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Safe, Healthy, and Thriving
How culturally safe health care hubs can close the gap for Aboriginal children in care. 
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The child protection system is not meeting 
the health needs of Aboriginal children in 
care. We need to reorient toward a more 
integrated health and wellbeing framework 
that is preventative, supportive, strengths 
based and culturally safe. This urgently 
requires a national strategy, a commitment 
to self-determination and building on the 
strengths of the ACCHO1 model, a robust 
regulatory and reporting framework, and 
stronger collaboration between the child 
protection and health systems. By keeping 
health and wellbeing at the heart of child 
protection policy and practice, we have 
the potential to change the trajectories of 
children in care. 

Aboriginal2 children represent more than 
one third of children in out-of-home care 
(OoHC),3 even though they account for only 
5.9% of Australia’s children.4 They are more 
than ten times more likely to be in care than 

non-Aboriginal children,5 and numbers are 
rising. Projections from current data suggest 
that the number of Aboriginal children in 
care could increase by 54% by 2030.6 

The high health care needs of children in 
OoHC is well documented in international 
and Australian literature.7,8 Yet in Australia 
these needs are largely unmet with even 
the minimum standard of health care 
recommended in national guidelines due 
to deep deficiencies in the funding and 
oversight of health for children in OoHC.
For Aboriginal children, these factors are 
exacerbated in part due to an inequitable 
access to health care.9 As a result, many 
Aboriginal chidren in OoHC have undetected 
health and neurodevelopmental problems 10-12 
that affect their ability to productively engage 
in education, employment, and society. 
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The child who is disruptive in 
class might have an undiagnosed 
hearing impairment due to a 
treatable middle ear disease.  
The adolescent who is chronically 
late to school and always tired might 
have undiagnosed sleep apnoea 
and require surgery. The child who 
is aggressive and dysregulated may 
never have had trauma-informed 
therapy to address the family 
violence he experienced. The child 
who is failing school may have an 
undiagnosed speech and language 
disorder, and may never have had 
speech therapy, or access to an 
evidence-based literacy program.

Within the paediatric clinic at the Victorian 
Aboriginal Health Service, where I have 
worked as a paediatrician for more than 
eight years, more than half of the Aboriginal 
patients I see are in OoHC. In this manner, 
it has functioned as a defacto OoHC clinic 
despite limited funding to do so. This 
is because it is seen as a culturally safe 
service. In contrast, a nearby state-funded 
multidisciplinary clinic specifically designed 
for children in OoHC saw just 17 Aboriginal 

children over three years of operation, 
according to published data.13 This lack of 
access to health care comes at a high cost 
to the lives of children in care, and a social 
and economic cost to both the Aboriginal 
and broader Australian community. A report 
by the Telethon Kids Institute examined the 
cost of late intervention in Australia, finding 
that the greatest cost (39%) was attributed 
to OoHC: around $5.9 billion annually.14 An 
inquiry found that two-thirds of Aboriginal 
children in Victoria’s youth justice system 
had been in OoHC and many more were 
known to the child protection system.15 

The intergenerational impacts are 
considerable as well. Graduates of the OoHC 
system are more likely to have their children 
enter care,16 and are four times more likely 
to remain on income support payments.17 

These trajectories could be changed if we 
reoriented the child protection system 
towards strengths-based and culturally safe 
services that provide integrated health and 
wellbeing assessments, therapy, and support 
for children and families.

At a national level, there is a sound framework 
to achieve this through the detailed health 
guidelines for children in OoHC, the National 
Clinical Assessment Framework for Children 
and Young People in Out-of-home Care 
(2011)18 (NCAF, Figure 1).  
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The NCAF recognises the need to develop 
a standardised system of care in order 
to detect, intervene, and improve health 
outcomes for all children in OoHC as part 
of the National Framework for Protecting 
Australia’s Children (2009) and National 
Standards for Out-of-home Care. The NCAF 
contains detailed evidence-based and 
age-tiered guidelines for preliminary health 
checks and comprehensive multidisciplinary 
assessments led by paediatricians across three 
health domains: physical, developmental, and 
psychosocial and mental health. The NCAF 
recommends the development of health 
management plans and coordination of care. 

