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oPrior to Earbus visits our team of staff struggled with the lack of support and knowledge for many families ...
resulting in long term damage. | believe for us, located in the Pilbara, this service is a must for our children and
the continuation of this program igssential for remote families.(Daycare Coordinator, Pilbara)

A was chatting with an Aboriginal student about her hopes for the future last week. She told me she
would like to become an ear doctor. When | asked why she told me that sheimsgsred by the Earbus
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0On behalf of all members of the community | wish to acknowledge the importance of this service and
certainly appreciate the assistance and progtgnalism by all members of the Earbus team. | firmly
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This document is copyright and is notteproduced in whole or part without the express permission of
Earbus Foundation of Western Austrakar permission, email admin@earbus.org.au.
Earbus® is a registered trademark of Earbus Foundation of Western Australia.
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THE FACTS

There is a perceptiothat Aboriginal and Torres Strait Islander people receive ample health funding. Likewise, there
is an assumption that # public health system is addressitige complex issue of Indigenous ear health whim
reality, the problem persists with little measurable improvemertentifying the problem has largely relied on
standardised child health screening that doext result in children getting well

Otitis media is the main contributing factor to hearing loss among Aboriginal and Torres Strait Islander children, ar
it is both treatable and preventable. These children experience Otitis media and the resulting hearing loss muc
earlier, more persistety and more severely than the rest of the population. This profoundly affects their trajectory
through childhood and into adulthood. It hagll-documented life-long impacts on educational participation and
outcomes and psychsocial development, includinspeech develapent, that often lead tca range of adult social
problems including un/underemployment and involvement with the criminal justice system.

The sociepolitical and behavioural (including exposure to tobacco smoke, diet, and exercise) detersrih health

are especially significant for Aboriginal and Torres Strait Islander pédpise include podnousing, food systems,
education andemployment, income and poverty and accesshi&alth care In its broadest sense, poverty limits
education a awareness of hearing health, and the capacity of families and communities to maintain healthy anc
hygienic environments that prevent ear disease. Social determinants such as poor nutrition, lack of running wate
hygiene issues and exposure to tobaccmkeare all significant contributing factors to ear disease.

Health and housing agencies can work together to ensure that homes support healthy living, through increase
housing stock, reliable access to functioning health hardware (eg toilets, showpss, kitchen cupboards and
benches, stoves, ovens and fridges) and raising awareness of hygiene practices that support ear health. Hee
services also need to increase their focus on early identification, appropriate medical intervention in primary car
and ongoing allied health support. In communities where there is a high risk of Otitis media and conductive hearin
loss it should be standard practice to check the ear and hearing health of all young children whenever they prese
at clinics.

In the educéion sector, early years centres and kindergartens in dnigkn communities can help identify hearing
problems through surveillance and can provide additional support to children with a hearing impairment. School
can play a similar role, orienting all ®eers in accommodating the learning and communication needs of students
with past and current hearing loss, providing specialist teaching support where necessary, and better listenin
environments through sounleld amplification systems and classroom asfics.

Improved hearing health for Aboriginal and Torres Strait Islander people is intrinsically linked to broade
improvements in health, education, and social and economic outcomes. The complex interaction of multiple ris
factors means that action ireeded across multiple sectors. This should be led by Aboriginal and Torres Strait Islande
people themselves. Aboriginal and Torres Strait Islander people are significantly more likely to seek services frc
culturally safe health services. This in tuashmplications for leadership, governance and workforce development.

OM is a highly treatable condition. Left undiagnosed and untreated it has multipleofiosifects that

ultimately perpetuate the very poverty that gives rise to the disease in thiepliase, thus continuing the

cycle. But with effective treatment, children can avoid sustained hearing loss and have their opportunities to
learn and succeed at school fully restored.

This submission proposes that the funding of a comprehensive andatégigniddle ear disease screening,
treatment and surveillance program in regional and remote Western Australia become a pridiityuch
time as middle ear disease in Aboriginal and Torres Strait Islander chiddrezasurablypelow the World
Health @ganisation benchmark of 4% in every community in Australia.



