientele of the NAAJA civil legal clinic and will identify and support
new clientele who present to the health clinic and who have underlying civil legal problems. By supporting people who
have underlying civil legal problems to address these issues meaningfully, and by connecting them to culturally appropriate
civil legal support, there will be improved health outcomes. This position will work as part of a responsive and dedicated
multi-disciplinary team across health and legal services and will lead the development of a new and innovative program.

Staffing and budget responsibilities
N/A

Reporting Relationships

From an operational perspective this position will report to the Manager, Social and Emotional Wellbeing Services at Miwatj
Health and will be integrated within the Raypirri Rom team. The HJP will also report to a steering committee comprising
representatives from Miwatj Health and NAAJA with meetings every two months.

Training

All positions at Miwatj health involve the training and continuing professional development of other staff. The occupant of
this and any position is expected to use their skills and experience to support and train other staff members as the need
arises.

Confidentiality

Employees of Miwatj health must not give information or documents relating to your employment and to the business of
Miwatj Health to anyone unless authorized to do so by the Board of Miwatj Health. This includes confidential patient
information and information about Miwatj Health business activities.

Key Responsibilities
1. Facilitate Legal Health Checks for people presenting to the health clinic and coordinate referrals and bookings to the
visiting civil legal clinic.
2. Undertake social work assessment with the clients to develop a shared understanding of their situation and related
problems and strengths.
3. Provide short term intensive case work, advocacy, social support, practical help and counselling to Aboriginal people
experiencing health and legal problems.
4. Facilitate training and support within a multi-disciplinary team in the context of issue-spotting civil legal problems.
5. Work as part of the Raypirri Rom Social and Emotional Wellbeing Team adopting all the relevant protocols and cultural
procedures of the two-way model.
6. Work within a multidisciplinary team to develop and maintain professional working relationships with colleagues and
with civil lawyers and legal support staff at NAAJA to support the development of the HJP.
7. Provide reports to a steering committee comprising representatives from Miwatj Health and NAAJA and assist in the
development of meeting protocols and practices with the steering committee.
8. With the steering committee, develop and implement an evaluation framework and plan for data and case study
collection in order to evaluate the HJP.
9. Liaise with Community Legal Education, Health Promotions and related services to co-develop and implement activities
and projects specific to the HJP.
10. Plan, develop and deliver professional development sessions and presentations to promote the HJP.

Qualifications/Professional registration/other requirements
Qualified social worker

Selection Criteria
Essential minimum requirements
1. Current Social Worker registration or tertiary qualifications in Social Work from an accredited course providing eligibility

for membership of the Australian Association of Social Workers.
2. Understanding of the legal system and its application in the Northern Territory.
3. Ability to develop, implement and evaluate health related programs, training and community development strategies.
4. Demonstrated ability to interact effectively with people from a diverse culture, where English is not their first language.
5. Demonstrated ability and experience working autonomously and collaboratively within a multidisciplinary team.
6. Demonstrated excellent and effective communication and computer skills.
7. Demonstrated commitment and understanding of the Continuous Quality Improvement processes, infection control and
WHS principles.
8. Demonstrated commitment to professional development and best practice.
9. Capacity to reside in remote communities.
10. Current Manual drivers licence.

Desirable
• Knowledge of Yolngu culture and Yolngu language skills.
• Understanding of civil laws and its application in the Northern Territory.
• Ability to operate a 4x4 wheel drive vehicle.

Mandatory
The applicant will be required to hold a current Working with Children Clearance notice and undergo a criminal history
check. A criminal history will not exclude an applicant from this position unless it is a relevant criminal history.

Delegation Authority / Other Functions
ONLY IF APPLICABLE

Delegations are attached to positions rather than occupants of positions. Delegations are to be exercised within the
framework of MHAC policies and guidelines. Tables of delegates and delegations will be accessible on MHAC's internal
information systems, together with associated policies.
• If a delegate is found to have exercised a delegation improperly, he or she may be subject to discipline and the
delegation(s) revoked.
The applicant will be required to hold a current Working with Children Clearance notice and undergo a criminal history
check. A criminal history will not exclude an applicant from this position unless it is a relevant criminal history.

Acceptance of Responsibilities
I have read the requirements and responsibilities outlined in this position description, MHAC Code of Conduct and
Employment Terms and Conditions and agree to meet and adhere to these and have my performance monitored and
evaluated in relation to my performance in the role as detailed throughout this document.

Name:
Signed:

(Employee)

Date:
Reviewed: 13.02.2018

(Manager)

