Armidale & District Services Inc.
(Aboriginal Medical Service)
Submission To

Commonwealth Charities & Related Organizations

Definition Inquiry

1.
Executive Summary

As the most disadvantaged group in Australian society, our indigenous Aboriginal and Torres Strait Islander people have a right to be heard in this and other government inquiries, which may have a significant impact on their culture, organizations, economy and well-being.

Since colonization, our Aboriginal people have been those most affected by government decisions, almost always to their severe detriment.

Only now are the horrendous effects of previous policy being accepted, let alone dealt with, and they continue to have the worst health, housing and employment in our country.

In any attempt to redefine the concept of a charity for Commonwealth government purposes, the Inquiry should have regard to:

Ÿ The Constitutional and Statutory requirement for any Commonwealth laws to be non-discriminatory regarding race, religion, culture, sex and location

Ÿ Aboriginal and Islander society, its nature and the importance of culture and kinship, with emphasis on community rather than individuality

Ÿ The importance of group self-determination and recognition of their culture, for our Aboriginal people

Ÿ The possible impact on the implementation and administration of land grants under Native Title

We recognise the need for efficiency and effectiveness in expenditure of taxpayers' and donors’ funds - indeed through limited resources, it’s something at which we’ve become adept, despite rare failures.

Yet as Australians we should tread carefully when considering decisions which may have an unintended impact on the poor and vulnerable in our society - indigenous people, non-English speaking migrants and those in rural and remote areas, who have seen massive cutbacks in government services and employment over the last decade.

Yes, charities need to be more businesslike and we need better tools for their definition - such as adoption of the precepts and measures in the NSW Charitable Fund-Raising Act and the concept of the UK Charities Commission  -  but not at the cost of diminished community-control, culture and self-development.

2.
Background (Per Item 11)
Armidale & District Services Inc.* is a leading provider of community - controlled medical, dental  and welfare services to Aboriginal people in the New England / North-West region of NSW. (*ADSI is a NSW Incorporated Association)

Starting with a little community-established counselling service in 1990 after years of effort and lobbying, the elders of our community then expanded ADSI by establishing the North-West NSW Mobile Aboriginal Dental Service in 1991 and our Aboriginal Medical Service in 1994.

in 1997, we further expanded our services into Mental Health Counselling and Aboriginal Counsellor Training, in partnership with the University of New England.

Currently, ADSI employs approx. 30 EFT staff in:




-  Armidale Aboriginal Medical Service, covering Armidale & a 100 km radius


   around, serving approx. 4,000 people (inc. weekly clinics in Guyra, Tingha,


   Uralla & Walcha) and providing general medical practice services (albeit with


   funding for only 1 doctor!) plus Womens & Family Health, Eye Health, Mens


   Health, Immunisation, Diabetes and Substance Abuse Programs.





- North-West NSW Mobile Aboriginal Dental Service, covering the whole


  North-West of NSW and serving approximately 12,000 Aboriginal adults and


  children over a 500 km radius from Armidale, from Tamwoth to Toomelah on the 


  Queensland border.




- New England Aboriginal “Yarn-Up” Mental Health Counselling Unit,


  covering a similar area & population (including a “Bringing Them Home”


  Stolen Generations Counselling Team).



- North-West NSW Aboriginal Childrens Hearing Health (Otitis Media) Unit,


  providing screening & diagnostic services to young children in the above area.



- Northern NSW Aboriginal Emotional & Social WellBeing Counsellor


  Training Unit (in partnership with the University of New England).

Other services include Womens’ Group, Emergency Relief, Sports Assistance & Training.

In 1999/2000, we provided over 36,000 episodes of health care across our region.

Whilst we have prepared this submission, please keep in mind that as in other Aboriginal communities, we work in close co-operation - and often partnership - with other local Aboriginal organizations - e.g. child care centres, elderly home care  - 
in particular, our local Community Development Employment Program (CDEP).

In nearly 200 CDEPs across Australia, over 32,000 Aboriginal Australians are employed on community betterment activities. In Armidale, these range from running the Council’s recycling program, to a furniture operation, supporting outdoor maintenance at public institutions and support for other Aboriginal services in health, home care & schools.  CDEPs have successfully managed their “ work-for-the-dole” schemes for over 20 years and in partnership with other Aboriginal & mainstream organizations, provide an important channel for Aboriginal Australians to train and attain self-management skills to enter the normal workforce.

3.
Environment (Social & Economic, Per Item 11)
Some of the major social & economic factors affecting us & the communities we serve in North-West NSW (together with our sister AMSs in Dubbo, Moree, Kempsey & Grafton), taken from the 1997 ATSIC Tamworth (N/W NSW) Survey are:

Population

Ÿ 60% of our Aboriginal population is aged under 21, including 40% under 13

Ÿ This population is growing at 4% per year

Health

Ÿ Life expectancy at birth for ATSI people in this region is 61 for men & 67 for women (versus 74 for men and 80 for women, in the general Australian population)

Ÿ Mortality for ATSI infants is 3 times that for non-ATSI infants (across Australia)

Ÿ Aboriginal women have 40% more children than non-Aboriginal women

Infrastructure

Ÿ Nearly a of the ATSI population centres in the region lack health facilities
(programs, buildings or both)

Ÿ Half the ATSI population centres don’t have Womens’ or Family Health programs

Ÿ 1 small town of 3,000 has no local medical services and 3 such other towns face possible imminent loss of their doctors.  Whilst ia minority, Aboriginal people
are a significant part of these towns.

