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Now or never: engaging Yanangu 

Lenny Aronsten, Allied Health Coordinator Ngaanyatjarra Health Service 

The story of a physio moving from the micro to the macro, from grain-fed to 
free-range... 

Engaging Yanangu, the people of the Ngaanyatjarra Lands of Western Australia, in the participation in 
their own healthcare is a type of challenge that would be familiar to any health professional who has 
worked in remote indigenous Australian communities. Why the ‘now or never’ bit? Without trying to sound 
melodramatic, or masquerade as some sort of pioneer in the field, I’ve come to perceive that with the 
apparent increasing inequalities of the indigenous generations within themselves, and of them as a whole 
with the rest of Australia, rather a sense of urgency for the Ngaanyatjarra people to take charge of their 
own destiny. Even in mainstream Australia, during the last decade we’ve seen an increasing disparity of 
wealth, equity and access that is constantly a source of news reports. And for those of us already familiar 
with the cause and effects of social determinants of not only health, Indigenous Australia is part of that 
trend. We have the invalid status of many of the population, estrangement of generations, and loss of 
continuity of law and culture. I may well be challenged by hard data, but much of the younger generation 
seem to have fewer skills in numeracy and literacy than many of their parents and grandparents, which 
will certainly impact on their ability to access further education and other opportunities to establish their 
place in modern Australia.  

Even though I came to work in the Northern Territory twelve years ago, I do regard myself as a new kid on 
the block in this area – particularly when I speak to some of the veterans of remote healthcare, and also 
the anthropologists. Talking to the ‘anthros’ helps me to understand in particular the differences in our 
health paradigms, of our concepts of cause and effect. One put it to me that in our healthcare concept, we 
often think of giving patients things such as ‘good advice’, getting them to ingest pills, or injecting 
something – whereas the Yanangu think more of taking things out such as sticks, bone, or a piece 
bloodied flesh. When I’ve witnessed this, with the patient saying to me ‘The maparntjarra [‘magic healer’] 
took this from me’ as they show me a piece of bone in their hand, I wonder is this a form of exorcising the 
bad spirits? Is there one foot in the spiritual realm, are they backing it both ways? What do the Yanangu 
accept of Western medicine, or shouldn’t I generalise too much? I tell myself that I must keep an open 
mind if I’m to establish any sort of rapport with our target population. 

Moving from the micro to the macro for me has been an interesting and exciting journey, leaving private 
practice as a physiotherapist, and venturing into remote Australia. I’ve had several years experience in 
rural and remote practice, having worked in the Kimberley & Fitzroy Valley of NW WA, and Pitjantjatjarra 
Lands of NW SA. Prior to that, I was involved for some years in musculoskeletal/sportsmedicine including 
with my own private practice. More recently, I was on the medical ward at the Alice Springs Hospital. I 
was very much involved in discharge planning there, which gave me a good understanding of the manifold 
issues involved with repatriation of indigenous people back to their homelands following acute inpatient 
episodes, or long term rehabilitation stints. I also witnessed the multiple co-morbidities that inpatients 
often presented with. But I often thought ‘Can we get to the causes of that misadventure that is destroying 
our first Australians?’. 

Based in Alice Springs, I have taken up the new position of Allied Health Coordinator there with 
Ngaanyatjarra Health Service, with a view to develop a sustainable Remote Allied Health Care model for 
the Ngaanyatjarra Lands. In parallel to this, I’ve also developed an interest in public health science, with 
starting a Masters in Public Health at JCU. My foray into that has awakened me to a whole fraternity of 
those dedicated to the public health ethic, and has definitely been a source of inspiration.  

I’m now a year into the program, and view the first few months more as a reconnaissance mission to the 
Lands, as my own needs analysis, whilst providing interventions as appropriate. That ‘needs analysis’ I 
regard as a continual work in progress, as a form of action research. I constantly struggle with how best to 
deploy resources in the most efficient way, with trying to provide a range of services across the widely 
dispersed communities. Starting out from Alice Springs, it’s nearly 800 km to the first community of 
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Warakurna in WA. So just getting to there and back is a two day trip, and a hundred litres of diesel – then 
there’s doing the ‘tour of duty’ around the communities. 