The broad aim of the NCAF is to improve 
the health of children in OoHC, a population 
known to have high health needs, through the 
early identification and treatment of health, 
neurodevelopmental and mental health 
problems. It is aligned with best practice 
internationally, and the recommendations 
of professional medical groups in Australia, 
including the Royal Australasian College of 
Physicians19 and the Royal Australian and New 
Zealand College of Psychiatrists.20 

Despite having a solid national health care 
framework for children in OoHC, a key 
issue has been the NCAF’s implementation, 
which to date has been patchy and variable 
at best. The states and territories hold 
statutory responsibility for child protection 
and health,21 and as such, are required to 
provide state specific services. Yet a recent 
Victorian study found that less than 1% of 
the state’s children in OoHC had received 
all recommended health care in line with 
the NCAF within a year of entering care.22 
This low rate of implementation is due to 
several factors. At a federal level, the NCAF 
is not supported by specific Medicare 
rebates, nor Commonwealth funding. At a 
sub-national level, most states have limited 
health infrastructure or capacity to run 
such specialised services.23 Another issue is 
oversight. Though Standard 5 of the National 
Standards for OoHC24 stipulates for health 
care to be delivered in a timely manner, there 
is no statutory requirement to comply with 
the NCAF and subsequently there is poor 
measurement and reporting of these standards, 
and little accountability for non-compliance.25 

To address the complex needs of children 
in OoHC, it is crucial to have coordinated, 
integrated, accessible hubs of health 
and supportive services. However, with 
the notable exception of Aboriginal 
Community Controlled Health Organisations 
(ACCHOs),26,27 Australia lacks integrated 
community-based primary health services 
at scale,28 in particular those that offer 
specialist and mental health services 

delivered in a co-located hub.  
This is a significant barrier to states and 
territories implementing the NCAF.  
At present, child protection case workers 
and families must navigate a complex, 
fragmented and under-resourced health 
system and long waiting lists, particularly 
for specialised trauma-focused services. 
This has led to inconsistencies in the level 
of health care that children receive – some 
might only have an initial visit with a GP, 
others might have a one-off assessment at a 
specialised assessment clinic for children in 
OoHC, while many might only receive care 
when they present with a crisis. Most never 
receive effective evidence-based treatment 
to ameliorate their trauma. 

The current system is failing these children 
by not identifying their needs early and 
not providing targeted and evidence-
based treatments delivered by specialised 
integrated services that wrap around the 
child and family. The NCAF states what 
children need, now a strategy is needed on 
how to deliver this successfully in Australia.

Health and wellbeing must be 
at the centre of child protection 
policy in Australia 

Improving the health and wellbeing of 
children involved with the child protection 
system requires collaboration between the 
health and child protection systems. It also 
requires more explicit indicators within policy 
frameworks. 

For example, Safe and Supported: The 
National Framework for Protecting 
Australia’s Children 2021-2031 29 (NFPAC)
presents an opportunity to address the gaps 
and inequities for Aboriginal children in 
OoHC. Developed together with Aboriginal 
and Torres Strait Islander people, it identifies 
Aboriginal children, those in OoHC, and those 
with complex needs as priority groups. The 
NFPAC embeds the four priority reforms of 
the National Agreement on Closing the Gap,30 
including the urgent need to address the 
over-representation of Aboriginal children in 
the child protection system. The NFPAC’s first 
focus area is to develop a ‘national approach 
to early intervention and targeted support’ 
for vulnerable children, through developing 
multidisciplinary models, improving service 
navigation, and expanding evidence-based 
services, and in particular, improving services 
for Aboriginal children. However, the NFPAC 
does not reference the comprehensive 
guidelines for standardised health assessments 
in the National Clinical Assessment Framework, 

Closing the gap
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which was developed in 2011 for this very 
purpose. The NFPAC does not address 
the implementation difficulties and poor 
compliance with the NCAF health guidelines. 

Similarly, the National Agreement on Closing 
the Gap’s target to reduce the rate of over-
representation of Aboriginal children in OoHC 
by 45%, provides little emphasis on the role 
of health and wellbeing in achieving this 
goal. Health related indicators which might 
be used include the proportion of children 
who have completed comprehensive health 
checks on entry to care, the proportion 
of those identified with a disability, or 
measurement of those who have received 
trauma-informed psychological services. 

