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Jet setting across the Eyre Peninsula … providing 
regular allied health services to 7 small health 
centres with distances up to 1000 kms 

Sharon Healy, Team Leader, Wendy Osborn, Outreach 
Assistant, The Whyalla Hospital and Health Services Inc 

The provision of allied health services to rural and remote communities that are sustainable, 
accessible and equitable is of considerable concern. A large number of Australians live in rural 
and remote areas, and have less access to health care compared with those living in the 
metropolitan zone.1 

Allied health professionals provide a wide range of services to rural and remote communities 
including direct assessment and intervention services and primary health care or health 
promotion initiatives, in an array of disciplines (eg speech pathology, occupational therapy). An 
overwhelming number of allied health professionals provide outreach services to communities 
other than the community they are substantially employed in, as employment of local 
professional staff in those communities is not always viable. 2 

Allied health services in rural and remote areas often struggle with consistency and regularity of 
services, recruitment and retention issues, access, and maintaining relationships with community 
and stakeholders. Rural and remote communities have highlighted that accessibility, quality, 
distance/cost are considered important influencing decisions to use a health care service with 
quality exerting the greatest influence. 3 

Furthermore, these communities have varying health needs and are culturally diverse, with 
services needing to be sensitive to a range of issues including Aboriginal culture, industry 
(mining, pastoral/farming), rurality or remoteness. 3 4 The services provided need to be flexible 
and adaptable to meet these needs. 

Whyalla Hospital and Health Services (WHHS) has provided allied health services to seven small 
health centres on the Eyre Peninsula of South Australia for many years. These services have 
been delivered by a combination of driving and flying (with the Royal Flying Doctors Service) to 
centres as far as Ceduna (500 kms). In 2002, the Commonwealth of Australia introduced 
Regional Health Service (RHS) funding, which was designed to help small rural communities 
expand their local primary health care services 5, enabling rural and remote health centres to 
reorientate and increase allied and community health services. This funding enabled WHHS to 
examine its current allied health service provision to the health centres on the Eyre Peninsula 
and work collaboratively with the centres to develop a new model of outreach services. 

The aim was to improve the current model of allied health outreach service delivery to 
incorporate: 

! increased frequency or regularity of visits 
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! increased connections and links with local communities, especially considering the diversity 
within the Eyre Region (aquaculture compared with pastoral farming, specific aboriginal 
communities, ageing versus youthful communities) 

! increased primary health care activities 

! improved co-ordination of services 

! mutual input into service planning and delivery between allied health staff and local 
communities/service providers 

! opportunities for recruitment and retention of staff 

! specific services to Aboriginal communities. 

Traditional model 

The traditional model of outreach allied health services consisted of the allied health team 
(Speech Pathology, Occupational Therapy, Dietetics and Podiatry) providing a day a month 
service to the communities of Cleve, Cowell, Kimba, Wudinna, Streaky Bay, and 3 days per 
month in Ceduna. Occupational Therapy only provided a monthly service to Elliston. The team 
would fly/drive in, fly/drive out for the visits, with minimal liaison with local communities or service 
providers. Whilst the visits were regular (monthly), most clinicians found that they were purely 
managing waiting lists and servicing priority clients, and had little time, funding or resources to 
initiate and run primary health care/health promotion initiatives. If a staff member was on annual 
leave or had resigned from the position, the services to the centre were temporarily on hold until 
recruitment, meaning the communities did not have that particular discipline service for that time. 
Staffing FTE were such that clinicians have a maximum of 0.5 full time equivalent (FTE) 
dedicated to outreach, and serviced a particular town specifically (eg one dietician travelled to 
Streaky Bay and Wudinna only, another may service Cleve, Cowell and Kimba). 

Budgets were not specifically set up within WHHS to manage the outreach services (apart from 
an annual Salary and Wages component within a larger budget) and statistical reporting reflected 
pure occasions of service. 

Method for change 

At the beginning of 2002, with the introduction of the RHS funding, the 7 small health centres on 
upper Eyre Peninsula formed 3 separate health clusters (Ceduna Health Service, Mid West 
Health Service and Eastern Eyre Aged and Community Care Service). These clusters then 
negotiated with WHHS for increased allied health services using the RHS funding. 

In providing such services, WHHS recognised that recruitment could only occur in terms of 
complete FTE. This full FTE was then split between the three cluster groups and became 
additional service. (Eg traditionally Speech Pathology had 1.0 FTE for outreach. RHS funding 
then enabled 2.0 FTE dedicated to outreach which as then split amongst the clusters). This 
enabled each cluster to receive approximately 0.6 FTE in Speech Pathology and Occupational 
Therapy, and 0.5 FTE for Dietetics. (Due to arrangements with private practitioners, Podiatry only 
provided services to Ceduna). 
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Negotiations took place in regards to the quantity of clinical services that could be provided within 
the FTE. Upon analysis, one full day in an outreach location equated to at least one full day at 
WHHS in preparation, follow-up, associated time off in lieu and meetings. The FTE that the 
clusters were paying WHHS to provide the additional services also needed to incorporate annual 
leave, professional development leave, meetings and on costs. It was determined that 1 FTE 
equated to 9 clinical days on outreach.  

