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SA Health Statement of Reconciliation 2008

SA Health:
Reaffirms its commitment to Reconciliation and will work towards:

”A united Australia which respects this land of ours, values the Aboriginal and Torres Strait 
Islander heritage and provides justice and equity for all.”

(Vision of the Council of Aboriginal Reconciliation, 1997)

Acknowledges Aboriginal people as the first Australians, with a unique culture and spiritual 
relationship to the land and sea. Recognises that:

“Health to Aboriginal peoples is a matter of determining all aspects of their life, including control 
of their physical environment, of dignity, of community self esteem, and of justice. It is not 
merely a matter of the provision of doctors, hospitals, medicines or the absence of disease and 
incapacity.”

(National Aboriginal Health Strategy, 1989)

Is committed to improving the cultural, spiritual, physical, emotional, social and economic 
wellbeing of Aboriginal South Australians through:

> Addressing the health inequities faced by Aboriginal people and closing the life expectancy gap  
 between South Australia’s Aboriginal people and the rest of South Australia’s population within  
 a generation.

> Improving access to equitable health services for Aboriginal people that are culturally respectful  
 and are provided by a culturally competent health workforce .

> Valuing, respecting and promoting understanding of Aboriginal people and their cultures in  
 the Portfolio and actively promoting the needs of Aboriginal people across government and in  
 the general community.

> Recognising the positive impact that Aboriginal employees have on health service delivery and  
 actively working to increase the number of Aboriginal people employed within the Portfolio,  
 particularly in decision making positions.

> Actively seeking and supporting Aboriginal participation in the planning, development and  
 evaluation of health services that contribute to improving Aboriginal health outcomes.

> Acknowledging that achieving the best outcomes in Aboriginal health requires a combined  
 effort from a range of services and sectors, and effective partnerships at national, state, regional  
 and local levels.

> Providing leadership for advancing Reconciliation between Aboriginal and non-Aboriginal   
 South Australians. Reconciliation is a joint responsibility that is shared by everyone in SA Health.

> Providing leadership in the Reconciliation process within SA Health at all levels. The   
 Reconciliation Action Plan translates SA Health’s commitment into action.
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1. Introduction

This report documents the perceptions, beliefs, insights and concerns of Aboriginal people in South Australia about 
mental health and well being issues. The report is the outcome of a consultative process which involved a number of 
forums held with Aboriginal communities across the State.  Approximately 259 Aboriginal people were in attendance 
across the forums.

The need to undertake consultation arose to address a recommendation from the Social Inclusion Board’s report 
‘Stepping Up: A Social Inclusion Action Plan for Mental Health Reform 2007 – 2012”.  It was necessary to undertake 
a consultation process in order to develop an Aboriginal Health Impact Statement recommended by the Board.

The consultation crossed lifespan and service jurisdictions, and was a partnership between SA Health (Mental Health 
Unit and the Aboriginal Health Division), the Aboriginal Health Council of South Australia (AHCSA) and country based 
Aboriginal Health Advisory Councils (AHAC’s).

Consultations occurred over three months, aiming to capture the voices and experiences of Aboriginal communities 
and workers, and to hear individual and collective community needs. The consultation deliberately did not seek the 
views of mainstream service providers, nor did it attempt to provide detailed responses to complex issues. The Report 
aims to set the groundwork for improved mental health services and mental health outcomes for Aboriginal people in 
South Australia. 

Many of the stories were personal testimonies of individual experiences with the mental health system. They were 
intensely personal. For reasons of confidentiality and respect these stories are not published in this document. 
Others included represent examples of the real lived experience and views. They provide incredibly valuable insights 
into the needs of Aboriginal people in maintaining mental health and the need for the SA mental health system to 
significantly improve supporting and responding to their mental health needs.

Importantly, this document consolidates issues raised during the course of the consultation process. These issues 
frame the recommendations contained within this report and underpin an Action Plan guiding the changes necessary 
within SA mental health services and systems of care.
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2. Executive Summary 

2. Executive Summary 

Many of the personal stories  told during the consultation process reflected a breakdown of communication and 
understanding between and across mental health service providers, highlighting the need for changes that must 
occur to achieve progress towards “closing the gap” in South Australia. Others were living examples of how services 
have worked well. 

Improvement in a populations’ health status is incremental, and in mental health tends to occur more slowly. Many 
initiatives for service change are initially based on short term funding, but have lacked a longer term, coordinated and 
sustainable vision and implementation structure. 

In recent years, significant effort has been made by government to address mental health discrepancies in South 
Australia, predominantly in rural and remote areas. Yet despite these efforts, Aboriginal people remain more likely 
to experience hospitalisation for severe mental illness, are less likely to access mental health care early through the 
primary mental health sector, and by anecdotal report are more likely to access emergency mental health care. Such 
instances are generally associated with emotional crisis, the influence of alcohol and other substances and relationship 
crises which are also symptoms of collective and complex grief, loss and trauma. 

Consultations clearly revealed that people want help. Families told of their intense worry about mental and emotional 
health and wellbeing, in particular, the impact of alcohol and drugs on family members. The communities want 
people to get help for their mental health issues and behavioural, social, and emotional wellbeing to become strong 
and well again. Individuals want to become strong to give back to their community.