Although my position with Ngaanyatjarra Health is new particularly in respect of having a full-time allied 
health professional, I’ve had as mentor Heather Jensen to help me get the program going. Heather has 
been part-time with NHS as an OT for a few years, also working with the Centre for Remote Health in 
Alice Springs. Heather was a co-author of the 2005 Central Australian Allied Health Planning Study.1 

[And I quote] ‘The Centre for Remote Health was contracted by the Department of Health and Ageing 
Regional Health Services Program to carry out a planning study in Central Australia in order to develop a 
model of appropriate allied health care which would improve the health and well-being of individuals and 
families living in remote communities in the region, including the cross-border areas in South Australia 
and Western Australia.’[p.9]. 

The study included a definition of ‘allied health’, a needs analysis of allied health services, identification of 
benchmarks in allied health service provision, and a gap analysis. The study’s definition of allied health 
followed a recommendation of SARRAH: physiotherapy, occupational therapy, social work, speech 
pathology, audiology, pharmacy, dietetics, psychology, podiatry, prosthetics and orthotics, plus dental 
health. Their mapping study combined with national data showed ‘that no part of remote Central Australia 
has access to a full range of allied health services.’ [p.57]. Each of three approaches to benchmarking 
indicated a definite need for additional numbers and types of allied health services. They also noted that 
‘To date, there has been no definitive work on benchmarking for allied health services.’ So clearly, more 
work is needed in that area. We also have the ‘Measuring What Counts’ concept being discussed at this 
conference, which we hope will further the cause of evaluation of outreach allied health services.  

Apart from the local clinics and resources, the Ngaanyatjarra people in the northern region tend to access 
acute and other services in Alice Springs, with people in the southern areas accessing services via 
Kalgoorlie. So part of my brief has been to find out what resources the WA and Federal Governments 
have to offer the Ngaanyatjarra people, as well as NGO’s, and how I can access and build on those 
resources. When I came to this job, I decided to start by dividing by role into five main areas: aged care, 
disability, paediatrics, acute management and chronic disease. I started a working document as a way to 
get organised, listing key players and issues in those categories. Obviously, there’s some cross-over with 
categories and issues, for example some aged individuals also have chronic disabilities, or not all 
paediatric conditions are permanently disabling.  

From there, I set about exploring some of the historical relationships of key stakeholders with the 
Ngaanyatjarra people, using particular cases as templates of discussion. For example, with a disabled 
child in a particular community, what has been provided at the school in terms of allied health 
interventions and education support? I discovered that the last comprehensive AH report was several 
years ago, although they’d had a number of visits to PMH and KRH for specific interventions. There was 
also NPYWC involved as a case manager for some years. So I had quite a Sherlock Holmes experience 
in piecing together disparate histories and reports spanning several years, localities and organisations. I 
used this as a case in point to discuss access to services to the Lands, or going in to regional or 
metropolitan centres.  

I subsequently made a trip to Perth & Kalgoorlie in October last year, meeting with a number of people & 
entities that I regarded as key stakeholders and/or players w.r.t. allied health services for the Ng Lands. I 
would expect that the list I initially came up with is by no means exhaustive, as I continue to discover 
elements and sections of government departments, funding bodies & NGO’s that have an interest [or 
should have] in the health issues of, and service delivery to, the Ngaanyatjarra people. As a new recruit to 
this service, I’m keeping an open mind about how we go about improving the health outcomes of our 
target population, and I’m sure some of the ‘veterans’ amongst the staff have some very useful knowledge 
to assist the allied heath part of the plan and/or way to integrate that with overall objectives of NHS, 
including ways to collaborate. 

Those stakeholders fall into several categories: Medical and allied health services both mainstream and 
indigenous-specific, their umbrella organisations, NGO’s, educators and support services, university allied 
health faculties, funding bodies, and equipment suppliers and technical support. A chief meeting was that 
with the Regional Health Service [RHS] of the DoHA, as some of my time has been taken up with the 
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funding application for the Allied Health programme. I hope that is fully approved in the next month, which 
will give us three years funding. That has taken some months to get to that stage. 

