
 The National SARRAH Conference 2004 1 — side by side 

w
alking together

What’s a speech pathologist? Implementing 
services where there is no precedent 

Karen O’Rourke, North West Queensland Allied Health 
Service, Mount Isa 

Background 

The North West Queensland Allied Health Service (NWQAHS) was established in 2002 by the 
then Northern Queensland Rural Division of General Practice (NQRDGP) with Commonwealth 
Department of Health and Ageing Regional Health Service funding. NWQAHS sends allied 
health disciplines including speech pathology, occupational therapy, psychology, dietetics, 
podiatry and physiotherapy to eleven communities over an area of 373 000 km². NQRDGP has 
since amalgamated with Central West Queensland Rural Division of General Practice to become 
North and West Queensland Primary Health Care which expanded the area covered by 
NWQAHS to 590 000 km². Teams of three staff visit each community every six weeks.  

The service model was designed not to duplicate services but rather to fill gaps in current allied 
health services. While some of the communities closest to Mount Isa or along the highway have 
received allied health services before although they may not have been consistent or regular. On 
the other hand many of the communities had not had any access to some of the disciplines or 
possibly a ‘once off’ visit. It was noted that while the demand for services was immediate in some 
communities, there was little or none from others which would have been expected to have a 
significant burden of disease. Those communities without previous experience of particular allied 
health disciplines such as speech pathology were often those that did not immediately access 
the new services. 

The role of NWQAHS in providing services 

The philosophy of NWQAHS is to provide primary health care including specific clinical services. 
Therefore, while clinical speech pathology services are provided to children and adults with a 
range of speech, language, voice, fluency and swallowing difficulties, emphasis is placed on 
providing more general health promotion strategies. This requires staff to have more general 
skills in communicating and working with people to develop health strategies and to participate in 
health promotion programs. 

Issues and challenges 

A number of issues affecting access to NWQAHS have been identified over the last two years of 
implementing services. Many community members and also service providers have a limited 
knowledge of what allied health professionals are able to provide as they have not had access to 
these professions previously. Those communities who have received some services previously, 
even if not consistently, have requested more clinical services than those communities who have 
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never received services. High staff turnover in remote communities has also made it challenging 
to develop stable referral bases in some of the communities.  

Previous history of health service provision has also had another impact on the initial 
development of services due to the significant mistrust of services by some communities. 
Community members have reported that they have ‘seen it all before’ and they are used to 
having new services promise health programs and initiatives that have not eventuated. There 
has been a need to develop links and relationships with both service providers and community 
members before health issues can be discussed. 

Other issues have related to the organisational and professional challenges with implementing a 
new service such as developing policies and procedures, purchasing and developing resources, 
scheduling and negotiating timetables and workloads and developing staff experience and 
education in this specific area of practice. It has also been a challenging experience for most 
staff to develop alternative service delivery models and practices due to the visiting and 
consultative nature of our service and the time between visits to communities. This has been an 
ongoing issue as staff have found the six-weekly rotation may not be ideal for both clinical and 
community development purposes. Additionally, our service operates outside of Queensland 
Health and therefore there has been a necessity to develop service agreements relating to 
access to facilities, resources and local staff (particularly health workers in Indigenous 
communities).  

The communities that we service are all unique and vary enormously from each other and from 
the experience of most allied health professionals. Service provision, particularly in Indigenous 
communities, can been challenging due to cultural and experiential differences, differing 
expectations of ‘health’ and differing priorities. This is particularly relevant for individuals and 
communities with significant social, environmental, political and economic disadvantage which 
impact negatively on health status1.  

Lessons learnt 

Throughout the two year period there have been a number of lessons that have been learnt 
about the nature of rural and remote practice and the effort required to implement new services 
in a primary health care model. The most important of these was the need for consistency of 
service and staff to develop relationships and connections with local service providers and 
community members. In the early stages of providing services to the communities our staff 
reported significant distrust and negative opinions of health services by some of the 
communities, and it was only by maintaining a strict schedule and ensuring that teams arrived 
consistently on time and continued to come, that many service providers and community groups 
began to liaise with and refer to our service. Through continued connections and sharing of 
information with local people, it has been possible to impart skills and develop healthy programs 
and referral procedures. 