“Our-way, New-way, Aboriginal-way” was a phrase captured throughout South Australia during these consultations, 
suggesting that governments and services need to listen to the local people and develop local solutions for local problems. 

This Report provides Recommendations, a detailed Implementation Action Plan and strategies for service improvement 
and change across all levels of the continuum of care. In particular, the Report provides recommendations directly 
relevant to Model of Care development regardless of the type of service being considered. Seven core elements have 
been identified for this purpose and cover the following:

Engaging people in care to receive assertive and culturally responsive services at first presentation >

People remaining in care through choice, advocacy, cultural and family support >

Acknowledging the itinerant nature of Aboriginal people through flexibility of service boundary and care plans that  >
follow the individual

Where possible, provide care in the community to reduce anxiety related to institutional care >

Re-orienting services to understand the centrality and importance of family and community in recovery and access  >
to traditional cultural healing and care.

Connecting people with family, community, culture and country to promote a sense of self and community value. >

Improving the collaborative partnerships, communication and working relationships between the parties involved,  >
eg the various Health workers. 

Building sustainability and achieving long term outcomes is difficult and will take time to achieve. Changing attitudes, 
funding, practice and organisational culture are widely recognised as the most difficult aspects of change to attain. 

The establishment of strong, integrated and co-ordinated governance structures across jurisdictional, funding and 
service boundaries will assist the process of change towards a culturally competent and responsive Mental Health 
service for Aboriginal people.

This Report presents evidence of the need for change, examples of successful approaches, and practical ways 
of improving the delivery and outcomes of mental health to all Aboriginal South Australians, supported by both 
Aboriginal and non-Aboriginal, culturally-competent, service providers. 

The Stepping Up report (pg 16) indicated that as with general health, Aboriginal people are disappropriately 
represented in mental health services. Approximately 9% of Aboriginal people access mental health services. 
Consistent anecdotal reports were heard throughout the consultations suggesting that greater numbers of Aboriginal 
people might seek mental health support if assisted to overcome issues of fear, shame, stigma, lack of knowledge 
about the mental health services available, and attitudinal barriers and a critical absence of cultural awareness and 
competency among service providers decreased.
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3. Recommendations 

Recommendation 1: Governance, Partnership, Policy and Planning
1.1  Establish an Aboriginal Mental Health leadership group 

1.2  Establish an Aboriginal Mental Health and Co-morbidities Unit across the lifespan

1.3  Implement significant improvement in statewide coordination, strategic funding and development of mental 
health services between service sectors and jurisdictions to provide a planned approach to mental health care 
and co-morbidities, reduce overlap in service initiatives, consultations and undertake research as required.

Recommendation 2: Statement of Acknowledgement
2.1  Develop and endorse a Mental Health & Emotional Wellbeing Statement of Acknowledgement

Recommendation 3: Health Promotion and Prevention
3.1  Develop and implement a culturally appropriate, targeted communications strategy to raise Mental Health 

awareness across the lifespan in the Aboriginal Community 

Recommendation 4: Consumer, Family, Carers and Communities
4.1  Develop and implement a strategy for improved Consumer, Family, Carer and Community involvement in 

mental health care 

Recommendation 5: Models of Care for Aboriginal Mental Health
5.1  Develop Models of Care for Aboriginal Mental Health, including co-morbidity, based on recommended 

culturally appropriate core elements 

Recommendation 6: Emergency, Acute and Hospital Mental Health Care
6.1  Identify or enhance Culturally Competent strategies to assist Aboriginal people and families to access and 

remain in care following presentation to an Emergency, Acute or Hospital Care setting 

6.2  Finalise and endorse with key stakeholders incorporation of cultural needs in the re-design of Glenside Campus 
buildings and services

Recommendation 7: Community Adult Mental Health Care
7.1  Culturally competent and responsive Community Adult Mental Health case management and care

7.2  Culturally Competent and Responsive Mental Health Rehabilitation, Recovery and Support

7.3  Build workforce infrastructure to support culturally appropriate assessment and interventions across the 
continuum of care and severity

Recommendation 8: Infants, Children, Adolescents and Families
8.1  CAMHS Model of Care to consider inclusion of core elements and specific elements 

8.2  Establish partnerships with key service providers to develop or enhance culturally responsive parenting capacity 
of Aboriginal mothers, with a focus on 12-25 year olds 

8.3  Work in partnership with education services (e.g. DECS) at state and local levels to develop and enhance 
strategies to provide targeted behavioural, emotional wellbeing and trauma response programs in the school 
setting to improve school retention and learning outcomes

8.4  Work in partnership with child protection services at state and local level to develop or enhance culturally 
responsive strategies to address the mental health and wellbeing of families at risk
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3. Recommendations 

Recommendation 9: Primary Mental Health Care Services
9.1  Define roles and responsibilities of Primary Mental Health Care Services including Aboriginal Community 