A monthly schedule for visits (Table 1) was developed for the FTE. 

 Speech 
pathology 
(2 FTE) 

Dietetics 
(1.5 FTE) 

Occupational 
therapy * 
(2 FTE) 

Podiatry 

Ceduna (inc Oak Valley and 
Yalata) 

6 days  3 days 6 days 6 days 

Mid West 
- Streaky Bay 
- Wudinna 
- Elliston 

 
2 days 
2 days 
½ day 

 
1 days 
2 days 
½ day 

 
2 days 
2 day 
1 day 

Private 
practitioner 
coverage 

Eastern Eyre 
- Cleve 
- Cowell 
- Kimba 

 
2 days 
2 days 
2 days 

 
1 day 
1 day 
1 day 

 
2 days 
2days 
2 days 

Private 
practitioner 
coverage 

* N.B Eyre Regional Health Service funds some of the outreach FTE via a historical arrangement.  

As per the traditional model, the outreach schedule was set for the entire calendar year, in 
October/November of the previous year. This involved significant negotiation with Royal Flying 
Doctor Service (RFDS) regarding flights (as other health services also utilise the RFDS for 
services). 

A specific budget was devised for outreach, which was managed by the Adult and Child Health 
Team leader at WHHS. Components of this budget were recharged to the health clusters (for the 
RHS contribution) This included Salary and Wages, and Good and Services component, which 
included travel costs (car, petrol), meals and accommodation for overnight trips, professional 
development allocation, and recruitment. Additionally budget lines were also provided for 
purchase of resources that could be left in outreach locations (therapy tools) and/or shared 
between sites. 

Staff split outreach rosters amongst the team as to reduce burnout and travelling (eg the 2.0 FTE 
for outreach was split amongst 4 workers in Occupational Therapy, providing roughly a day out 
on outreach per week) continuing the practicalities of the traditional model (eg a staff member 
may work 0.5 FTE in Inpatients and 0.5 FTE on outreach to Ceduna). If a staff member resigned, 
services were temporarily re-orientated between all services to enable each health centre to 
receive some services until recruitment. 

An outreach assistant was employed on a 0.5 FTE basis to provide team co-ordination for 
outreach. This involved co-ordinating logistical aspects of outreach on behalf of the team (car 
and plane bookings, accommodation booking, sending schedules/dates and booking information 
to centres, outreach meetings), providing a key point of contact for all outreach centres, 
preparing outreach statistical reports, and acting as a resource person for therapists 
(administrative tasks, co-ordination of resources). Scope existed within the position to assist with 
health promotion events at the centres. The aim was to reduce the preparation and follow-up 
time for therapists, and increase the team work nature of the outreach (in compared to individual 
disciplines). 
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The traditional statistical reporting occurred quarterly and included a report to the centres on 
occasions of service and some health promotion. A new pro forma was established to account 
for a spilt in funding (as the centres were being recharged for FTE, they were required to report 
that percentage of the outreach, whilst WHHS recorded the remaining), and account for the 
health promotion occurring.  

Results/conclusion 

The new model has been in place of two years. In this time, many informal and ad hoc 
evaluations of services have occurred, more specifically around certain programs or targeting 
certain populations. The team aim to formally evaluate the outreach services to the three health 
clusters, both from a stakeholder/service provider perspective and from a client/community 
perspective in late 2004. 

However thus far, occasions of service have remained quite stable and primary health care 
initiatives and health promotion have increased significantly. Staff have had increased time for 
planning and evaluating projects and the improved links with local staff (eg early learning 
program, diabetes educator) have assisted in collaborative initiatives. Additionally, negotiations 
have taken place with aboriginal communities, and therapists now have permits, dedicated time 
and resources to visit aboriginal communities on a regular basis to provide primary health care 
initiatives (eg Oak Valley which is 1000km from Whyalla). 

The increased frequency of visits has allowed staff to link in with local communities including: 

! meeting with stakeholders on site for planning (eg field days, business planning, local health 
meetings) 

! specific training and development (eg cultural awareness training specific to the aboriginal 
communities visited) 

! work with other visiting agencies (eg autism association visits, child and youth health). 

The employment of the outreach assistant has greatly increased the ‘team’ approach to 
outreach, with information being sent to the centres from a multi-disciplinary team perspective. 
Staff are also devoting more time to specific clinical related work rather than spending 
administration time co-ordinating visits. All outreach staff now meet quarterly to discuss specific 
outreach issues, and management of clusters and WHHS meet yearly to discuss service delivery 
and negotiate service agreements. 

Monthly reports sent to all centres now include occasions of service, primary health care 
initiatives, service delivery changes and staffing updates, giving cluster management a clearer 
picture of outreach service delivery in their community. Additionally staff now contribute to cluster 
annual reports and RHS reporting via the outreach assistant or team leader. 

Furthermore discussions have been held in planning allied health assistants local to the 
community to continue the allied health services between visits and assist in service delivery. 
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