ABOUT EARBUS FOUNDATION

Earbus Foundation works to reduce the incidence of middle ear disease in Indigenougiakakildren in Western
Australia below the World Health Organisation benchiknaf 4%. Disease prevalence above 4% is classified by the
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Otitis media (middle ear disease OM) occurs frequently in Indigenous babiesften within the first two weeks of

life. Indigenous children suffer from Otitis media on average for 32 months of their first five years of life. In stark
contrast, nonlndigenous children suffer, on average, for three months. It is always found where children live in
conditions of poverty.The medium- and longterm impacts of childhood ear disease and hearing loss can be
profound.It affects every aspect of early childhood development so that Aboriginal and Torres Strait Islander childre
are set up for disadvantage and underachievement.

Children éarn to listen and speak before learning to read and write; hence literacy/numeracy failure (NAPLAN) whe
children do not develop adequate spoken language by 4 years ofditie. media prevalence rates mean Aboriginal
children in primary school classroém Ol y Qi KSI Ny ®BK$ & Qlay A ASl eyl yR OF
poor engagement, low sefsteem and behaviour issugSurrent and future generations of Indigenous children can
succeed at school unhindered by the debilitating effects ofisDthedia and its impacts upon their ability to learn
and achieve to their full potential.

Earbus Foundation exists to support Indigenous arriséitfamilies and children. We work with familieemmunities

and schools to deliver comprehensigalturally appropriatecare, including referrals to tertiary treatment where
required.While Earbus works exclusive in Western Australia it is clear this is a national issue, and one that must |
addressed if there is to be significant progress towards Closing The Gap ireeofaargas; including education,
health, employment, life expectancy.
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(COAG) Health Council on Friday 8th of March 2019, ostensibly spearheantdinated effort to improve hearing
health. The Roadmap identifies eight key priorities including a public awareness campaign; child ear health chec|
increased availabiit 2 F ! dza ( NJ f ;Anprovd ajed Baye héating Seoited Snd more stgpopeople

on low incomes. The Roadmap has a further 147 actions, highlighting the broad range of initiatives the Governme
and hearing sector can work together on. The actions outlined in the Roadmap should involve a wide range
stakeholders includig consumer and community groups, suppliers and providers, manufacturers, and researchers.

What is missing are ambitious targets with clear deadlines, concrete plans, measurable outcomes and fundir
allocation to ensure those targets can be reached, aedmanisms to ensure that progress towards those targets is
reported regularlyLong term goals without hard targets are merely a nice idea. Without clear and quantifiable short,
medium and longerm targets¢ and practical measures to ensure those targate achievedg no significant
progress will be made nationwide towards reducing the incidence of middle ear disease in Indigenousisid at
children to below the World Health Organisation benchmark of @¥s. ultimate goal is to get the incidence rate to

as close to parity as possible. At the very least, Indigenous children should have the same opportunity as oth
children to go through school and through life without the serious barrier of ear disease and hearing loss.

These children need people withvaice in Canbea to raise questions regardirthe goals of the Roadmap for
Hearing Healttin regard tothe ear health of Indigenous children and the reductidrOtitis media, in particulathe
timeline of these goalandwhat practical measures (includy funding and specific resource allocation) have been
put in place by the Commonwealth to achieve these goals in the set timelines.

We believe NGOs like Earbus Foundation have much expewdise passion to contribute to meeting this national
challerge. We greatly appreciate your time and attention in this matter.



HEALTHY EARS FOR LIFE

Investing in a better future for Aboriginal children

Aboriginal children have the worst ear health of any people in the world, with prevalence rates 10 times that of
non-Indigenous childred Ear disease often results in an avoidable hearing loss in early childhood, and children
gK2 OFyQi KSINE OFyQl fSIFENYyo / KAfRNBY dzyloftS G2 I C
denied their only realistic opptunity to escape settings of poverty, deprivation and entrenched disadvantage.
HEALTHY EARS FORIihV€eRts in a better future that gives Aboriginal children the chance for lives consistent

with their innate potential.

The goal is to reduce andthen maintain- the incidence and impact of chronic midear disease in regional
WA to below the World Health Organisation 4% prevalence benchmattkin 10 years. Currently in some
remote communities 100% of children are affecteldh. many schools ovef5% of Aboriginal children cannot
pass a routine hearing screéeh.