Controlled health care and General Practice mental health services

Recommendation 10: Justice System
10.1  Enhance and develop strategies in partnership with the juvenile justice system at state and local levels to 

improve the mental health and wellbeing of young offenders

10. 2  Improve mental health outcomes and reduce adverse events for people in the justice system

Recommendation 11: Older Persons Mental Health
11.1  Develop and appropriately resource programs which foster ongoing and reciprocal reconnection with family, 

community and culture

Recommendation 12: APY Lands
12.1  Develop and deliver health promotion and prevention, education and information programs 

12.2  Develop culturally appropriate mental health services to include individuals and families affected by complex 
and compounded grief, loss and trauma as a matter of urgency

12.3  Establish partnerships with key service providers to develop or enhance culturally responsive parenting capacity 
of Aboriginal mothers 

12.4  Explore alternative options for specialist inpatient mental health care beds to be provided closer to the  
APY Lands 

Recommendation 13: Quality Workforce
13.1  Culturally appropriate services delivered by a competent, well trained and supported workforce

13.2  Plan for and implement quality training and workforce activities to attract and retain qualified, skilled and 
experienced workforce in Aboriginal Mental Health 
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4. Background and Context
 
The National Mental Health Policy 2008 acknowledges our nation’s Aboriginal heritage and the unique contribution 
of Aboriginal people’s culture and heritage to society. It recognises Aboriginal people’s distinctive rights and 
acknowledges that recognition and identity is fundamental to the well-being of Aboriginal Australians.

It is known that Aboriginal people experience a significantly higher rate of mental illness compared to the remainder 
of the population.  The following are examples of these mental health related inequalities: suicide, hospitalisation 
and diagnoses of schizophrenia at twice the level for the total population; hospitalisation for substance use disorders 
at four times the rate; lower rates of engagement with primary and community based care; ten times the rate of 
incarceration with increased risk of suicide and twice the rate of tobacco and marijuana use (ABS 2005).

At an international and national level, mental health reform has been a common theme. Generally, these reforms 
emphasise a recovery approach to care, greater consumer and carer involvement and the importance of services 
being provided in a ‘joined-up’ coordinated manner across service organisations, clinicians and workers in a variety 
of settings.  In the development of service delivery models in Australia to meet the social, emotional, mental health 
and wellbeing needs of Aboriginal people, the need for culturally respectful service delivery has also become more 
recognised over the past decade.

Fundamental to Aboriginal people is a holistic perspective of mental health which encompasses the social, physical, 
emotional and cultural wellbeing of not just the individual but of the whole community. 

“Social and emotional wellbeing problems are distinct from mental illness, although the two interact and influence 
each other…Social and emotional wellbeing problems can result from: grief, loss, trauma, abuse, violence, substance 
misuse, physical health problems, child development problems, gender identity issues, child removals, incarceration, 
family breakdown, cultural dislocation, racism and social disadvantage”.  (National Strategic Framework for Aboriginal 
and Torres Strait Islander People’s Mental Health and Social and Emotional Wellbeing 2004-2009 Pg3)

Aboriginal people repeatedly stress the importance of incorporating a Social and Emotional Wellbeing perspective 
when planning and delivering mental health services. This was again emphasised throughout the consultations. 

The ‘Close the Gap: National Indigenous Health Equality Targets, 2008’ report provides the National Framework to 
address the national life expectancy gap of 17 years for Aboriginal people. In South Australia this need is particularly 
urgent, as the life expectancy gap currently sits at 26 years.  This is mirrored in the current mental health inequalities 
outlined below and was supported anecdotally throughout the consultations that were held. A whole of government 
and service approach, based on strong partnerships with Aboriginal Community controlled health services and 
Aboriginal communities, re-orienting services and funding will move towards addressing these inequalities.

Grief, loss and trauma reciprocally contribute to these health inequalities and are a major factor compromising 
the mental health and social and emotional wellbeing of Aboriginal people. Consideration of mental health issues 
takes place within this broader context and requires new ways of working which support healing and recovery for 
individuals, families and communities.

The Social Inclusion Board (SIB) Report – “Stepping Up: A Social Inclusion Action Plan for Mental Health Reform 2007- 
2012” and subsequent review of community mental health services resulting in the report ‘A Review of Community 
Mental Health Services in South Australia – 2008’, provided the platform on which the current South Australian 
mental health reform agenda is based. The Stepping Up Report acknowledges that all of its recommendations are 
relevant to Aboriginal people and makes specific reference to the needs of Aboriginal people in the recommendations 
outlined below. A key future role for Aboriginal mental health governance will include monitoring the progression 
and implementation of all of these Recommendations. 
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Figure 1 
Mental Health Inequalities

 
1. Suicide rates:      2:1 for the total population 
 (ABS 2005)   3:1 for Aboriginal men under age 35 
  5:1 for Aboriginal women under age 25

2. Hospitalisation rates: 2:1 for mental health and behavioural disorders 
 (ABS 2005) 2:1 for schizophrenia and related disorders 
  4:1 for substance use related disorders

3. Community based care Lower rates of engagement in primary care  
 (ABS 2005) Lower rates of engagement in community based care 
  Higher rates of complex presentations

4. Those in custody rates 10:1 in custody to the total population  
 (Karaminia 2007, Stewart 2004) Higher rates of mental illness in prisons 
  Incarceration is an increased risk factor for suicide, including post release

5. Substance misuse No comprehensive data is available for co-morbidity 
 (Swan 1995, NHMRC 1997) 2:1 for tobacco use 
  2:1 for cannabis use

6. Multiple stressors WA data found more Aboriginal children 
 (Zubrick 2005) 24%:15%, lived in households experiencing 7 or more stressful life   
  events in the past 12 months and those children are 5 ½ times more   
  likely to be at risk for social and emotional wellbeing difficulties.