Work Force

Ÿ The proportion of the ATSI population aged 15 or over, that is doing some kind of paid work in the 
region (including CDEP) is 52%

Ÿ Unemployment is 47%  versus the Australian average of 11% (during the 1991 census). With current average Australian unemployment of under 8%, this one of the highest unemployment rates in Australia.

Ÿ Thus whilst most Aboriginal adults are undertaking some kind of paid work - either in the normal workforce or in a CDEP - for the majority, CDEP work is their livelihood.

Ÿ ATSI youth unemployment in this region (including CDEP) is 66%
(Versus Australian average of 20%)

Ÿ Only 3% of ATSI population has attended TAFE or university

Predominance of male work in unskilled or traditional trades - that is, in those jobs which are most often cut-out by business or government “down-sizing” (Examples: abattoir closures in Guyra and Gunnedah (over 600 jobs lost) and job cuts at UNE and in New England Health Service. Women aren’t quite so badly affected because they have greater job opportunities in the main areas they work in (office work, shops & cleaning). These job-cuts and the consequent unemployment 
could be seriously affecting ATSI mens’ health (esp. suicides).

3.
Environment (Social & Economic, Per Item 11, continued)
Ÿ For every Aboriginal person with a job, there are nearly 4 unemployed or dependant (inc. children). The Australian average is 1½ dependants per employed person.

Ÿ 30% of ATSI people working in the region are employed in community services (inc. CDEP)

Ÿ Income is only 60% of the average Australian weekly wage (1991: $155 versus $269)

Ÿ Average ATSI household income is $22,700 is 78% of the 1991 Australian average of $29,200 but this is mainly due to larger ATSI households
(Average ATSI household = 4½ people versus 2½ people in non-ATSI households). If there were only 2½ people in each ATSI household, the average ATSI household income would fall to $12,800 (= only 44% of the Australian average)

Housing

Ÿ Although almost all ATSI people in the region are housed, many are living in over-crowded housing through no fault of their own, due to a shortage of adequate low-income public & private rental housing.

Ÿ Based on a forecast cost of $25 million to adequately re-house these people, it will take 6 to 10 years of public funding for new housing, to clear this backlog.

Changes & Challenges:

Ÿ Most importantly, a retreat  by big business & government to the coast, 
through the closure of major inland employment sources in manufacturing (due the abolition of tariffs - e.g. clothing, textiles & footwear, nearly all of which are now imported from low-cost Asian countries), agriculture (the farming recession), commercial services (especially banks & telecommunicatons) and government services (once the former are cut, populations fall as families seek work elsewhere,
forcing further cuts in schools and hospitals)
Ÿ The majority of Aboriginal people in eastern Australia live in small, often isolated inland rural towns, a long way from the coast and capital cities, and do not have a traditional lifestyle although they retain their attachment to their location and family.

Ÿ For Aboriginal communities in rural towns - let alone those in isolated areas - this presents a huge challenge - finding jobs for our region’s towns & farms, to build a future for our kids.

Ÿ Aboriginal have all the normal problems faced by people living in small rural towns
- cuts to employment and government services, as above - and then some more
(education, health, housing, poverty & imprisonment) which often present high barriers to a decent future.

For Aboriginal community service organisations - health services (AMSs),
legal services, CDEPs and local Land Councils - this means a rapidly growing challenge to bridge the increasing gap between a rising population (especially young children) and effectively reduced funding (we have had no real increase in our medical funding since 1996)

3.
Environment (Social & Economic, Per Item 11, continued)
Changes & Challenges (Continued)

Ÿ Presently our Federal funding for our Aboriginal Medical Service is being moved from a Submission model to a Planning model, with co-operative development of volume-based Project Performance Indicators (PPIs)

Ÿ Our ability to participate in co-operatively developing realistic PPIs is hampered, however, by poor Federal & State support for local AMS research and planning.

Ÿ Constant battle by Aboriginal people and their organizations to maintain the principle of community control, despite relentless ongoing pressure from government agencies to “mainstream” these services in the name of efficiency and have them controlled by government. departments or private-sector contractors, despite clear evidence over the last 20 years that  the only effective way to improve the situation of Aboriginal people is to let them manage THEMSELVES
Ÿ We have no argument with becoming businesslike to improve our effectiveness and efficiency, provided that this is done in consultation with the community we serve, under the broad principle of “community control”

“Effectiveness & efficiency” and “community control” are NOT necessarily
counter-opposed, provided there is adequate mutual consultation.