The program will provide a professionally triaged treatment and surveillance service that visits schools, daycare
centres, kindergartens, playgroups and community facilities. This pnovstel combines local ethe-ground
screening, surveillance and follewp supported by regular Allied Health, Primary Care and Ear Nose & Throat
Specialist team visits from Perth.

A program allocation averagii®$.7 million a years an investment in genational healing that can save the

WA Budget multimillion dollars annually in treating the social impacts of ear disease. Earbus Foundation of
WA will coordinate and/or deliver the full range of mobile surveillance and treatmewicesrin a seamless
treatment pathway for children atisk of middleear disease. This includes Primary Care (GP or Nurse
Practitioner and Nurse), Otolaryngology (ENT) and Audiology. Services to Aboriginal children and communities
are planned and delivered based on mutually retfé and supportive partnerships with local Aboriginal

Medical Services and local schools.

An expert and experienced paediatric Audiologist will lead the program to ensure rigorous quality control and
regular monitoring of outcomes. A detailed reportimatrix tracks every child, every locality, every region and

the State as a whole; data is aggregated for regular sharing with stakeholders. A highly sophisticated data
analysis and management tapEarPori; developed in partnership with Microsoft, provd KPI accountability,
measures program effectiveness and allows clinical data management across the whole program. EarPort can
provide trend analysis and direct allocation of resources and personnel to areas of greatest need.

Extensive prioconsultation and planning will ensure the Earbus Program collaborates and shares information
and ownership with existing local service providers while minimising duplication. Earbus Foundation of WA will
add vital amenity to child health in the bush by rieasing availability of GP, Audiology and ENT services in
regional WA for quicker treatment of children. Based on current experieBagbus Foundation expects a
sustainable, marked, wholef-region improvement is demonstrable and measurable within tworyeaf
commencement of services.

Within 3 yearsof startingHEALTHY EARS FOR, klFEegional areas of Western Australithe Kimberley,
Pilbara, Goldé&lds, MidWest, SoutiNest, Wheatbelt, Great Southern and Peelill have an active Earbus
Program A staged implementation plarwould be developed trioritise neediest areas first.

Earbus Foundation can then work with agencies across the nation to address the issue in all states and
territories.
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CostBurden of Ear DiseaseAnnual cost to WA Taxpayers

The World Health Organisation (WHO) specifies that a rate of chronic Otitis media above 4% in
OKAf RNBY Ofaysival pulilictiestia prablémd NB lj dzA NA y 3 . (@MB/SGEA | GG Sy G A 2
Foundation, 996).

In February 2009ccess Economics released The Cost Burden of Otitis Media in Adstralia.
Costs to the community of middhear diseas¢OM)included:

1 Lost welbeing due to OM (estimated to be between $1.05b and $2.6b a year);
1 Productivity and other noffinancial costs ($67m annually); and
1 The total topdown health system expenditure on this disease in 2008 ($391.6m a year).

To estimate health systemosts of middlesar disease, Access Economics useddmpn and bottomup
modelling approaches. Bottomp costs were $163.2m a year; tojpwn costs were $391.6m. The true cost to
the health system lies somewhere between the two.

Adjusting for a notionkannualised inflation rate of 2% p.a. and attributing a 10% share of national costings to
WA the current projected costs of ear disease in Western Australia are:

1 Total WA healthystem annual expenditure in 202ing a midine estimate figure will b@ver $40
million a yeay

1 By 2027 this expenditure will be $48.25 million a yeand

1 Annual productivity losses wile $9.7m in 2027

Ctitis mediahas other substantial costs to the WA community and economy that have not been independently
modelled. Cost to WA state and independent education systems arise from children suffering educational and
developmental delays, low levels of literacy and numeracy, school absences, behasoas iand
disengagement.

Costs smmaryto the justice system result frorohildren being truant from school and entering the juvenile
justice system. High rates of recidivism can lead teldifeg entanglement in the justice system. The program
would seek, where inteagency cooperation is available, to establish of the presemdgstory of middleear
disease among incarcerated Aboriginal juveniles and offer treatment support and intervention as needed.

Access Economics calculated the annual cost of Otitis media to the Australian community to be $1.5 billion a
year. These costinclude productivity losses, direct health system costs, transfer (including deadweight) costs
and the need for additional education and support services. This estimate does not include a dollar cost for over
representation in the criminal and juvenilgsgice systems, thus rendering this a conservative assessment.