It is essential for health providers to consider the impact that previous health and other 
government services may have had on communities when they encounter resistance or hostility 
from a community. Many people in the communities in which we work have reported stories of 
past promises by health services and government organisations which have never materialised 
and this is a significant barrier for new services attempting to provide appropriate and effective 
health services. Staff need to operate in a ‘culturally safe’ way requires staff to reflect on their 
own background and to be respectful of the similarities and differences amongst people with 
different backgrounds2 This is particularly important in Indigenous communities where previous 
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racist policies and systemic racism have caused intergenerational trauma amongst community 
members3 

Promoting the service through the use of posters with visits and also posters of health promotion 
activities is a useful tool for accessing the community and reinforcing the health messages in 
health promotion activities. Our service has also adopted uniform shirts and hats to enable 
community members to identify us and to give consistency across the two teams that visit some 
communities. This has also been helpful when introducing new staff into the community as they 
are easily identifiable as working with the ‘allied health team’. Working in a multi-disciplinary 
model has been essential to the ongoing development of this new service as staff travel in teams 
and work together on many aspects of health care. This enables more primary health care 
initiatives and provides a support base for staff. It has also been essential to develop a two-way 
exchange of information with local service providers and community members. Vital information 
about community directions, health issues, past history and challenges needs to be received 
from the community to enable appropriate responses by the health team and the team also 
needs to impart information and skills to local people. This requires a process of respectful 
communication with people and staff have benefited in this endeavour through cultural 
awareness training, further study in remote health and through the expertise of local people in 
sharing information and stories. This process of respectful communication is the fundamental 
requirement for all aspects of our work. 

The flexibility of our service to work with community groups on local initiatives or projects that are 
outside the specific ‘clinical’ expertise of the allied health professionals, and the recognition by 
management of the need for developing community knowledge and relationships, has allowed 
some effective primary health care initiatives to develop. An example of this occurred in one 
community where the team spent time each visit with the organisers of the local Aboriginal 
Corporation. Although they had suggested many possible health promotion activities, it was only 
once they were trusted by the community that they were approached to help local people start a 
playgroup. Primary health care requires community ownership and control to be effective and 
sustainable and with this project the local organisation has control and is sourcing funding so that 
it can be continued by the community. Once this trust is earned it is then possible to extend the 
benefits further than the initial project. 

The experiences of staff when communicating with local people and service providers has also 
highlighted one of the most difficult but also most important skills required by a visiting health 
professional. This is the importance of listening, and not just listening, but looking for the 
meaning behind the words. Also, it is important to be aware of divisions amongst service 
providers, and between groups within the community. Unless careful, a visiting health 
professional can fall into the trap of listening only to one group which can limit the access of other 
groups to the health service. It has been vitally important in the development of this service to 
remain neutral and separate to other organisations and groups as this has allowed access to 
various sections of the communities we visit that would otherwise be unavailable. This would be 
difficult for staff of state-run health services. 

Persistence and availability of staff while in communities has also been vital. Staff ensure that 
contacts are maintained even if there has been initial resistance or communities have not needed 
the services available. This has also been important in developing awareness amongst service 
providers about the roles of the various professions. For example, attending regular case 
conferences with General Practitioners to discuss what each profession is able to do and the 
current clients, providing in-services to health staff and staff at aged care facilities or teachers, 
and simply spending time talking with staff in early childhood centres about developmental 
guidelines or any concerns. One small community in which was initially very hard to access 
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children with developmental concerns for early intervention is now one of the busiest places with 
regular referrals from the childcare staff after a number of regular visits to chat and discuss 
concerns. 

Conclusions and further questions 

It is impossible in a short paper to fully describe the enormous learning experience over the past 
two years. Many of the most important skills for remote practice and effective primary health care 
can only be learnt through the experience of working in this area and through communication 
with colleagues and contacts in the communities visited.  

However, it is essential to reiterate the importance of allowing time to develop relationships with 
local service providers and community members. This is often difficult for allied health 
professionals who are experiencing pressure from management to provide data on numbers of 
clients or number of programs implemented. Government, policy makers and health service 
managers need to understand that imposed programs that are not community initiated and 
owned do not have the intended outcomes as evidenced by the continuing poor health status of 
Indigenous Australians4. Although initially a confronting process, over the past two years it has 
become increasingly obvious to our staff that the relationships built by our organisation and the 
communities we visit have enabled significant personal, professional and organisational growth 
for both. 
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