Figure 2 
Stepping Up Report: Aboriginal Specific Recommendations

 
Recommendation 3

The analysis of the people who use the current mental health system indicates that Aboriginal people, people who live 
in the country and people with complex needs should be considered as populations that require a specific focus in the 
implementation of the recommendations throughout this Report.

Recommendation 3
The analysis of the people who use the current mental health system indicates that Aboriginal people, people who live in the 
country and people with complex needs should be considered as populations that require a specific focus 
in the implementation of the recommendations throughout this Report.

Recommendation 9
The Chief Executive of the Department of Health should take direct leadership responsibility for ensuring system redesign 
benefits Aboriginal people. A leadership group will be required who will undertake strategic audits of progress against key 
measures and report to the Chief Executive on progress and options for improvement.

Recommendation 22
Short, medium and long-term workforce development planning and initiatives need to be co-coordinated across government 
and non-government sectors. There must be a dedicated plan for improving training, recruitment and retention of Aboriginal 
people in clinical positions.

Recommendation 28
Child and Adolescent Mental Health Services should remain as specialist services. However, they should operate functionally 
within their catchments to support a range of primary mental health care services to ensure that young people and their 
families experience seamless services. Aboriginal children and young people need to be regarded as a priority population.

Recommendation 35
Establish a specialist service for Aboriginal people and locate it at Glenside. Co-location with the other specialist services 
proposed for Glenside–including the drug and alcohol service and the early psychosis service–will benefit Aboriginal people. 
The specialist service will be supported by a dedicated research effort in Aboriginal mental health care.
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5. Consultation Process 

5.1 Scope and methodology

The scope of this consultation was to capture the voice of the Aboriginal people, communities and workers. Capturing 
the perspective of mainstream and NGO mental health service providers was not a stipulated part of this consultation.

The consultations were completed within a 3 month timeframe and conflicted with the time of the year traditionally 
planned for the start of ‘community business’. This resulted in increased reliance on the goodwill of communities and 
reduced capacity of services on the ground to assist with organisation.

Comment was received from all communities about the short lead in time and timing of the consultation which 
created limitations in the participation process. These limitations included:

Clashes with community events, cultural business, meetings or consultations reducing the number and key  >
community representatives who were able to attend

Ability to promote and advertise the focus groups leading to a narrower group of community members attending >

Increased workload for staff on the ground >

The revised timeframes for consultations also meant reduced time for research, literature review and analysis of  >
available formal data and considered analysis of the information collected through the consultations. 

5.2 Who we spoke to

Forums were held at each major regional centre listed below, with the support of local services such as Aboriginal 
health to organise the forums, advertising and assist attendance.

Face to face consultations in 17 sites were held in a 4 week period, 12 in rural and remote areas, and 5 in 
metropolitan locations. Further consultations were held in February 2009 with community members, workers and 
service providers for the APY Lands. In many sites, community members spoke on behalf of others in their community 
who were not able to attend on the day.

Attendance:

328 people were consulted of whom 259 were of Aboriginal descent (79% of all people consulted). 

Sites visited or contacted (alphabetical)

APY Lands  >

Berri >

Ceduna >

Copley – including Marree and Nepabunna >

Gerard >

Gilles Plains Aboriginal Health Centre (East) >

Mari Yerta men’s group (Senior Kaurna men) >

Mt Gambier >

Murray Bridge >

Noarlunga Health Village (South)  >

Pt Augusta – including Whyalla & Pt Pirie >

Pt Lincoln >

Pt Pearce & Yorke Peninsula >

Raukkan >

Tauondi College (West) >

Yalata (by phone) >

It is important to note that story vignettes included in this summary report are representative of the views presented 
by consultation participants. 
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Berri

