
THE PRIMARY HEALTH CARE 
CONCEPT IN DARWIN RURAL 

DISTRICT: RHETORIC OR REALITY 

A DETAILED STUDY OF THE CONCEPT OF PRIMARY HEALTH CARE 

AND ITS IMPLEMENTATION THROUGHOUT ABORIGINAL 

COMMUNITIES IN DARWIN RURAL DISTRICT. 

AUTHOR 

Vic Feldman 

MASTERS DISSERTATION MIM 1995 



ABSTRACT 

During the 1970's it became clear that many of the health care models, especially the medical 

model, were unable to meet both the continuing and emerging problems associated with the 

provision of health care. A new model had to be found which would overcome problems 

associated with over specialisation and over investment in costly, high technology hospital 

based care. 

In the latter part of the 1970's following the Declaration of Alma-Ata, Primary Health Care 

(PH C) emerged as the alternative to the medical model of health care because it did not focus 

on the treatment of disease and infirmity, it was not dependent on the "top down" introduction 

of technology or of regulation, and the locus of control did not rest with a small group of 

"experts" and "specialists". PHC shifted the locus of control from the "experts" to the 

"clients" of the existing health care system. 

The PHC model was chosen by Darwin Rural District to be the means by which it would 

provide services to bring about an improvement in the health status of their Aboriginal clients. 

This study examines the attempts of Darwin Rural District to implement PHC over the period 

19986-1994 and determines whether they have succeeded in their endeavour. It does not 

attempt to examine the effectiveness of PHC as a means of improving the health status of 

Aboriginal people or analyse the reasons for their poor health status. 

The study reviews relevant PHC literature in order to examine its background, determine the 

level of International and National commitment to it and identify its key components. As a 

result of this examination, a model to evaluate the extent to which different projects and 

initiatives might impact or have impacted on PHC is developed. 

The added complexity of providing PHC services to people from a different cultural 

background was also examined, including the origin and equity of Aboriginal people and the 

many aspects of their culture. An empirical model developed by Hofstede to analyse different 

cultures was introduced and subsequently used to analyse the differences between Anglo

Australian and Aboriginal culture. This analysis concluded that PHC could not be successfully 

implemented in Aboriginal communities unless services were developed and delivered in 

accordance with Aboriginal beliefs, values and customs. 



The history of Darwin Rural District between 1986 and 1994 and the development of an 

Aboriginal health and PHC policy during that time is presented and analysed. A detailed 

evaluation of a large number of District projects and initiatives utilising the PHC Evaluation 

Model is then undertaken and concludes that the District had been 75% effective in 

implementing PHC throughout its Aboriginal communities. 

Finally, the study makes a number of suggestions to address the cultural requirements of 

delivering services to Aboriginal people and reduce the impediments to implementing PHC 

policy. 

Very little research has been undertaken in relation to Aboriginal cultural dimensions and their 

effect on management practices and the effectiveness of implementing PHC. Hopefully this 

study will stimulate further research in these areas. 
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1. PURPOSEOFSTUDY 

CHAPTER 1 

INTRODUCTION 

Darwin Rural District staff believe they have been implementing programs and providing 

Primary Health Care (PHC) services to Aboriginal communities for many years. They see 

themselves as leaders in this field. 

I have undertaken this dissertation to review the achievements of Darwin Rural District over 

the period 1986-1994 so as to determine whether their view is rhetoric or reality. The study 

does not attempt to examine the effectiveness of PHC as a means of improving the health 

status of Aboriginal people or attempt to analyse the reasons for their poor health status. 

The Oxford lllustrated Dictionary describes dissertation as "spoken or written discourse 

treating a subject at length" and discourse as "hold forth in speech or writing on a subject". 

This paper details the steps taken to implement primary health care throughout the Darwin 

Rural District. It analyses whether fundamental change has been brought about or whether the 

District has simply tinkered aided by rhetorical whitewash. 

It is obvious that fundamental changes are needed to many levels in the health systems to 

meet the challenge of PHC. Simple tinkering aided with rhetorical whitewash will not do. 

(Ebrahim and Ranken, 1988, 14) 

2. BACKGRO UND 

The health status of Aboriginal people is far poorer than other Australians (Thompson and 

English, 1992; Plant et al., 1995). Yet, even though approximately 50% of the Northern 

Territory Department of Health and Community Services' (HACS) budget goes towards the 

provision of services to Aboriginal people, the standard of their health has not significantly 

improved over the past ten years (Plant et al., 1995). 