Health care is important. Children with 
undiagnosed and untreated health, 
neurodevelopmental, and emotional problems 
often remain in the child protection system 
and may have trajectories into the criminal 
justice system.31 The lack of diagnosis and 
treatment can result in intergenerational 
involvement in both systems. 

International lessons 

During my Churchill Fellowship, I travelled 
to the USA, Canada and New Zealand to 
investigate how Australia could deliver 
standardised health care using a patient-
centred integrated model of care for 
Aboriginal children in OoHC.32 The focus of 
my Churchill Fellowship was:

•	 to gain an in-depth understanding of 
patient-centred models of integrated care, 
including the ‘medical home’ or ‘health 
home’ model of integrated care

•	 to explore legislative reform which 
provides for accountable and equitable 
policies supporting the health care of 
Aboriginal children in care.

I found that firstly, the right type of health 
infrastructure is needed: specialised hubs 
offering integrated and co-located health 
(primary and specialist) and supportive 
services, and proportionate and equitable 
investment in culturally-safe hubs in 
Aboriginal community-controlled services. 
Secondly, legislative reform is needed to 
assign responsibility and ensure monitoring 
and reporting on the right health indicators 
to truly implement the NCAF.

Specialised models of integrated care for 
children in OoHC

On my Churchill Fellowship, I investigated a 
range of specialised models of integrated care 
(Table 1). Integrated care is the name given to 

a type of health reform that seeks to deliver 
patient-centred and efficient care through a 
connected team of health care providers. The 
patient-centred medical home33 is one type 
of integrated care. I visited seven specialised 
medical home hubs for children in OoHC and 
other vulnerable children, as well as integrated 
care hubs for Indigenous populations, 
including the remarkable Nuka System of 
Care at the Alaska Native Health Center.34 

In the USA, the American Academy 
of Pediatrics’ (AAP) standards of care 
for children in care, Fostering Health, 
recommends that health and preventative 
services are delivered through a medical 
home.35 I met with Professor Moira Szilagyi, 
President of the AAP, who led the taskforce 
that developed these guidelines. She told me 
that the rationale for this recommendation 
was that children in care have complex and 
special health needs, and need specialised, 
accessible, and intensive health services 
provided within a one-stop hub. A medical 
home ensures that care is coordinated, 
consistent, and trauma-informed, and 
proactive and preventative, rather than 
crisis-driven. 

The medical homes I visited were one-stop 
hubs that provided primary and specialist 
medical care, mental health and social 
services, as well as care coordination and 
service navigation to not just children in 
OoHC, but other vulnerable children.  
The Violence Intervention Project at 
the Los Angeles-University of Southern 
California Medical Center is LA County’s 
largest medical home hub for children in 
OoHC. It was founded by Dr Astrid Heger, 
an internationally renowned child abuse 
paediatrician. Its innovative service model 
provides integrated, wrap-around services 
to vulnerable children including a forensic 
clinic and community-based assessment and 
treatment in line with the AAP’s guidelines. 
The hub offers evidence-based mental health 
treatment programs, care coordination, 
parenting programs, a Foetal Alcohol 
Spectrum Disorder (FASD) assessment and 
treatment program, tutoring programs, allied 
health, school liaison and outreach programs, 
and social services. Dr Heger opined that 
to truly make a difference to vulnerable 
children, ‘it’s in the details’; they needed more 
than merely episodic medical care.

I visited ENHANCE Services for Children in 
Foster Care, in Syracuse, New York State, 
one of the longest running medical homes 
for children in OoHC in the USA. They have a 
specialised and skilled workforce who have 
built strong relationships with children and 
families they see. Biological parents often 
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attend their children’s appointments, together 
with their foster carers, which aids in planning 
for reunification. Fragmented services can 
replicate the relational impermanence and 
trauma of a child’s early life. Trauma-informed 
and culturally-safe care is grounded in safe 
relationships, which is equally important in a 
child’s therapeutic team.

One of the most remarkable centres that I 
visited was the Indigenous-led Nuka System 
of Care at the Alaska Native Health Centre. 

It is renowned as one of the world’s leading 
models of health care redesign, and has 
transformed the health outcomes of its 
population. It has won numerous accolades 
including the USA Congress’ Malcolm 
Baldridge Award for quality in health care 
twice. Its model is a patient-centred medical 
home, which has radically reimagined health 
care delivery by prioritising equity, self-
determination, and relationships. Care is 
delivered through a core primary care team 
that includes a care coordinator. 