Gerard
Murray Bridge

Loxton

Renmark
Barmera

Pt Lincoln

Pt Augusta
Ceduna

Nepabunna

Pipalyatjara Amata Ernabella
Umuwa

IndulkanaMimili
Fregon

Marree

Oodnadatta

Coober Pedy Copley

Oak Valley Maralinga

Yalata

Koonniba

Mt Gambier

Raukkan

Meningie

Pt Pearce

Adelaide

Whyalla

Quorn

Hawker

Nunyara Wellbeing Centre

Port Lincoln Aboriginal Health Service

Ceduna Koonibba Aboriginal Health Service

Tullawon Health Service

Oak Valley Health Service

Nganampa Health Council

Umoona Tjutagku Health Service

Pika Wiya Health Service

Pangula Mannamurna Health Service

Aboriginal Community
Controlled Health Service

Aboriginal Health
Advisory Committees

Nunkuwarin Yunti of SA

Aboriginal Sobriety Group

Northern Aboriginal Health
Advisory Committee Region

Eyre Aboriginal Health
Advisory Committee Region

Mid North Aboriginal Health
Advisory Committee Region

Riverland Aboriginal
& Islander Health
Advisory Group Region

Wakefield Aboriginal
Health Advisory
Committee

South East Health
Advisory Committee
Group Region

Hills Mallee Southern
Aboriginal Health Advisory
Committee Region

Kalparrin Community

AHCSA MEMBERS



Summary Report: Statewide Aboriginal Mental Health Consultation

6. What we heard: Collective Statewide Issues 

page 10

6. What we heard: Collective Statewide Issues 

6.1 People & Community Issues

6.1.1  Significant shame, stigma and fear exists at a very deep level about 
accessing mental health services for individuals, families, extended  
family and communities

6.1.2  The family and community can see when a person needs help and care 
deeply about them. However they usually do not know how to help,  
so are left feeling unaided and suffer additional grief that they cannot  
offer proper help

6.1.3  Community members do not have the knowledge and education 
about mental illness, services and how to engage/access those services, and for many communities there is a 
significant cultural difference in their understanding of mental health issues. People with a mental illness may 
therefore receive less support from within their family structure and their community 

6.1.4  Mental Health and drug and alcohol co-morbidity is possibly the major health issue facing communities

6.1.5  People often present in crisis, under the influence of alcohol and other substances and will frequently not 
tell a non-Aboriginal person the true story. People are highly perceptive of workers attitudes, level of cultural 
competency and racism. However, not all people want to be seen by an Aboriginal worker or have their 
involvement. They want choice.

6.1.6  Engaging with and informing the family respectfully is central to any service delivery.

6.2 Service Delivery Issues 

6.2.1  Grief, loss and trauma and resulting emotional and behavioural turbulence, is often misdiagnosed as Borderline 
Personality Disorder or situational crisis, and is a significant contributor and barrier for people to access timely 
interventions. 

6.2.2  The current mental health system and diagnostic criteria for service is culturally inappropriate and prevents 
Aboriginal people from receiving ongoing assistance and community based services where and when they 
present with these issues. As a result, they are not getting through the doors.

6.2.3  The response capacity to deal with significant emotional and behavioral turbulence, such as threats and 
attempts of violent self harm or harm to others, and complex family circumstances is not the main remit or 
expertise of services outside the mental health system and is at best inconsistent within the system. 

6.2.4  Discharge planning, care planning and follow-up, particularly following presentation to hospital Emergency 
Departments, is virtually non-existent and inconsistent.

6.2.5  Partnerships between mainstream services and community controlled Aboriginal Health organisations and 
Aboriginal Health Workers are generally poor across the state.

6.2.6  Acceptance and acknowledgement of the professional knowledge and expertise provided by Aboriginal 
workers in all systems of care continues to be undervalued or ignored by clinical staff. 

6.2.7  Initiatives within Southern and Northern Child and Adolescent Mental Health Services (CAHMS), Northern 
Acute Crisis Intervention Service (ACIS), Rural and Remote Mental Health Service (RRMHS), the APY Lands, 
Aboriginal Community Controlled Health, Non Government Agencies, General Practice and Primary Health 
Care and Federal initiatives are providing opportunities to develop a body of knowledge to address these issues 
within the mental health system. 

6.3 Understanding Aboriginal People’s Experience

Key themes emerged across the state describing barriers and gaps that impacted on people accessing services and 
remaining in care. These were related to deep rooted fear and shame about mental health issues and significant 
mistrust of services provided by government.

Story Stigma is big – being 
called mental or ‘buntha’ is not 
good in Aboriginal communities. 
The biggest thing is grief, loss 
and trauma – trying to access 
social and emotional wellbeing 
programs is not easy as there 
aren’t many available.
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6. What we heard: Collective Statewide Issues 

Lowitja O’Donoghue has described collective trauma:

“Aboriginal culture has been subjected to the most profound shocks and changes. It is a history of brutality and 
bloodshed. The assault on Aboriginal people includes massacres, diseases, dispossession and dispersal from the land… 
I cannot overstate the traumatic consequences of policy and the destruction of Aboriginal and community life that 
resulted.” (1993, pp 14-15) 

For many people loss of land or disrupted connection to land, culture and community that provides a sense of 
identity, significantly contributes to mental health issues. 

“The sense of grief and loss experienced by generations of Aboriginal and Torres Strait Islander peoples in relation to 
dispossession, to the disruption of culture, family and community and to the legislated removal of children has 
contributed to ongoing problems in emotional, spiritual, cultural and social well-being for Aboriginal and Torres Strait 
Islander individuals, families and communities.” (National Strategic Framework for Aboriginal and Torres Strait Islander Health) 

6.3.1 Community Fear and Stigma 

In the Aboriginal community the word ‘mental’ is ‘Buntha’ or ‘Rama Rama’ (APY Lands) and has a meaning of being 
mad, crazy, ‘going off’ or ‘losing it’.