HACS approach to the provision of health services to Aboriginal people has also not radically 

changed in that time. It continues to provide a wide range of services through an organisational 

structure characterised by professionaVprograrn streams similar to most bureaucracies seen 

throughout the Territory. This professionaVprogram structure and model of delivering services 

is often referred to as the Medical model (WHO 1978, Ebrahim and Ranken 1988). 

There have been a number of major structural reviews of HACS, particularly the Cresap 

Review (1991), which were only associated with single loop learning (challenging, 

questioning and reflecting on those strategies that are a part of the organisational norms) and 

not double loop learning (challenging, questioning and reflecting on the organisational norms 

themselves) (Argyris and Schon, 1978). The organisational structure, based on the medical 

model, was never challenged. 

As a consequence of the continuing poor health status of its Aboriginal clients, Darwin Rural 

Services - a District of HACS - recognised that changes would have to be made if it was to 

bring about a significant and lasting improvement to the health status of Aboriginal people. 

In order to successfully operate outside our own domain we need to thoroughly understand 

variables such as cultures, people, enterprise structures, tastes, norms and taboos, regulatory 

mechanisms and so on (Blunt and Richards, 1993, 2). These same understandings are also 

required to successfully operate within the Aboriginal environment. PHC was, and still is, the 

means, or approach, by which Darwin Rural Services put these understandings into effect 

within that environment. 

The remainder of this Chapter will describe three important factors: 

• the nature of Darwin Rural District (ie. its geographical and demographical features); 

• the current state of Aboriginal health in the Northern Territory; and 

• why PHC is so crucial to improving the health status of Aboriginal people. 

3. DARWIN RURAL DISTRICT 

The Northern Territory is a vast geographic area of 1,347,225 sq km with a low population 

density. It has a population of around 165,000 people of which 38,000 or 23% are Aboriginals 

and Torres Straight Islanders. 
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Two thirds of the Aboriginal population live outside the major urban centres in rural/remote 

communities and smaller outstations scattered throughout the Territory (Census of Population 

and Housing, 1991 ). Delivering services to such vast areas is extremely difficult; the population 

base is extremely mobile, staff turnover is high and resources limited. 

As at December 1994, HACS provided its services through two urban and five rural districts 

that come under the control of a Northern Division (Darwin Urban, Darwin Rural, Katherine 

and East Arnhem) and a Central Division (Alice Springs Urban, Alice Springs Rural and 

Tennant Creek). There are five public hospitals throughout the Northern Territory including 

teaching hospitals in Darwin and Alice Springs and smaller hospitals in Katherine, Tennant 

Creek and Nhulunbuy. These also come under the control of the Northern and Central 

Division. The Divisions of Policy and Planning, Public Health and Corporate Services provide 

support services to the operational areas. 

An examination of the organisational structure of each of the five rural districts identifies staff 

allocated, and providing services, in the main, according to their own professional/program 

streams. This structure, in its various forms, has been around for a long time and is similar to 

most bureaucracies seen throughout the Northern Territory and Australia. It has resulted in 

HACS delivering services and programs to remote Aboriginal communities on mainly 

professional/program lines, with minimal coordination or cooperation between the various 

disciplines, and with minimal input from the communities involved. 

This paper is concerned with the provision of health and community services throughout one 

of the rural districts - Darwin Rural. 

Darwin Rural District was established in late 1991 following Government's approval to the 

recommendations contained in the CRESAP Report (1991). It has an area of approximately 

80,000 sq km and serves a population of around 11,500 people, of which 8,100 or 70% are 

Aboriginals (Census of Population and Housing, 1991 ). Its major population and service 

centres are depicted at Figure 1, and the current organisation structure at Figure 2. 

The District's 100 staff, with a total budget of $12M, provide many programs and services to 

the various population centres. These are mainly directed at Maternal and Infant Health, 

Women's Health, Communicable Diseases, Under 5's, School Aged Children, Family, Youth 

and Children's Services, Clinical Services, Aerial Medical Services, Aboriginal Health Worker 

Support, Nutrition, Hearing, Environmental Health, Aged and Disabled, Mental Health 

Services, and AIDS/SID Education. 