Indeed, many Aboriginal organizations which don’t make the newspapers
(another story !) have become highly effective and efficient by dint of their own effort with severely limited resources.

For example, the ADSI Womens’ Health team has achieved a
70% Breast Cancer Screening rate in North-West NSW - the highest in the state.
(non-Aboriginal screening programs included)

Substantial imbalance between capital-city and rural health services,
or those who can afford private medicine and those who can’t.

A point to ponder - the average capital city private medical practice would have approx. 8 doctors seeing approx. 5,000 people, yet many Aboriginal Medical Services have only 1 doctor seeing 7 to 8,000 people.

Another point, too - the average Australian claims more than $330 from Medicare each year in doctors’ visits, yet the figure for Aboriginal people is only $160.

The equation: 
½ the spending, despite 4 times the health problems.

(Source: House of Representatives Standing Committee on Community Affairs:
Inquiry into Aboriginal Health: “Health Is Life” Report (2000) ).

4.
Charity Definition Change   -   Impact on Aboriginal Australians
Presently, nearly all Aboriginal Medical Services and many other Aboriginal community service organizations have been granted “Public Benevolent Institution” (PBI) status.

Retention of this status for these organizations is VITAL to the continuation of health services to Aboriginal people, particularly those in rural and remote Australia, given that is is extremely difficult to attract health staff to work for Aboriginal people
PBI status is also important for income tax exemption & gift deductibility (both of which we earn hardly earn at all, anyway!) and registration with C’lth and State Govt Supply Services - to gain government-contract prices for our essential supply purchases.

(e.g. NSW State Supply Service “Q-Store”)

However we are particularly concerned for those Aboriginal organizations who, 

whilst in essence are community-service organizations, have to undertake commercial or quasi-commercial “business” activities to boost their main aim  - e.g. employment.

A case in point would be a local Aboriginal “Community Development Employment 
Program” (CDEP), where in addition to their standard Federal govt-funded “work-for
the-dole” employment of 14 hours per week, the outdoor maintenance participants (employees) were also subcontracted by the CDEP management to the Local Council/Shire under a commercial contract for, say, another 14 hours work, on road

maintenance (and paid at Award rates for that work).

In this situation, would the extra contract work mean that the CDEP would cease to be a charitable organization whose primary objective is to find work for its community ?

From the Aboriginal perspective, certainly not !

This becomes even more complex when one appreciates that CDEP participants are often employed by the organizations to whom they are placed, for an additional 7 to 21 hours per week.  This is usually because these organizations themselves - health services and child care centres, for example - do not have sufficient income or funding to employ these staff fulltime in their own right.

Also, in some NSW communities health, welfare and child care services are provided through their Local Aboriginal Land Council (LALC), despite such services being legally beyond the power of the Council.  In others, complex housing and land occupancy issues have seen the LALC having to foot a large bills for rates incurred by housing organizations leasing their land.  This is just to show that there often complex relationships between organizations within an Aboriginal community, and that the needs of the community as a whole need to be considered, rather than  separate tests for PBI status for the organizations involved.  This is not unreasonable, as much evidence and support would be available from the nation-wide network of ATSIC Field Officers.

Whatever one’s view, ATSIC certainly has the field staff “on the ground” and an in-depth knowledge of Aboriginal communities, useful to other government agencies.

Also, ATSIC is an elected body, respected and supported by the community it serves.

4.
Charity Definition Change   -   Impact on Aboriginal Australians

(Continued)

For  nearly all Aboriginal community service organizations, the test of whether or not they are a charity (and eligible for classification as a PBI) should be:

“... Do they serve Aboriginal or Torres Strait Islander people, for betterment of their community, without profit or capital gain ?”
As nearly all indigenous Australians are severely disadvantaged - handicapped - in their social and economic opportunities, nearly all non-profit Aboriginal service organizations should qualify as PBIs (or the equivalent).

5.
Summary
“Do they serve Aboriginal or Torres Strait Islander people, for betterment of their community, without profit or capital gain ?” should be the only test of whether an Aboriginal organization qualifies as a charity, as virtually all Aboriginal and TSI people in Australia are severely disadvantaged.

For Aboriginal or Torres Strait Islander organizations applying for registration as a charity,
keep the definition simple.
Finally, the following should also be considered when considering the impact of changes to Commonwealth Charities Taxation Law:

Ÿ Constitutional prohibition on the Commonwealth on passing laws that discriminate on the ground of race, religion or location

Ÿ Statutory prohibition on Commonwealth discrimination in race, through the
Racial Discrimination Act (1975)

Ÿ The problems an unreasonable denial of PBI status would have for an Aboriginal
organisation formed to hold the legal title, or manage, land granted to an
Aboriginal community under the Commonwealth Native Title Act, in gaining adequate financial and legal capacity. to adequately administer the title and possibly manage the land.

Ÿ Our international treaty obligations under the Universal Declaration of Human Rights,
the Rights of the Child and the Covenant on Indigenous Peoples.

We thank you for this opportunity to make a submission and would welcome an opportunity for a verbal presentation.
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