Adjusted for inflation the equivalent cost2®22iswellover$®y o6 Af € A2y LISNJ @ S N 21 3
population, can expect a $180 million a year expenditure on Otitis meitiatiae greatest burden of disease
borne by Aboriginal children, families and communities.



THE IMPACT OF OTITIS MEDIA

How ear disease eviscerates human potential

a.. hearing impairment is a significant contributor to the causal pathway thapresents a failure basically
of education and health to deal with those issues and they get picked up by the justice systhaaring
loss may not cause criminal activity, when considering the stigraatj effects of hearing impairment on
self-concept,educational attainment and social skills, there is a causal link to criminal actigif§genate
Committees on Community Affairs, 2010).
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education (p.129) and poor employment outcomes (p.121). OM leaves children unable to hear well or
communicate effectively; sometimes results in poor balance amddination; and leaves children with poor

social and brain development.

Referring to the largacale incidence of OM and related hearing inpeints in Aboriginal and Torresr&it
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and disadvantage, that it impacts on education and employment outcomes and that it has a strong association
with (Aboriginal and Torres Strait Islander AustraliansSy 3+ 3SYSy i Ay G(KS ONARYAY ! f
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number of Aboriginal children need @oing educational support). Inability to successfully engage with

education has significant floan effects. Lag term poor ear health can impoverish life chances; Aboriginal

children who fail at school grow up with less opportunity for employment, are more likely to be dependent on
welfare and entrenched into a life of poverty. These children are essentiallyeiddtam the world around

them.

Aboriginal children in Australia experience an average of 32 months of reddiafections between the ages
of 0 and 5 years, compared to just three months for #&doriginal children. (Australian Bureau of Statistics,
2008, p134)°¢



LOST GENERATIONS
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GThere is a crisis in Aboriginal ear and hearing health in Australia. Aboriginal people suffer ear
disease and hearing loss at up to ten times the ratenoin-Aboriginal Australians, and arguably the
highest rate of any people in the worlé®

The Roadmap to Close the Gap for Hearing (H. Coates et al, 2013) identifies 106,000 children estimated to suffer
chronic suppurative OM; over 300,000 Australiansesuffearing loss from mideear disease, with a high
representation of Aboriginal adults and children.

In a May 2015 policy briefing paper the WA Commissioner for Young People states there are 36,000 Aboriginal
children age .8 in Western Australia, repsenting 42% of the Aboriginal population of WA. About 60% of this
number (21,600) lives outside the Perth metropolitan afea.

¢KS 21 SB5SLINIYSYydG 2F |1SIHEGKQa hiGAGAA a geienceiss@geRSt 2
and challengesd L {estirhafed that in 2008 almost 600,000 Australians were affected by mild to moderate
temporary hearing impairment from AOM or OME, more than 150,000 had perforation of an ear drum and
100,000 had CSOM. In addition, an estimated 420 Australians weretbksliffer mastoiditis and 385 have
intracranial complications as a result of AOM.

The World Health Organization considers Australian Aboriginal people as one of the population groups requiring
urgent action to address CSOM as a significant public heatthlgm. While there is no comprehensive
surveillance of CSOM in Aboriginal communities, the prevalence has been estimated to be between 5 and 70%
9,11,5. Child health checks in the Northern Territory have found that CSOM persists into the late primalry scho
years 12 and anecdotal reports suggest this is also the case in Western Australian Aboriginal communities.

There are anecdotal reports that a significant number of Aboriginal adults have long term dry perforations of
one or both ear drums, most likefys a consequence of childhood CSOM.

While rates of CSOM in remote Aboriginal communities are unacceptably high, rates are also well above
F OOSLIilF6fS tS@Sta Ay NHNIf yR dz2NBFyYy ! 62NRIAYILE 02
of Care(January 2013) p.11y

The rate of middle ear infection among Indigenous Australians far exceeds the level that the WHO
RSAONAROGSAE Fa WI YI &AAKNASO KIS S\F0a KAE2NH SiyKi LINR DS ySivA 2 y Q @

The root causes of such a high prevalence of Otitisdia are the home environmental conditions
associated with poverty; overcrowded housing, poor nutrition, poor sanitation and passive smoking.
The consequences of early onset hearing loss can be devastating for Indigenous Australians. Their
capacity to acess educatiom arguably the best way out of the poverty cyclas limited.