3 



Figure 1: Darwin Rural District- Major Population and Service Centres 
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Figure 2: Darwin Rural District- Organisation Structure as at December 1994 
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The District's Mission Statement adapted from HACS' Corporate Plan (1993) is: 

To improve individual and community health and well-being within 

the Darwin Rural District by the development and provision of 

culturally appropriate and readily accessible interdisciplinary 

services. 
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4. STATUS OF ABORIGINAL HEALTH 

Approximately 50% of HACS total budget goes towards the proVIsiOn of serVJces to 

Aboriginal people. Even with such expenditure, the standard of Aboriginal health has not 

significantly improved over the last ten years and is below that of the wider Australian 

population (Plant et al., 1995). 

The World Council of Churches reported in 1981: 

An Aboriginal baby is four times more likely than a white Australian baby to die before 

the age of one; twenty times more likely to have chronic upper respiratory tract infection 

and eight times more likely to have a skin infection which leads to kidney damage. Should 

he survive childhood, as an adult he will be thirteen times more likely to go blind from 

preventable causes than his non-Aboriginal counterpart and more likely to contract 

Tuberculosis, Hepatitis or Diabetes. After running this gauntlet he will die aged about 51 

years, some 20 years earlier than the average non-Aboriginal Australian man. 

The average male Aboriginal is just as likely to die aged about 51 today. Not a great deal has 

changed. Plant et al. ( 1995, xi) summarised Aboriginal mortality and morbidity in the Northern 

Territory in the following terms: 

It is clear that respiratory illness, injuries, circulatory diseases and infectious diseases are 

the major categories ... that are having the most impact on communities and hospitals. The 

underlying problems are largely related to social, environmental and economic factors. 

The single most important preventable cause of ill-health is smoking, but the roles of 

alcohol, nutrition and issues related to overcrowding and inadequate sewage disposal are 

also vitally important. 

Unless the underlying problems referred to by Plant et al. above are addressed and priority is 

given to providing resources that promote prevention, it is likely (based on past experience) 

that the health status of Aboriginal people will remain the same for another ten years. 

According to age standardised death rates, twice to four times the number of Aboriginal 

people in Australia (taking account of regional differences) are likely to die compared to other 

Australians (Thomson and English, 1992, 235). The life expectancy of Aboriginal males is 53-

61 years and that of Aboriginal females, 58-65 years. The life expectancy of the Australian 

population as a whole is 73 years for males and 79 years for females. 
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The NT Tripartite Forum, 1992 summarised Aboriginal health in the Northern Territory as 

follows: 

• Population: Aboriginal people comprise approximately 25% 

of the NT population 

• Mortality rate: 2-8 times higher than Non-Aboriginals 

• Life Expectancy: 20 years less than Non-Aboriginals 

• Infant Mortality Rate: 3-4 times higher 

• Morbidity Rate: 2-3 times higher 

• Dia betes Rates: 4 times higher 

• Kidney Failure Rate: more than 7 times higher 

• Diarrhoeal, Shigella Rates: more than 28 times higher 

• Hearing Loss: more than 4 times higher 

Looking at the above summary, it could be readily assumed that the solution to improving the 

health status of Aboriginal people lies in providing more doctors, nurses and medicines -

increasing the resources available to sustain the medical model and treat disease. However, 

despite improvements and increases in the provision of medical resources and services over a 

number of years, the overall health of Aboriginal people has not really improved (Plant et al., 

1 995). Increased treatment and curative resources are therefore, not the sole answer. 

As highlighted in Figure 3, factors underlying the poor health status of Aboriginal people are 

complex and multi-factorial. Medical intervention alone will have little impact on improving 

their health status. 

UnJess we treat the underlying factors as well as the direct causal factors identified in Figure 3, 

we will make no pennanent inroad into reducing the high rates of Aboriginal mortality and 

morbidity. Many experts agree that any health service organisational structure that gives 

priority to the treatment of disease, infections etc is not going to be successful in solving the 

problems of primary health and bringing about sustainable health improvement (WHO, 1978; 

Ebrahim and Ranken, 1988; Taylor, 1992; Sherraden and Wallace, 1992; Godinho, 1990). 

