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First steps in a journey 

KRAHRS Allied Health Team, Alison Cunliffe, 
Occupational Therapist 

Background 

The Katherine Regional Allied Health Project is a three year, Commonwealth funded project 
under the Rural Health Services Program. 

In 1999, Rob Curry, a remote area physiotherapist working in the Darwin region, published a 
document entitled “Allied Health Therapy Services in Aged and Disability Care in Remote 
Aboriginal Communities of the Northern Territory: A Framework for Quality Service Provision”. 
This framework model is based on primary health care and community based rehabilitation 
philosophies. 

Following the publication of this document, representative Indigenous organisations, in particular 
the Jawoyn Association, within the Katherine region expressed an interest in the framework 
model proposed within this document. This was customised to suit the needs of the Katherine 
region and has provided the framework for the way in which the KRAHRS Allied Health Team 
services the region. Community consultation informed the development of the project, which 
aims to significantly improve the quality of life of remote area aged and disabled people.  

Project objectives are to: 

! increase key allied health therapy and related services to remote clients 

! increase capacity of remote communities to care for their aged and disabled people 

! develop innovative new community partnerships 

! build a best practice support system for remote staff 

! demonstrate accountability to key stakeholders and  

! evaluate the framework model. 

The project management and staff embrace the philosophy and values of Primary Health Care 
principles (as opposed to treatment only visiting health services) to address social determinants 
of health. A lot of our work focuses on advocacy, health promotion, enabling and mediating, and 
not just individual treatment.  

Developing the structure 

Rob Curry’s initial framework had a number of recommendations for allied health services in 
remote communities, several of which were incorporated into the Katherine project.  
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Structure 

The framework model suggests a set number of community visits by each discipline each month. 
One of the initial challenges was to work this proposal into a feasible visit schedule. As anyone 
who works in remote Indigenous communities will know and as we were to find out, there are 
numerous community events which often prevent the time spent in communities from being 
productive (such as ceremonies and community meetings). Other things which impacted on our 
ability to provide effective services were scheduled doctor’s visits, visiting specialists, and other 
demands on the time of community members. Our initial visit schedule has been revised twice in 
the previous 15 months. Our current schedule allows more flexibility for staff to work with or 
around community events, other service providers and community needs, while still visiting each 
community for the allocated number of days. Rather than being prescriptive in which day we will 
be on each community, we have now allocated a certain number of days per week to each 
community. This has improved our ability to better co-ordinate visits, and allows our work to be 
more effective and appropriate.  

One of our achievements over the past fifteen months has been to increase the number of visits 
to our six target communities  

Partnerships 

The framework model advocates for strong partnerships between health providers, and other 
professional organisations, such as schools, as well as partnerships with community members. 
Initially, there were some barriers to forming partnerships. Some of these barriers were 
organisational, we are a non-government organisation, which meant that some government 
departments were hesitate to share information about clients. How did we overcome this? As 
professionals, we are all bound by privacy laws and through negotiating with government 
departments about what their privacy requirements were, and what we legislation we were bound 
to. Basically it involved changing a lot of consent forms to include the KRAHRS Allied Health 
Team, and signing privacy documents! Another organisational barrier was often the way in which 
organisations were funded. This made it difficult to get people and organisations to “let go” of the 
areas traditionally considered to be exclusively theirs, and which they often received funding for, 
which resulted in a lot of “double handling”. Once again, through negotiation we were able to 
reach agreements with most other service providers, and reduce the double handling. 

In other ways, some organisations were quite strong in supporting partnerships, particularly 
those organisations who had been involved in the set-up and initial funding proposal. The 
barriers to strong partnerships here often lay with individuals, who were hesitant about our ability 
to deliver the type of service we were charged with delivering. Was the framework reasonable in 
terms of number of days in communities? Would staff be those people who come frequently into 
remote communities, promise the world, and then never come back? All of these doubts, based 
on previous experience, were instrumental in forming barriers to good partnerships. By doing 
what we said we would do, that is by visiting communities as scheduled, and working with the 
people who were receptive and supportive, we were able to remove those doubts, and we are 
now able to see the fruits of our hard work. The long days of “just being there”, talking to people, 
talking to nobody, waiting for referrals, seeing the few clients who had been referred to us (often 
the most challenging clients in the community!) have finally paid off.  

Partnerships with communities were a different story altogether. Here, rather than organisational 
barriers, we were faced with cultural differences. Would the whitefella Allied Health mob be able 
to practice in a culturally appropriate way? Would these whitefella’s do what they say they would, 
ie make life easier for the old and disabled living in this community? Again, through 
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perseverance, we were able to assure community members that we were equally interested in 
their traditional way, as well as whitefella way. We were able to assist one community to develop 
a bush medicine book, and at another community assist elderly women to collect pandanus for 
making artefacts. The team principles and philosophy, based on primary health care principles 
and philosophy assisted us with this, as we were able to allow our clients to be the guiding force 
behind our work. What was important to them, how could we assist them to achieve their goals? 

Primary health care principles and philosophy 

One of the initial struggles for the team was to apply primary health care principles and 
philosophy to work in remote aboriginal communities. Rethinking our own practice was difficult 
enough, but having to explain the concept to colleagues from health and other professions was 
one of the largest struggles.  