Otitis mediais a highly treatable condition. Left undiagnosed and untreated it has multiplediow
effects that ultimatelyperpetuate the very poverty that gives rise to the disease in the first place, thus
continuing the cycleBut with effective treatment, childme can avoid sustained hearing loss and have
their opportunities to learn anducceed at school fully restored.

aYour service is invaluable. There are so many children and families out there that need support and
intervention that sometimes it issoul destroying. You help to bring light. Thank yéuSahool
Principal, Goldfields)
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d believe that hearing loss is a missing piece of the puptlimdigenous disadvantage, and while it remains
a missing piece of the puzzle viable solutions are not easy to cong(By Damien Howard?

Recurrent middle ear infections, or Otitis media (OM), is the most common ear disease among Aboriginal
children. It is typically caused by bacterial and viral pathogens. Research suggests that the viruses and bacteria
were introduced from crowded Europeanities into the previously isolated Aboriginal communities, and that
Aboriginal people had no immunity to the virusés.

Ear disease is a complex and mifdtitorial condition; secondary causes include
poor health care (e.g. poor hand and faoagiene; limited access to primary care)
smoking;

poor diet;and
crowded and unhealthy housing which facilitates transmission of bacteria.
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Living with hearing impairment

= =4 -4

Celeste Liddle, an Arrernte Australiarowan writing for the SMH and Guardian, and a National
Indigenous Organiser, shares how her hearing impairment willtaffeacfor the rest of her life:

OWhen | was about seven years old, | was sent to speech therapy. Over a few months, | worked with

a therapist to correct patterns of discussion and counteract a wadiveloped mumble which | had

I OljdZANBR® Ly GKS @SINR GKIFIG F2t{t26SRXZ Ylye LIS2LX S
and are usually shocked when | tell them how | acquired it. So wignt as a child, did | mumble? It

was because, like many Aboriginal children, years of chronic ear disease had left me speaking how |

heard the words being said to me.

G2KAES L KFR YyIFI@A3ALFGSR (KS aeadsSy SRdzoywriingy | £ £ & Ay
and reading skills became quite advanced, | continually had issues grasping spoken instruction. This

led to behavioural issues such as frustration and social withdrawal. | was beyond awkward and

introverted. Speech therapy and the insertion ofagnmets was the beginning of what has been a

lifetime of treatment for ear ailments. Even now, a good cold can halve my hearing ability for up to

three weeks, tinnitus is a fact of life, and perforated ear drums are normal ...

G5SaLAGS  ilShave kadprobléntsfoil lifeland indeed am facing restorative operations
and severe hearing loss later on, | am forever thankful that my issues were picked up and that | was
able to access appropriate treatment as a child. This treatment allowed meadtzlc up to my peers

at school as well as develop mechanisms to cope with my limitations. My focus on writing as a key
communication mode is indeed a huge part of learning to work with these limitations. The likelihood
of me eventually finishing school armgbing on to university would have been severely diminished had
these problems not been addresséd?



BREAKING THE CYCLE

Ear Dsease and The Cycle of Povetty
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participation of what would otherwise be healthy people. Hearing loss...is part of the vicious circle of poverty
and poor health that exists.

Unemployment is notably higher among people with hearing impairment, and their earnings are substantially
lower than the norhearingimpaired population. The social impacts of hearing loss are manifested through
social isolation, psychological illnessespmssion, anxiety and economics. The health impact of ear disease is
manifested through expenditures for hospitalization, disability associated with the complications of ear disease
....people with ear disease are frequently the poorest of the poor, gaglgically isolated from medical services,

who cannot afford the costs for travel and accommodations when seeking care. On the other hand, the medical
system frequently lacks resources for supplies and equipment such as basic microptagesysiciansdck

the training and skills to treat ear disease. And often enough, too, physicians lack the incentive to treat
impoverished patients who are unable to pay for services. So suffering continues even among the wealth of
LI GK2f 238 YR GRS Sy2N¥2dza ySSR®E
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hospital and even had Starlight Captains there to have furi

with all the kids who were having operations. Since the: oot e
operation J has started talking much faster than before. He
is saying twoor three words together now and keeping up/' \
with the other kids. He can even hear me when | sing out to

