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Introduction 

The poor health status of Aboriginal and Torres Strait Islander peoples is well documented. 
Indigenous Australians have a life expectancy of around 20 years less than non-Indigenous 
Australians and death rates two to four times higher (1). Resolving the issues underpinning 
Aboriginal and Torres Strait Islander health problems is a shared responsibility requiring action 
across and beyond the health sector. Allied health should be a part of this. Allied health 
professionals have been working in Indigenous health service provision for some time and 
individuals may have had input into policy. However there has not been clarity around what allied 
health professions can offer, nor agreed direction within these professions on what action can be 
taken to respond to the problem of poor Indigenous health.  

As an initial response to this situation the Australian Physiotherapy Association (APA) developed 
an Aboriginal and Torres Strait Islander Health Policy in 1996. The APA is attempting a more 
strategic response to Indigenous health policy for physiotherapy and has developed a new policy 
to reflect recent changes in Indigenous health policy and planning.  

What is policy? 

There are many definitions and descriptions of policy. Common features are that policy involves 
the decision to act on some particular problem. Policy should involve more than a statement of 
intent—it represents what a group of policy actors say they will do and what they decide not to do 
(2, 3). Policy development is an exercise in problem solving and a way of making sense of a 
complex situation. 

Why have policy? 

Policy is present, explicitly or implicitly, in almost all areas of life. A plan of action, or a policy is 
developed as a response to some impetus, whether newly identified needs or past experience 
(4). Policy can be made for many reasons. In this case these included: 

! an expression of APA philosophy; 

! a means to achieving an objective; 

! a mechanism for allocating resources (not just financial); 
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! a response to the concerns of a community. 

Policy making 

Policy making can be broken into 4 stages: agenda setting, policy formulation, policy 
implementation and monitoring/evaluation. This paper will use these stages to reflect on the 
development of the APA Indigenous Health Policy. 

1. Agenda setting 

The policy context 

Understanding how issues get on the policy agenda and why, requires some exploration of who 
sets the agenda for a particular problem or issue. The context within which policy making occurs 
needs to be considered including the structure of the political and planning systems, significant 
historical developments and situational factors (2). 

Understanding the Indigenous health policy context in Australia not only involves learning a 
multiplicity of acronyms, it requires some knowledge of:  

! the diversity of Aboriginal and Torres Strait Islander peoples and culture;  

! the operation of the Australian health system overall;  

! contemporary planning structures such as the Framework Agreements;  

! Aboriginal Community Controlled Health Services;  

! comprehensive primary health care;  

! current understandings of health status and the multiple determinants of health; and  

! past important documents and responses. 

The Context document that accompanies the National Strategic Framework for Aboriginal and 
Torres Strait Islander Health provides a useful summary of these features underpinning 
Indigenous health policy (5). 

Where does allied health fit against this backdrop? 

When considering this question for physiotherapy some observations include: 

! The physiotherapy profession is relevant to many of the major health issues affecting 
Indigenous Australians. Physiotherapy can offer services and expertise across the spectrum 
of health care, from prevention to treatment of acute illness, from management of chronic 
conditions to community services such as aged care and disability services. 

! Physiotherapists operate in many different contexts in health system where they may have 
interaction with Indigenous clients—but current participation in the community controlled 
sector is relatively embryonic. 
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! Past and current responses to improve Indigenous health have been dominated by the 
medical and nursing professions, however there is increasing acknowledgement that a 
broader approach is needed. 

! There is significantly less spending (both government and private) on dental and allied health 
services for Aboriginal and Torres Strait Islander peoples compared with the rest of the 
population, despite greater needs (cited in 5). 

! The physiotherapy profession is not a player in national Indigenous health planning 
structures.  

! Over the last decade the APA has increasingly adopted a more nationally focused approach 
to its operations and has significantly increased its lobbying role at a state and national level.  

Getting on the agenda: an alignment of the planets 

A number of factors came together to put the issue of Indigenous health on the agenda of the 
APA. The major factors were: 

! Four physiotherapists (joined later by a fifth) in a small place (Darwin), who were interested 
in Aboriginal health and were already involved in the APA, who could form the basis for the 
APA Indigenous Health Sub-Committee. In other centres there were probably 
physiotherapists with similar interest or vision but not the critical mass needed to transfer this 
into action. 

! Two sub-committee members who were past NT Branch Presidents and two members who 
were on the APA National Advisory Council provided the basic knowledge of the inner 
workings of the Association but, more importantly, assisted the push at the national level, 
firstly for acceptance of the need for the APA to have a policy, and secondly for support for 
funding for a project officer for ongoing development. 

! An APA Board member sympathetic to our vision also influenced these steps. 

! The APA recognised the growing prominence of Indigenous health as an issue of national 
importance. It is likely that the executive saw support of the policy as strategic in the national 
policy context rather than a priority for physiotherapy. 

A couple of different theoretical models suggest that, although the factors may vary, our 
experience is not unusual—for an issue to get onto the policy agenda there needs to be a 
confluence of events or circumstances that provide a window of opportunity for change (cited in 
2).  

2. Policy formulation 

The Indigenous Health Sub-Committee (IHSC) sought to align the APA Indigenous Health Policy 
with the National Strategic Framework for Aboriginal and Torres Strait Islander Health (1). This 
document builds on the landmark 1989 National Aboriginal Health Strategy and was endorsed by 
Health Ministers in 2003. It commits governments to agreed goals and priorities and provides a 
guide for action towards improving Indigenous poor health over the next decade.  