Programs that focus on the causative factors of ill health such as overcrowding, poor hygiene, 

poor nutrition, smoking and alcohol abuse must be developed and implemented if we are to 

make any real and lasting improvements to the health and well-being of Aboriginal people 

(Plant et al., 1995). 
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Figure 3: Factors Contributing to Aboriginal m Health 

UNDERLYING FACTORS 

Political 
History of European/ 
Aboriginal contact 

Demography & Geography 
Small, dispersed, remote, multi 
lingual mobile community 

Cultural, Ideological and 
Societal 
Lack (or loss of): 
Own culrure, land & identity, 
Law, Family Links, Power, 
Responsibility for their own 
lives, Meaningful activity 

Education, Employment 
& Economic 
Lnadequate education 
Lack of meaningful work 
Lack of relevant knowledge 
of health issues 
High cost & difficulties of 
providing services in remote 

communities 

DIRECT CAUSATIVE FACTORS ILL HEALTH 

Living Conditions 
overcrowded housing 
poor washing facilities 
inadequate sewerage 
inadequate water supply 
inadequate housing 
poor hygiene 

Lifestyle 

Poor Nutrition & Diet 

Lack of Exercise 

Smoking 

Alcohol Abuse 

High Mental Stress 

HeaJth Services 
Late presentation/diagnosis 

Treatment 
Under utilisation of health 
service 

infectious diarrhoea 
trachoma, ear infections 
pneumonia, lung damage, 
skin sores, rheumatic heart 
disease and possibly kidney 
failure 

increases damage caused 
by infections and leads to 
obesity, diabetes, 
hypertension, heart disease 
and low birth-weight babies 

increases risk of infections, 
lung damage, heart disease 
and cancer 

violence, accidents, social 
disruption, hypertension, 
liver damage, brain damage 

High hospitalisation rate 
More severe illness 
More chronic illness 

(Adapted by Dr D De,•anesen 1994 from NT Tripartite Forum's Aboriginal Health Strategy Information 

Kit, 1992) 

In addition, we must recognise the underlying factors contributing to the ill health of 

Aboriginal people - dispossession, loss of land, inadequate education, employment and 

economic opportunities, loss of cultural identity and remoteness - and initiate processes and 

programs to address these issues. 

To be effective, these programs must be developed, implemented and evaluated in partnership 

with Aboriginal people. The underlying requirements for improving their health status are 

education, promotion and participation. 
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Improving the health of people by empowering them to take responsibility for their own health 

and focusing on preventative factors is known as "Primary Health Care" 

5. PRIMARY HEALTH CARE 

PHC is dealt with in detail in Chapter 2. It is necessary however to understand why Darwin 

Rural Services chose PHC as the means to change the way services were being delivered and 

improve the health status of Aboriginal people. 

PHC was adopted by WHO in 1978 as an alternative to the medical model of health care which 

was regarded as undesirable because: 

• it was a concept of health which focused on disease and on the treatment of disease and 

infinnity; 

• the locus of control of the health system rested with "experts" and "specialists" which, 

although being a relatively small group of people, decided on priorities and allocated 

resources; and 

• it depended on "top down" introduction of technology or of regulation. 

PHC shifted the locus of control from the "experts" to the "clients" of the existing health 

system (Ebrahim and Ranken, 1988). Community participation was the process by which 

individuals and families would assume responsibility for their own health and develop the 

capacity to contribute to their own and the community's development. 

Strengthening PHC as a strategy for improving the health status of Aboriginal people was 

therefore extremely relevant for rural/remote communities throughout the Northern Territory. 

Community based PHC was the process by which problems with over specialisation and over 

investment in costly, high technology hospital based care could be over come. In analysing the 

western model of delivering health services Waterford in Pitjantjatjara (1988, 70) observed: 

The present health care delivery system at best will remain only responsive to an 

environment endlessly churning out fresh victims and not a factor in their deliverance. 

PHC, and not the medical model, was therefore chosen in 1986 to be the means by which 

Darwin Rural District would bring about an improvement in the health status of their 

Aboriginal clients. 
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The claim that pnmary medtcal care is identical with primary health care is particularly 

dear to those health authoritJes and health professionals who want to give the impression 

of being all for primary health care but who in fact are either opposed to it or have not 

quite understood what it means 

6. CONTENT OF PAPER 

The remaining Chapters will: 

(Vuori, 1984, 221) 

• provide a detailed analysis of the literature relating to PHC with particular emphasis being 

placed on the key elements required to provide an effective model of service delivery; 

• describe the additional complexities associated with delivering services to Aboriginal 

people and identify the major implications that need to be taken into account when 

designing and developing services that reflect Aboriginal values and customs; 

• describe and analyse the history - 1986 to 1994 - of the development of Darwin Rural 

District, particularly in relation to its attempts to reflect Aboriginal values and customs and 

its approach to PHC; 

• determine if PHC in Darwin Rural Services is just rhetoric or reality; and 

• gaze into a crystal ball and describe what the future might be. 
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CHAPTER 2 

PRIMARY HEALTH CARE 

1. INT RODUCTION 

Primary Health Care is described as a health systems policy model and as such it incorporates 

certain prescriptive norms about health care practice (National Centre for Epidemiology and 

Population Health, 1992). Vuori (1984) on the other hand, describes PHC as a concept. There 

are many and varied interpretations of just what PHC is. The purpose of this Chapter is to 

explore the literature in order to: 

• examine the birth ofPHC; 

• identify the key components ofPHC; and 

• develop a model against which PHC can be evaluated. 