In my ‘Service Delivery Plan’ [SDP] of the Regional Health Service [RHS] proposal, I decided on five main 
Allied Health disciplines, to be within realistic budget goals, as well as realistic logistical goals. Getting the 
money is one thing, but you also have to recruit and retain Allied Health Professionals [AHPs], as well as 
organise the logistics of getting them out there and around to the various communities whilst fitting in to 
whatever else is happening in the clinics and communities. All the best laid plans can and do go awry, 
with family and cultural matters supervening. You have a plan, but you also have to be flexible, and if 
there’s Sorry Business or other important cultural event happening, you just move on and do your best in 
the circumstances. As well, remote clinics can often be in ‘damage control mode’ when you arrive on the 
scene, so you just roll with the punches at the time. 

In the SDP for the AH programme, there is: Physiotherapy, Occupational Therapy, Podiatry, Speech 
Pathology and Indigenous Therapy Assistant/Community Based Worker.  

I can deliver certain physio interventions, with visits being a week or two, hopefully every month. But I will 
need to refer at times to special areas, such as paediatric assessments. That would most like entail the 
patient going to a regional or metropolitan centre. In my visits, the reality is that I need to be a ‘jack of all 
trades’, or Trans-Disciplinary to be more precise. I take a bag of tools, and I’m often doing running repairs 
on mobility equipment, or perhaps fitting rails in a house, as well as helping with vehicle breakdowns. 

We have Heather Jensen for our OT visits, and she’s already quite familiar with the Ng Lands, having 
visited part time over that last few years. We sometimes do trips together, which can help with gender 
issues. I expect Heather will do four trips per year. With Heather’s role at the Centre for Remote Health in 
Alice Springs, I do draw on her research background and associates in developing aspects of the 
programme. On our previous visit, we took two Dutch physio students with us, which certainly added 
something special to our trip.  

I’ve recently completed our maiden voyage with the podiatrists, on a week’s tour around the Lands, which 
turned out to be quite successful. Sara Jones heads up the Podiatry School of the University of South 
Australia, with Ryan Causby, one of the other Lecturers. Sara has been coming to the AP Lands for some 
years now, as well as doing clinics at the Nunkuwarrin Yunti of SA health service, and brings that vast 
experience to the Ng Lands for us. We thank also the University of SA for supporting that venture. There 
is another trip scheduled for this September, with one Ryan coming with two students.  

I’m still searching for a Speech Pathologist, preferably with paediatric experience who can speak 
Ngaanyatjarra! Any suggestions are welcome… 

One of my main goals will be to assist in building community capacity for people, as part of a primary 
health strategy, to improve overall health outcomes for the Ngaanyatjarra people. How I plan to do this is 
to recruit Community Based Workers, with a view to progress to Therapy Assistant training. I’ve budgeted 
for 1.3 FTE, which could be 3 or 4 part-time workers, perhaps as a top-up to CDEP, similar to how HACC 
workers are presently employed. Hopefully this will be the kernel of a sustainable Remote Allied Health 
Care model that involves the engagement of Yanangu in their own healthcare. The Therapy Assistant 
programme, a collaboration of the Disability Services Commission [DSC] of WA and the Western 
Australian Country Health Service [WACHS], is currently being re-worked to accommodate realistic 
indigenous literacy and numeracy benchmarks, perhaps to a Certificate 2 level to begin with. From there, 
some could go on to higher learning, including AHW training.  

Thank you. 
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About the presenter 

Lenny Aronsten is a physiotherapist who took up practice a little later in life, having already had a bite of 
the cherry in a number of other occupations. He is now in his 14th year of practice, starting out as the 
usual suspect on the wards in a large rural hospital. Feeling somewhat constrained, Lenny went bush to 
Tennant Creek in the Northern Territory, for a year or so and after some to and fro, ended up on the 
Darwin RAAF base where he developed a keen interest in sports medicine. From there he bought a 
private practice in the Adelaide hills—but with a yearning for the bush again, went to the Kimberley. His 
experience in the Fitzroy Valley there really opened his eyes to the plight of Aboriginal Australians, and 
via a stint in the Pitjanjatjarra Lands, is now the Allied Health Coordinator with Ngaanyatjarra Health 
Service which looks after the needs of the Ngaanyatjarra people of remote central Western Australia. 

 