Model of care Case studies Description

Specialised ‘medical 
homes’ for children in 
OoHC

Model of care 
recommended by 
American Academy  
of Pediatrics

Violence Intervention Program  
LA County USC Medical Center  
Los Angeles, California, USA

Olive View UCLA Medical Hub  
Los Angeles, California, USA

ENHANCE Clinic 
Upstate Health Care Centre  
Syracuse, New York, USA

Staff hub model of integrated multidisciplinary teams 
provide:

•	 comprehensive initial health assessments and 
ongoing medical care

•	 specialist, mental health, and allied health services

•	 care coordination

•	 heightened surveillance for vulnerable children

•	 collaboration with child protection and legal 
systems 

•	 wrap-around supportive services, e.g. mentoring 
programs, school liaison.

Teams include: primary care physicians, specialists 
(eg. mental health, paediatrician, early intervention, 
and allied health specialists).

Care coordination  
and a ‘conceptual 
medical home’

Care 4 Kids 
Children’s Hospital of Wisconsin 
Wisconsin, Milwaukee, USA

Team of care coordinators who provide care to 
more than 3,000 children in line with American 
Academy of Pediatrics’ Fostering Health Guidelines 
using a network of local providers.

Collaborative Care

A type of integrated 
care developed 
at the University 
of Washington to 
treat mental health 
conditions in primary 
and specialty  
medical settings.

Bronx Behavioural Health 
Integration Program (B-HIP)  
Montefiore Health System 
New York, USA

Co-located mental health clinicians and primary 
care physicians and paediatricians who work 
collaboratively using population-based screening 
to promote early identification and referral to 
evidence-based treatment programs. It has resulted 
in increased of uptake of mental health referrals, 
and improved outcomes.

Indigenous-led and  
self-determined model 
of patient centred 
integrated care 

The Nuka System of Care  
Alaska Native Medical Center  
Anchorage, Alaska, USA

Integrated model of care comprising a primary care 
team, care coordination, and an integrated care 
team of specialists and allied health individualised 
to a patient’s needs. Relationships are central to the 
success of this model and the concept of shared 
responsibility between patients (who are known as 
customer-owners) and staff underpins the delivery of 
care. Health outcomes are now amongst the best in 
the USA, including a reduction in hospital admissions 
and specialist clinic visits.

Table 1. Some international examples of integrated care models.

Closing the gap
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Care is individualised and coordinated 
through rigorous screening and stratification 
to specialist programs. They have achieved a 
range of improved health outcomes for their 
population, and have reduced health costs and 
emergency and hospital admissions. Cultural 
practices, wellbeing programs, and traditional 
healing is integrated into their programs.

Access to limited mental health services 
is a significant problem in Australia. 
Many of the hubs I visited used models 
of collaborative care (such as the Bronx 
B-HIP at the Montefiore Hospital). In this 
model, psychiatrists and psychologists 
worked in co-located medical clinics with 
paediatricians and primary care physicians, 
using robust screening and evidence based 
brief interventions to extend the reach of 
mental health services.36 

The establishment of medical home hubs 
would assist the implementation of the 
NCAF, and would promote standardisation 
of care and address the fragmentation in the 
current system. While models of integrated 
care are not yet common in Australia, several 
trials and pilot programs are underway.37 
ACCHOs have pioneered models of 
integrated care in Australia since the 1970s, 
offering community based primary care,  
with a range of wrap-around services.  
The self-determined ACCHO model needs  
to be recognised and sustainably funded.

Improving the health of Aboriginal children 
in OoHC and other vulnerable children 
will require Australian governments to 
invest in and develop specialised hubs or 
medical home models of integrated care 
in Aboriginal community-controlled health 

services and community hubs. They will 
align with the NCAF guidelines, offering 
patient-centred and strengths-based health, 
wellbeing, and supportive services. 