2. BIRTH OF P RIMARY HEALTH CARE 

It has been difficult to development and promote PHC because there are a number of different 

and mistaken beliefs about it. These include that it is: 

• something new invented at AJma-Ata; 

• for developing countries only; and 

• identical to primary medical care (Vuori, 1984). 

These beliefs are not justified. To better understand PHC it is necessary to: 

• understand the background to the introduction of PHC; 

• review the actual Declaration of AJma-Ata which committed the international community 

to PHC; 

• 

• 

define terms that are regularly used in relation to any discussion on PHC; and 

determine the extent of Australia's commitment to the Declaration . 
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2.1 BACKGROUND TO THE INTRODUCTION OF PHC 

At the time of the Declaration of Alma-Ata in 1978 it became clear that many of the health 

care models were unable to meet both continuing and emerging problems, particularly in 

developing countries. This was especially true of the medical care model which depended on 

the 'top-down' introduction of technology or of regulation. 

There was widespread disenchantment with health care throughout the world. Although the 

technical and scientific knowledge was available to improve health care its use was not being 

put to greatest effect. It was not being effectively used for the greatest number. The majority 

of the health resources were being allocated to sophisticated medical institutions in urban 

areas. Improvement in health was being equated with the provision of medical care dispensed 

by growing number of specialists, using narrow medical technologies for the benefit of the 

privileged few (WHO, 1978; Yuori, 1984). 

Whilst this was happening, disadvantaged groups throughout the world had no access to any 

form of permanent health care. These groups probably totalled about four-fifths of the world's 

population (WHO, 1978). Most of the health systems restricted themselves to medical care 

even though control of many of the health problems lay beyond the scope of such care. 

Ebrahim and Rank en ( 1988) listed a number of health infrastructure disparities as the catalyst 

for developing a new approach to the provision of health care. First, the disparity between 

expenditure and needs. For example, three-quarters of the health budgets of most countries 

was being spent on hospitals that were mainly urban based and catered for disease. Secondly, 

the disparity between resource allocation and population distribution. Most of the resources 

remained in the urban areas catering for the elite. The third disparity arose because of the rapid 

population growth and the slow growth of services. 

As a result of the above, a different approach to the provision of health care was needed. In the 

late nineteen sixties the concept of Basic Health Services (BHS) evolved because it did not 

require highly skilled personnel nor expensive technology (Ebrahim and Ranken, 1988). This 

approach required the provision of adequate coverage with simple preventative/promotive 

services such as antenatal care, care during labour and immunisations being available 

It started to emerge in the early part of the nineteen seventies that these new approaches, 

particularly in countries like China and Cuba, were capable of turning around health and 

improving the quality of life of the average citizen. 
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A number of studies were undertaken in the mid nineteen seventies; one by WHO-UNICEF in 

1975 and another in 1976 by the International Labour Organisation. Both of these studies 

identified the deplorable state of health care available to the majority of the rural population in 

developing countries. They stressed the need to provide a basic needs approach to the 

provision of health care (Ebrahim and Rank en, 1988). 

It was this new thinking and the preceding national, regional and international meetings that 

were held between the period 1976 to 1978 on PHC which evolved into the PHC approach as 

set out in the Alma-Ata conference in 1978. 

2.2 DECLARATION OF ALMA-AT A 

The International Conference on Primary Health Care that took place at Alma-Ata in Russia in 

September 1978 strongly reaffirmed that: 

health , which is a state of complete physical, mental and social well being, and not merely 

the absence of disease or infirmity, is a fundamental human right and that the attainment of 

the highest possible level of health is the most important world wide social goal, whose 

realisation requires the action of many other social and economic sectors in addition to the 

health sector . 

(WHO, 1978, 2) 

PHC was the means by which this goal could be attained. This was subsequently formalised at 

the Conference with the Declaration on Primary Health Care (see Appendix 1). 

ln accordance with this Declaration, PHC was to " .... address the main health problems of the 

community providing promotive, preventative, curative and rehabilitative services" (WHO, 

1978, 4). 