Mental health and the word ‘mental’ holds significant shame, stigma and fear at a very deep level for the individual, 
their family, their extended family and their community. Many people in the community with mental health issues 
won’t talk about their emotional and mental state. Because of such deep shame people shut down and ‘talk around’ 
the real concerns with their doctor or other health care professional. Their true needs therefore remain hidden to 
service providers.

We heard that, as with many non-Aboriginal people suffering from mental health issues, Aboriginal people don’t 
acknowledge their need for help, either to themselves or their family and find it difficult to confront or take 
ownership and responsibility for their own mental health. In part this reticence to admit the need for help has its 
origins in people’s fear of being ostracised by their own community or their mental health issues being dealt with in an 
unhelpful way. The repercussions, recriminations and judgmental attitudes within the community and between families 
create more isolation for the individual and their family within the community, further compounding their needs. 

6.3.2 Historical Institutional Experiences 

Many of the perceptions and fear about mental health issues or mental  
illness in communities are based on the historical experiences of Aboriginal 
people resulting from past government policies. 

This is particularly so for people who have significant fear of being judged 
about their parenting by those without an understanding of culture, resulting 
in a real fear of children being removed. Such experiences and stories are still 
within living memory, are talked about and circulate through the community.

They include:

Forced removal and placement on missions and reserves, away from  >
country and the ability to continue culture; 

Protection and assimilation policies resulting in the Stolen Generations >

Relationships with the Police and Aboriginal deaths in custody >

Family members admitted to the state’s main psychiatric institutions the  >
Parkside Lunatic Asylum (now Glenside Campus) and Hillcrest Mental 
Hospital where people went in and were never heard from again with no 
information provided to families.

We heard many stories from many people in many communities indicating 
that such experiences are still occurring. 

  

Story Aboriginal people prefer  
to die on country or at least in  
an Aboriginal place, not a main- 
stream facility. If someone was  
sick in Glenside they and their 
family should have this option.

Story People believe that some 
places can make you sick, that’s 
part of our culture. Schizophrenia 
takes a person’s spirit away and 
there were bad rumours about 
Hillcrest. 

Story When a person is detained 
and they come back heavily 
medicated and highly sedated the 
community just sees a ‘Zombie’ 
like person. People don’t under- 
stand it is the illness or medication 
and this isn’t explained. People 
have their spirit taken away so  
see it as a bad place.
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 Recommendation 2: Statement of Acknowledgement

 1.  Develop a Mental Health & Emotional Wellbeing Statement of Acknowledgement of past and present  
  policies and practices that have adversely affected mental health and emotional wellbeing, and  
  incorporate this into current Welcome to Country proceedings across government.  

 
Given the above, the lack of communication about what has happened  
to family members or education about mental health issues has resulted  
in the community as a whole having a slanted and dated view of  
mental health and mental health services.

6.4 Knowledge, Awareness and Education

We found overall low general community understanding and education about:

Mental health issues generally >

Mental health illnesses and symptoms >

The differences between mental illness, behaviours associated with drug and alcohol abuse, acquired brain injury  >
and general behavioural or intellectual impairment

What the ‘red flags’ warning signs are, and the need to seek help early, resulting in people tending only seek help  >
when issues have reached crisis point 

How to immediately assist family and community members and support them to remain in care >

Available services and how the system works >

Access or engaging with services, as people often make assumptions about doctors and staff based on previous  >
experiences or the stories of others

What questions to ask >

Understanding contributory family history and genetics. For many this history is unknown because mental illness  >
wasn’t spoken about, family of origin may not be known, and the early passing of elders who may have had the 
knowledge

Medications: the importance of disclosure of all prescribed medication; monitoring of side effects; taking  >
medications correctly; compliance and education of family to assist in management, identification of side effects or 
changes in behaviour

Understanding how community treatment orders work and what they mean  >

Making complaints or advocating for services (the consultation process actually created an awakening on these dot  >
points)

Communities clearly identified the need for considerable, transparent and regular communication; for mental health 
information and education; for information on detention and on treatment procedures including medication given to 
individuals, to enable family and the community to counter their lack of knowledge and deep seated fear of services 
and the government ways of working. 

Recommendation 3: Health Promotion and Information

3.1  Develop and implement a culturally appropriate, targeted communications strategy to raise Mental Health  
 awareness across the lifespan in the Aboriginal Community 

3.2.  Develop and deliver health promotion and prevention education and information programs for    
 communities and professionals

3.3  Develop a dedicated educational DVD resource that includes the consumer and family perspective 

3.4  Provide culturally appropriate relevant information and resources about mental health, social and  
 emotional wellbeing to ALL Aboriginal consumers, families and service providers

Story Aboriginal people don’t know 
about mental health or about mental 
health services and now ostracise 
their people and deal with mental 
health problems the wrong way.
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6.5 Access and Attitudinal Barriers 

Communities acknowledged that social, emotional wellbeing and mental health distress is an emerging area of focus 
and need facing Aboriginal people. 