Given the broad acceptance of this document it made sense for the APA to use this as the basis 
for its Indigenous Health policy. Our policy statement simply outlines the APA’s commitment to 
working for the better health of the Australian Indigenous population and states that the principles 
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of the National Strategic Framework will direct action. (Policy available as a handout at 
conference). 

While policy development usually involves significant consultation and negotiation (6, 7), basing 
our policy on the National Strategic Framework reduced this requirement as the framework was 
the product of lengthy consultation and the principles underpinning it were not controversial. 

3. Policy implementation 

Too often good policies fail to deliver their promise because of poor implementation strategies 
(2). The 1996 APA Indigenous Health policy was significant in getting an official policy on this 
issue on the APA books, making it easier to then review and update. However the 1996 policy 
had little impact as it was not implemented, primarily because there had not been any 
implementation strategies developed in conjunction with the policy. Therefore this time the IHSC 
made it a priority to develop an implementation plan so that the policy did not just sit on the shelf.  

The implementation plan is still being finalised. This is an example of the proposed tasks for one 
of the aims within the plan: 

Aim 2 Establish the current utilisation of, and the need for, physiotherapy services by 
Indigenous people. 

Actions: 

2.1 Undertake a research project to identify utilisation of physiotherapy services and 
clarify areas of current under-utilisation of physiotherapy services by Indigenous people 
compared to other Australians. 

- IHSC to liaise with APA National Office regarding proposed research project and 
provide advice. 

- IHSC to develop process/project for comparing current service delivery with areas of 
Indigenous health need. 

The process of developing the implementation plan has highlighted a number of key issues and 
lessons: 

! The APA has supported the IHSC through funding a project officer for 10 hours per week. 
This has been the most significant factor underpinning our ability to progress work and 
prevent volunteer burnout. 

! Greater consultation has been needed for this stage to ensure the plan is not just relevant to 
the NT context and to engage others in implementation—change requires people to 
participate in formulating the plan and both understanding of, and agreement on, objectives. 
This has been undertaken through conference workshops and through an email network. 

! Some of the negotiation over actions has involved tensions between remote and urban 
applicability, between collecting more evidence versus actually doing something, and 
between higher level advocacy versus practical measures to assist people working in the 
area. Prioritising actions involves balancing those that are easier to implement against those 
that may be more important. 
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! Setting realistic, achievable goals and timeframes has been important for ongoing morale 
and the sense that we are getting somewhere. 

! As the pace of action is slow, it has been important to start work on some actions rather than 
waiting until the document is finalised. (eg setting up web community and email network). 

! A precondition for successful implementation is clear identification of the time and resources 
available and any external constraints (2). 

! The legitimacy of the NT pushing change may be reasonably questioned. The IHSC has 
sought to regularly examine its own frame of reference and seek advice from people based 
in other contexts. 

4. Monitoring and evaluation 

Monitoring and evaluation are the end and the beginning of the policy process and should tell us 
what has worked and whether the original policy requires refining or changing (2). The IHSC will 
monitor implementation of the policy. Evaluation criteria need to be built into the implementation 
plan (2). Therefore part of finalising the implementation plan will involve consideration of how to 
measure progress—though it is acknowledged that many of our desired outcomes will be difficult 
to measure and effects are often cumulative rather than immediate and direct. The committee 
also reports to the APA Board through the National Office which provides an additional 
monitoring mechanism. 

Conclusion 

Describing the evolution of the APA’s Indigenous health policy through this rational model of 
policy making with its four stages, projects it as neat and ordered. In reality, like most policy 
making, the process was more complex, messier and did not stick to these stages. Nevertheless, 
the rational model provides a useful framework for reflecting on the process and an ideal to aim 
for when developing policy. 

Policy decisions are made in the context of resources, power and precedent (8). In our case 
these key ingredients were the sub-committee members and project officer, the support of the 
Executive of the APA and the precedent of the National Strategic Framework and our own 1996 
policy. 

The IHSC hopes that this paper encourages other allied health professionals and their 
professional bodies to consider policy development as part of the response to the problem of 
poor health of Indigenous people in Australia. 

References 

1. Commonwealth of Australia. National Strategic Framework for Aboriginal and Torres Strait Islander 
Health: Framework for Action by Governments. Canberra: NATSIHC; 2004. 

2. Walt G. Health Policy: An introduction to process and power. Witwatersrand University Press: 
Johannesburg and Zed Books: London and New Jersey; 1994.  

3. Considine M. Public policy: a critical approach. Macmillan Education Australia: Melbourne; 1994. 



 The National SARRAH Conference 2004 6 — side by side 

w
alking together

4. Teams for Tasks. Developing and writing public policy. Public Sector Training Package, Teams for 
Tasks Pty Ltd: Darwin; 2004. 

5. Commonwealth of Australia. National Strategic Framework for Aboriginal and Torres Strait Islander 
Health: Context. NATSIHC: Canberra; 2004. 

6. Bridgman P and Davis G. The Australian Policy Handbook. 2nd ed. Allen and Unwin: Crows Nest; 
2000. 

7. Colebatch H. Policy. 2nd ed. Open University Press: Buckingham; 2002. 

8. Donald A. Commentary: research must be taken seriously. British Medical Journal 2001; 323: 278–9. 

 


	Introduction
	What is policy?
	Why have policy?
	Policy making
	Conclusion
	References