KAY y2g3 odzi 60SF2NB KS RARY QL KSEFENI YSoO L LY Kb LI
Earbus mob still check on him every month. | have td fovery e

keep his ears dry now that he has the grommés but

that is much easier than having ear infections or being /

blocked up with fluid. J may have fallen way behirfdhey

KFERY Qi 0 & 8&Ayorigingl MidBof Zbydid J, Pilbara) Poor job Poor

prospects development



A PLAN FOR CHANGE

A Program that Works The Earbus Design Diffanee

Government struggles to support or encourage innovation in the social arena, contracts between government
and delivery organizations stifle creativity and adaptatioiihese were and still are huge problems. They mean
that services for some of theast vulnerable in society are often bureaucratic, one size fits all solutaespite

this being a group that suffers the most difficulties, needs the most tailored solutions, and causes some of the
highest costs to the state and therefore tiagpayer Trey mean that innovative, holistic services are occasional
pinpoints of light, rather than being universally accessible. They mean that we are providing an array of services
to some of the most vulnerable in society without actually knowing if they worknéthdut gathering the
knowledge to improve them or know whether they should be provided in the féture.

Despite decades of investment through public health systems across Australia, ear disease in Aboriginal children
remains at unacceptably high levels, well in excess of WHO benchmarks. The national experts from the
Australian Collaboration on Hearing anduEation (ACHE) meeting in Canberra in 2011 recognised Aboriginal
SFNJ RAaSIrasS a® asgAO0O]lSR LINRBoOfSY¢®
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sector. Traditional policy thinking ggests that the best way to work through a policy problem is to follow an
orderly and linear process, working from problem to solution...The consensus in the literature, however, is that
such a linear, traditional approach to policy formulation is an iogade way to work with wicked policy
problems. This is because part of the wickedness of an issue lies in the interactions between causal factors,
conflicting policy objectives and disagreement over the appropriate solution. Linear thinking is inademjuate t
encompass such interactivity and uncertainty. The shortcomings of a linear approach are also due to the social
complexity of wicked problems. The handling of wicked problems requires holistic rather than linear thinking.
This is thinking capable of grasg the big picture, including the interrelationships between the full range of
causaffactors and policy objectives®®

Earbus Program design tackles ear disease holistically, closely aligning wttortehd\boriginal perspectives
on health. Theénnovative WA Earbus model was designed by Aboriginal people for Aboriginal communities. The
critical design elements that differentiate this intervention from previous linear approaches are:

DESIGN ELEMENT $eamless and Integrated Services

Services dlivered at the same time in same locatigiudiology, GP, ENT, AHW, Nurse and more. Clinicians
work in interdisciplinary mode. All Clinicians have immediate access to child clinical records. Treatment
protocols are based on national OM Treatment Guidediand the Waspecific Aboriginal Ear Health Manual
authored by Professor Harvey Coates AM.

DESIGN ELEMENTL2akfree treatment pathway

As all services are provided -site on same day there is NO loss to foHopu Childrenaccess alservices
immedately ¢ otoscopy, tympanometry, betadine wash, ear wax removal, GP/NP primary care, medication,
ENT consult, foreign body removal. Dedicated case management for each child provides continuous clinical
accountability.

DESIGN ELEMENTSurveillance, nott { ONBE Sy A y 3
Ear disease is often asymptomatic, fluctuating by nature and has seasonal spikes in many parts of WA. This
requires regular, systematic surveillance with fast clinical treatment response.

DESIGN ELEMENTRFimary Health Care Focus
Earbus Progm is designed to treat communities of Aboriginal children via a primary health care focus, not
narrow specialisation on ears. This supports general wellness as a means of nurturing healthy ears, determined



by community need. Earbus skills up its consult&Ps and NPs by having them work as team members
alongside ENT Surgeons, Nurses, Audiologists and Aboriginal Health Workers using recognised OM Guidelines.
In turn, these Earbus GPs upskill local GPs and NPs to better manage ear disease and its prasientations

in Aboriginal children.