Legislative reform 

The USA has successfully enacted strong 
legislative reform to encourage the states 
to deliver health care to children in OoHC 
through a medical home, and has introduced 
reforms that require states to use evidence-
based psychotherapeutic programs and 
monitor psychotropic medication use (Child 
and Family Services Improvement Innovation 
Act (2011).38 The Adoption and Safe Families 
Act (1997, ASFA) which reorientated the 
child welfare system towards permanency, 
resulted in a 27% decrease in children in care 
in the USA.39 The Family First Prevention 
Services Act (2018) goes further by releasing 
federal funds for early intervention and 
preventative programs to families of children 
at risk of entering care, including mental 
health services, substance abuse, and 
parenting programs, reorienting the child 
welfare system towards prevention and 
trauma-informed practice.40 To be funded, 
eligible therapeutic services need to meet 
evidence-based thresholds for effectiveness. 
The secretary of the Department of Health 
and Human Services publishes a list of 
evidence-based and approved services.

During my Churchill Fellowship, I met 
Mr Bryan Samuels, Commissioner of the 
Administration on Children, Youth and 
Families in the Obama Administration.  
Under his leadership, the USA Congress 
passed several pieces of legislation including 
the Fostering Connections to Success and 

Image credit: Adobe Stock.
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Increasing Adoptions Act (2008) which 
strengthened the standards and oversight of 
the health of children in care. These reforms 
were strongly grounded in evidence-based 
and trauma-informed approaches, and an 
understanding of the cost-effectiveness of 
early intervention. Mr Samuels advised that 
beyond the crucial benchmarks of measuring 
safety and permanency, that health and 
wellbeing had to be the measuring stick for 
the performance of child welfare systems.

Strengthened legislative oversight 
combined with targeted and proportionate 
investment in ACCHOs will help vulnerable 
Aboriginal children access comprehensive 
multidisciplinary care. This is crucial in helping 
them to thrive and shifting their life trajectories.

Stakeholder consultation

My application for a Churchill Fellowship 
developed from conversations that I had 
with Mr Andrew Jackomos PSM, inaugural 
Commissioner for Aboriginal Children and 
Young People in Victoria, following my 
participation in the Taskforce 1000 Inquiry, 
which examined many of the unmet needs of 
Aboriginal children in state care in Victoria. 
Mr Jackomos, who was one of my referees, 
has remained a steady source of counsel 
and support as I developed my report 
and recommendations, and disseminated 
my work. Ms Nicole McCartney, Victorian 
Department of Health’s Chief Aboriginal 
Health Advisor, who is my policy peer 
reviewer, has provided invaluable guidance 
on this paper. I have consulted with  
Ms Jill Gallagher AO, CEO of VACCHO, and 
Mr Michael Graham, CEO of the Victorian 
Aboriginal Health Service, who have both 
supported my recommendations.

My work has informed policy and advocacy 
work at the Royal Australasian College of 
Physicians, where I have been a contributing 
author to policy papers on the health of 
Indigenous children, and the health of 
children in care and protective services. 
Many of my recommendations have been 
incorporated into RACP policy documents.

My Churchill Fellowship report has been 
provided to a range of stakeholders including 
Safer Care Victoria, the Consultative Council 
for Obstetric and Paediatric Mortality and 
Morbidity, State Minister for Health, and 
department secretaries.

Consultations have been sought with other 
Aboriginal peak bodies including NACCHO, 
VACCA, and SNAICC.

Policy recommendations
1.	 The Australian Government should 

develop a national health and wellbeing 
action plan for children in out-of-home 
care to accompany Safe and Supported: 
The National Framework for Protecting 
Australia’s Children 2021-2031. This will 
be a roadmap to implement the National 
Clinical Assessment Framework for 
Children and Young People in Out-of-home 
Care (2011).41 The Plan should be co-
designed with the Aboriginal community-
controlled sector. The Plan should: 

•	 mandate health assessments for every 
child in OoHC in line with the NCAF 

•	 clarify the statutory responsibility, 
funding, and resourcing for health care 

•	 include a robust statutory and regulatory 
framework that includes national health 
indicators to measure and report on the 
health and wellbeing of children in the 
child protection system, including those 
in out-of-home care and specifically 
address the health of Aboriginal children 
in care, aligning with the socio-economic 
targets in the National Agreement on 
Closing the Gap (2020).42 

2.	The Australian Government should invest 
in and develop specialised multidisciplinary 
Integrated Care hubs for vulnerable 
children, including those in out-of-home 
care, ACCHOs, and community hubs, to 
deliver integrated, culturally safe, and 
trauma-informed primary health, specialist, 
mental health, and supportive care. 
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