The team was lucky enough to have a manager who supported our work and believes strongly in 
primary health care. There were many long discussions about primary health care, what it 
means, how it can be applied in this setting, and so on. Three of the initial four project staff were 
new graduates, a challenge for any manager, and had had various levels of experience with 
primary health care in our undergraduate studies. Our other team member had a varied work 
history, but little experience of primary health care in practice. With undergraduate studies that 
focus so much on a more traditional workplace setting, and a staff member who had worked in 
more traditional workplaces, how would we ever manage to grasp the concepts related to 
working in primary health care, put those into practice and explain them to our colleagues? 
Luckily through the patient support of our manager, we were able to grasp these concepts, figure 
out our individual “roles”, and implement them during our time on communities. For some, this 
was easier to conceptualise as a pie chart: 

 

Explaining this to our colleagues was an even harder task. As so many rural and remote 
practitioners, we were fast becoming “specialist generalists”, and in addition to this, we were 
striving hard to work within a primary health care philosophy and in a trans-disciplinary way. For 
colleagues from a more traditional health service, this was extremely difficult to comprehend, and 
resulted in frustrations (on both parts) and many misunderstandings. But a lot of discussion and 
listening on our behalf, and that of our colleagues managed to clear the air—hopefully we have 
come to mutual understanding of our working philosophy! 



 The National SARRAH Conference 2004 4 — side by side 

w
alking together

Community disability workers 

One of the key features that sets our project apart from other remote health services is the 
framework model proposal for the employment of community based workers. These community 
based workers are the link between the community and allied health services.  

To date we have had significant difficulties employing community based workers. There are a 
number of issues from which these difficulties stem including a lack of project funding to employ 
community based members and the subsequent need to source funding from other 
organisations, lack of defined career path for community based workers and the loss of social 
security benefits resulting from paid employment.  

The concept of community based workers is supported by all team members, however over time, 
team attitudes about the employment of community based workers have varied greatly. Initially, 
all staff members were extremely keen to run out and employ people. We advertised widely in 
the community, however as we were new faces, the issues previously discussed regarding trust 
and doubts came into play. We also realised quite quickly that issues surrounding the lack of 
funding, and financial disadvantages of taking part time employment would impact on people’s 
desire to work for us. It took us close to twelve months to find someone interested in the position. 
This person was employed, however due to personal reasons had to leave the community. We 
are now considering re-advertising in the communities, as we have gained their trust and are well 
recognised by community members.  

Some team members, myself included, feel that this objective is an unrealistic one, given the 
three year time frame of the project. While we acknowledge that the community based workers 
are an integral part to ensuring the sustainability of the project, the key to this is ensuring that the 
right person is employed as the community based worker, and that process will take significant 
time. In order for the community based worker to ensure the sustainability of the project, certain 
education and training needs to take place, the community needs to accept the person in that 
role and any issues need to be ironed out. At this point in the project, some team members feel 
that this objective is unlikely to be fully realised by the conclusion of the three year time frame. 
Other team members feel that this objective is of the utmost importance, and should be the 
project priority for the remaining eighteen months. With no guarantee of continued funding, these 
team members feel that the only way to ensure the sustainability of the project is to employ 
people from the communities who will continue to ensure the well-being of old and disabled 
people following the end of the funding period. What do you think? 

Where is our journey heading? 

Service provision 

Planning sessions with other service providers after our first year of service provision led us to 
develop the following structure for our project programs. Based on the premise that strong 
people stay healthy, we have developed the following understanding of how to keep people 
healthy on the communities.  
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The concept of strong people refers not just to physical strength, but also to cultural, emotional 
and social strength. This embraces the concepts of health advocated by the Aboriginal 
population. Good country acknowledges the environmental determinants of health, and that 
Aboriginal people have a connection with their country. Good food involves both bush tucker and 
other foods, and good home refers to standards of housing. All of these concepts together result 
in good living. Our individual programs fall into the following broad age groups: childhood, youth, 
parenting age and old age.  

Community disability workers: developing a career path 

One of the concerns regarding the education of community based workers is the lack of a 
defined career path. The role of the community based worker in this setting is not that of an 
Aboriginal Health Worker or a therapy assistant, although these models are being assessed 
elsewhere. As such, we have struggled to find appropriate training modules. Training for the 
community based worker would need to include modules on community development, ageing 
and disability. Team members have been involved in looking at models currently being 
implemented overseas, however these need further investigation with health educators for 
curriculum development.  

Self-managing team: what will we look like? 

The project manager position was initially funded for a twelve month period. This was extended 
for a further twelve months; however this position will no longer be funded from September this 
year. As such, we are faced with the challenge of becoming a self-managing team. KRAHRS 
(our governing body) has recently employed a co-ordinator for all of its projects, however, the 
day to day management will inevitably fall to the existing team members. What challenges will 
this place on us? What effect will it have on our ability to continue to provide communities with 
the level of service they have received in the past 15 months? What impact will this have on the 
implementation and evaluation of the framework model? Only time will tell, but this is without a 
doubt one of the biggest challenges that will face the project staff over the duration of the project.  
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Conclusion 

This is a narrative of some of the many steps in our journey thus far, and what we anticipate will 
be some of our steps in the near future. The challenges and barriers that we have faced, and 
those that we will face are integral parts of our journey, as are our successes. Some wise person 
once said “a journey of a thousand miles begins with a single step”. Where will the rest of our 
journey take us? 
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