DESIGN ELEMENTService Delivery via Schools

Many cliniebased visiting specialist services suffer from high DNA (did not attend) rates resulting in episodic
engagement, breakdowns in treatment pathways and enadiance on opportunistic screening. Schools have
the longest orgoing relationships with families and communities, often spanning 20 years or more per family.
Schools are often the most functional, trusted and respected entity in regional and remote wuti@s.

DESIGN ELEMENTRartnerships with AMS and Community

Aboriginal Medical Services araglispensablgartners in assisting the Earbus model to be customised for local
needs and culturally safe. Local Aboriginal Health Workers connect Eartmgakdamilies and communitse
Sharing of clinical datllows the local AMS to provide higjmality continuing care between Earbus visits.

DESIGN ELEMENTRegular and Consistent Follelp

Regular regional visits (often monthly but based on need) from a Spe€ihtigtalteam of ENT, Audiology and
GP/NP ensure continuity of higiuality care. Earbus tries to ensuchildren see same clinician wherever
possible. Telehealth service optiongancorporated as needed.

DESIGN ELEMENTL®cal Surgery provision

Surgical procedures grommets, grafts and adenoidectomiesare performed at nearest local hospital with
adequately equipped operating theatres and available staffing. Complex swaseg referred to Perth only
where no local option exists. Children in the surgical pathway are closely monitored so that family movement
and transience is not a barrier to children accessing services.

DESIGN ELEMENTQultural Safety and Respect

All Earbus staff undergo comprehensive cultural training with regular updates. By working in close partnership
with AMS staff and Region Manager Indigenous Education, Earbus makes sure it aligns with local cultural
practice.

DESIGN ELEMENT-1bntinuous impovement

Multiple feedback mechanisms to reflect on clinical practice and Program delivery including Annual Clinical
Roundtable, local Stakeholder Group meetings and direct reports from travelling consultant clinicians. Earbus
Program is subject to comprehsively internal review twice a year.

DESIGN ELEMENT-1bcalising the Template, Building Capacity

Each community has different strengths, people, resources, local services and needs. Earbus adjusts the delivery
of services in every location to add waland build a sense of local ownership of the Earbus Program and
enhance local capacity.

DESIGN ELEMENT-Burgery List Management

All local resources are mobilised as needed to assist families and children atterah@neost op clinics and
SurgeryLists in local Hospitals. The aim is for every listed child to attend every list, every time. Current
attendance rate at Earbus surgery lists is over 92% across regional WA.

DESIGN ELEMENTcIBrust as the Key

Earbus focuses on building strong relatibips of trust with Aboriginal children, families and communities as
the basis for continuing engagement and involvement, collaboration and empowerment leading to genuine self
determination in health decision making.



MEASURABLE SUCCESS

Program Outcome®y Region 2020

The following data is recorded and analysed on every Earbus visit:

Tympanometry results data (objective middle ear measurement)
Number of children in local community who should be offered a service
Number of children with Otitis media ari@hronic Suppurative Otitis media
Rates, type and degree of Hearing Loss

Number of children referred to Audiology, GP & ENT specialist

Number of children with intact ear drums

Rates of other medical conditions (e.g. scabies, impetigo etc.)

Surgical attendage rates

Type of surgery

Consent rates (as a measure of engagement with families)

=4 =4 -4 48 8 4 9 _9a 2 9

The focus on data means our program is continuously and constantly evaluated for effectiveness and quality.

The data tracks significant improvements in prevalence of é&made, hearing loss and chronic ear disease
across our existing sites.

We are unaware of any other program with this same detailed focus and measurable documented outcomes.




















http://www.aph.gov.au/senate/committee/clac_ctte/hearing_health/report/c08.htm#anc4
https://www.ccyp.wa.gov.au/media/1319/policy-brief-wmf-education-and-aboriginal-children-and-young-people-may-2015.pdf
https://www.ccyp.wa.gov.au/media/1319/policy-brief-wmf-education-and-aboriginal-children-and-young-people-may-2015.pdf
http://www.creativespirits.info/
http://www.creativespirits.info/
http://geoutreach.org/page6
http://www.apsc.gov.au/publications-and-media/archive/publications-archive/tackling-wicked-problems