Family and community politics and nepotism was acknowledged as often being brought into the work and service 
environment and interfering with people’s willingness to access services. 

The historical policies and practices outlined above have resulted in individual and collective experience of trauma 
within the community and have contributed to the creation of barriers to people accessing services. 

High levels of fear, shame and anxiety also result in services not being accessed until the emotional or symptomatic 
component is at crisis point. People then present for mental health support, often under the influence of alcohol or 
drugs because:

they are so extremely emotionally distressed they accept they need help >

alcohol or drugs provide them with the courage to seek help >

other crises e.g. family violence, housing eviction, in their lives have created urgency to seek help  >

their behaviour has become out of control and people want support to make changes >

family or an Aboriginal Health Worker has encouraged them to come and seek help >

they have attempted to harm themselves or others. >

As a result, people consistently present in a highly distressed, anxious, emotional, loud, angry or violent state, often 
exacerbated by a significant amount of anxiety and fear.

When the emotions settle, people’s fear and shame come in - they don’t feel comfortable in the hospital without any 
support. People will either tell a different story to the doctor or other health care professional to the one they initially 
told a trusted health worker or family member; or agree to be a voluntary patient and just leave without telling the 
full story.

We heard that at this crisis point people require sensitive, culturally competent and assertive engagement and follow-
up by the system. Some of the attitudinal barriers spoken of were that:

people feel put down and not listened to >

workers have insufficent levels of cultural competency to provide a welcoming  >
environment and sensitivity to feelings of shame, embarrassment and anxiety

Aboriginal people are highly intuitive to body language, tone of voice, level of  >
comfort, respect and attitudes such as racism or judgement about them as people

there is an inadequate understanding of family relationships and responsibilities.  >

asking detailed questions about family and history in the first interview is  >
disconcerting and is considered rude by many; they feel that these can be 
followed up later when the individual is settled.

6.6 Grief, Loss and Trauma 

The accumulated individual and collective trauma for Aboriginal communities described above results in secondary 
complications such as diminished family wellbeing and stability, social, financial, vulnerability to chronic disease and 
other health and wellbeing outcomes. There is little doubt that these have contributed to the 10 year life expectancy 
gap between Aboriginal and non-Aboriginal people across South Australia.

Ratnavale (2007) identified historical traumas and subsequent signs and symptoms of collective trauma outlined in 
Table 1 below. We found that anecdotal information gained though the consultation process was consistent with this.

Story Many people raise 
children like their own and 
have the same relationship 
and responsibility as a 
parent. Mental health 
services don’t understand 
this relationship when  
they insist people are only 
their step parent, Uncle  
or Aunty.
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Table 1
 
Historical Traumas  Signs and Symptoms of Collective Trauma [2] 

Multiple deaths and diseases  Deep mistrust of self, others, even family 

Forced removal from country  Fear and anticipation of betrayal 

Suppression of culture  Shame and humiliation 

Loss of self-sufficiency and autonomy Violence against women 

Arbitrary removal of children Self-directed violence/suicide, risk-taking behaviour 

Other assimilation strategies Cultural genocide, losing traditional values desecrating land and   
  institutions 

  Substance abuse 

  Unremitting grief 

  Intergenerational conflict - role diffusion, sexual abuse, other  
  boundary violations 

    Dependency - hostile or pathological 

    Leadership vacuum 

Ratnavale (2007)  Conspiracy of silence - overall attitude of secrecy

                                                                     
We heard these outcomes of trauma spoken about across the state, with story after story of violent attempted and 
completed suicides, as well as threats and actual harm to others requiring police or ambulance assistance. Significant 
substance abuse, gambling and breakdown of family, community and cultural structures were also reported.  

Given the reported high levels of individual and collective trauma, there is a likelihood of high numbers of Aboriginal 
people presenting for service displaying behaviours consistent with the signs and symptoms described by Ratnavale. 

Many people reported that they are frustrated, worn out and do not know how to manage the emotional turbulence, 
violence and substance misuse within their families. 

Carers and families are worn out from the constant vigilance required for 
family members at risk of harming themselves or others, and suffer vicarious 
traumatisation from managing situations of self harm or threats of violence. 
Carers are also often dealing with or re-experiencing their own memories 
and experiences as they deal with children, grandchildren, siblings and family 
members. Grandparents and young children who act as carers or contribute 
to the care of family are particularly vulnerable.

The complex and collective levels of trauma and poorer family wellbeing faced 
by many in the community were highlighted.  Stories indicated the level of 
despair and stress older people face, the inter-generational issues for families 
and a need for an approach inclusive of the broader family network. 

Story My daughter had 
mental health problems 
and she had to go into the 
psychiatric hospital but 
didn’t stay. 

We found her one day 
hanging in her bedroom,  
I had to cut her down and 
get her to hospital. I think 
about her hanging every 
day – it creates trauma for 
me as well.

Many of us have these 
experiences

[2] Ratnavale acknowledges that the basis for these observations are entirely his own, where large groups have been subject to violent conflict, long standing  
 stress, neglect and isolation.
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4.1  Develop and implement strategies for improving Consumers, Family, Carers and Community involvement  
 in mental health care

4.1.1 Develop and implement Engagement and support for carers, families and communities 

4.1.2 Improve mental health advocacy for Aboriginal people

4.1.3 Develop and promote Aboriginal specific mental health complaints processes for consumers, family, carers  
 and elders in conjunction with the Office of the Health & Community Services Complaints Commissioner

4.1.3  Promote consumer, carer and community involvement in mental health care

6.7 Drug and Alcohol 

Drug and alcohol misuse is a significant issue for most communities. Communities 
expressed their concern about the impact of this on the individual, their children 
and the community as a whole. It was reported that drug and alcohol co-
morbidity fuelled many violent threats or actual harm to self and harm to others, 
presentations to Emergency Departments, calls to Police and Ambulance services.

Drug and Alcohol Services SA have developed a range of strategies to address this 
issue but the need was reported to be significantly higher than services are able  
to effectively manage. 

Key themes that emerged from the consultations were the need to look beyond  
the drug and alcohol abuse (as a symptom) and ensure a comprehensive mental 
health assessment is conducted and the provision of holistic care specifically  
focused on drug and alcohol co-morbidity problems. 
 

Recommendation 5: Develop a Model of Care for Aboriginal Mental Health

5.1  Develop an Aboriginal Mental Health Model of Care, based on recommended culturally appropriate  
 core elements. 

5.2  Integrate Core Elements of the Aboriginal Mental Health Model of Care into to all Mental Health Service  
 Models (including Glenside, CRCs and ICCs and Community Mental Health) and all Models of Care  
 system-wide – including acute, emergency and primary health care services.

7. Recommended Core Elements for Models of Care

1. ‘Getting in through the door’: Engaging in care 

Opportunities for improving engagement can be fostered and enhanced at several levels, particularly those related 
to working closely with Aboriginal Health Workers, and providing culturally responsive and assertive services at first 
presentation. One such example is ensuring that referrals for Aboriginal people are followed up within 24 hours and 
seen face-face within 48 hours. 

2. Ongoing engagement: Remaining in care

Aboriginal people have clearly articulated they wish to have choice about involvement of Aboriginal service 
supports or mainstream services, which may change during care. Offering choice for Aboriginal worker and service 
involvement throughout the provision of care and treatment is a key factor in Aboriginal people remaining in care. 
The involvement of Aboriginal workers, advocates or family spokespeople, going with the immediate identified need 
and providing practical support regarding social and family difficulties are also important considerations.

Story The men’s camp to 
the Coorabie on the west 
coast was highlighted as 
a good program, however 
the comment was made 
about the need for follow-
up programs or support on 
return home for those who 
attended as many went 
straight back to drinking.



Summary Report: Statewide Aboriginal Mental Health Consultation

6. What we heard: Collective Statewide Issues 

page 16

3. Geographical boundaries: Transfer of care

Communities have acknowledged that the itinerant nature of many Aboriginal people creates significant issues for 
continuity of medical treatment and mental health care. However, for many people this may also have a cultural 
healing component in re-connecting them back to important family and community members, culture and country, 
particularly following an inpatient stay away from their community. Managing itinerancy requires flexible boundaries, 
assertive follow-up and significant communication and goodwill between services.

4. Going to the people: Community care

Attending hospital and community mental health facilities often creates excessive anxiety, agitation and emotional 
distress for many people, so they do not access services or choose to remain engaged in care. Provide environments 
or services where people feel comfortable such as in the home or local community venues.

5. Working with families: Holistic care

Including family in care is central. A core value of Aboriginal people is the relationships they have with others. This 
central understanding of the importance of relationships and family has a complex system of responsibility and 
avoidance, even within more westernised cultures and a broader understanding is required of what this responsibility 
means in the care and protection of relatives and extended family. 

6. Ngankari’s and cultural healing: Traditional care

Connecting people with family, community, culture and country promotes a sense of self and community value 
and provides opportunities for strengthening the family and the community. For this to be effective, families and 
communities require practical support and the provision of resources, without which interventions may be or become 
counter- productive. Valuing, respecting and utilising cultural and traditional ways of healing in partnership with 
mainstream and other therapies was supported.

7. The Patient Journey: Consistent, Planned care

Specifically, improving the collaborative partnerships, communication and working relationship between Aboriginal 
Health services and workers, mainstream mental health services and General Practice and Primary Health Care 
through consistent policy, procedures and targeted programs is essential. Clarifying roles and responsibilities for case 
management of the illness and emotional wellbeing, management of lifestyle issues and re-integration back into 
families and communities is required. 
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For more information 

SA Health  
Mental Health Operations 
Level 8 
Citi Centre 
11 Hindmarsh Square 
Rundle Mall, Adelaide 5000 
Telephone: +61 8 8226 6286 
Facsmile: +61 8 8226 6235 
Email: mentalhealthfeedback@health.sa.gov.au 
www.health.sa.gov.au/mentalhealth

Non-English speaking: for information in languages other than 
English, call the interpreting and Translating Centre and ask them 
to call The Department of Health. This service is available at no  
cost to you, contact (08) 8226 1990.
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