Activities that were identified as the main focus of PHC were: 

• promotion of food and nutrition; 

• provision of an adequate supply of safe water and basic sanitation; 

• maternal and child care including family planning; 

• immunisation against the major infectious diseases; 

• prevention and control of locally endemic diseases; 
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• education concerning the prevalent health problems and the methods of their prevention 

and control; 

• appropriate and basic treatment for common diseases and injuries; 

• provision of essential drugs; and 

• mental health care. 

Central to PHC was the concept that individuals, families and communities would take 

responsibility for their own health. As a consequence, health professionals and the health 

system needed to revise their roles to assist and support this process. 

PHC therefore embodied the basic needs approach and the provision of essential health 

services, as advocated by the BHS concept in the late nineteen sixties, together with 

community involvement and panicipation. It was about tipping the old system, which generally 

protected the interests and power of those who controlled the western medical knowledge and 

resources, on its head so that the primary health care worker took the lead and the doctor was 

on tap not on top (Werner, 1978) 

2.3 DEFlNlTIONS 

There are a number of tenns regularly used throughout this paper. They are associated with 

PHC and need to be clarified in order to better understand the complexities associated with 

implementing a PHC model of service delivery. Of particular importance are tenns such as 

Health, Community, Community Development, Health Promotion, Disease Prevention, and 

Community Participation/Involvement. 

2.3.1 Health 

The tenn PHC should not be confused with primary medical care in which the word 'primary' 

means earliest or the first reference point in the health service contacted by a patient. 

Secondary and tertiary being the other two reference points in the health service. 

The 'primary' in PHC has the meaning of principle or essential. It is an approach that penneates 

all levels of medical care and all other factors which impinge on health, in particular, the eight 

essential elements that were identified at AJma-Ata. It is a holistic concept. 
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The term 'health' as the developed world knows it is abstract, measurable and supposedly 

objective. The Collins Australian Pocket Dictionary defines health as "the state of being bodily 

and mentally vigorous and free from disease". It relates health to absence of disease. The term 

'health' in relation to PHC does not just refer to the physical well-being of an individual but 

refers to the social, emotional and cultural well-being of the individual and community. 

Figure 4 describes the changes required to convert conventional primary medical care m 

industrialised nations to broader PHC as defined at Alma-Ata. 

The "absence of disease" model is less complex and more definable than PHC and as a result it 

is easier to administer, monitor and evaluate. PHC because of its broader relationships between 

health care, the wider social issues and complex intersectoral relationships is far more difficult 

to administer, monitor and evaluate. 

If the objective is to improve health for all, using PHC as the key strategy, it will require a 

great deal of action and commitment from people, communities, organisations and departments 

within and outside the health sector. 

Figure 4: From Primary Medical to Primary Health Care 

From 
lLLNESS 
CURE 

From 
TREATMENT 
EPISODIC CARE 
SPECIFIC PROBLEMS 

From 
SPECIALISTS 
PHYSICIANS 
SINGLEHANDED PRACTICE 

From 
HEALTH SECTOR ALONE 
PROFESSIONAL DOMINANCE 
PASSIVE RECEPTION 

(Vuori, 1984, 229) 

Focus 

Contents 

Organisation 

Responsibility 
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2.3.2 Aboriginal Community 

No one Aboriginal community is the same and each community itself is not homogenous. They 

are loose groups of kinships and families, each with its own traditions, loyalties and lifestyles, 

held together by means of a complex pattern of economic and social interdependence (Ebrahim 

and Ranken, 1988). 

The definition of community is therefore problematic making it difficult to define measurable 

indicators of community involvement which could be compared, aggregated and correlated 

with other variables (including health outcomes). 

To be relevant in PHC terms, definitions of community should be as meaningful to the 

community member as they are to the theorist or planner (National Centre for Epidemiology 

and Population Health, 1992). 

2.3.3 Community Development 

Community development is a process through which members of a community (either a 

geographical community or people who identify as having other shared interests) get together 

to define their commonalities, to clarify their needs and aspirations, and to work together to 

achieve them. Building community through sharing experiences and working together on 

shared problems is integral to the process (National Centre for Epidemiology and Population 

Health, 1992). 

It is also about individual and collective empowerment, gaining access to the skills, 

relationships and resources needed to exercise greater control over a wider range of future 

choices. It is an ongoing activity. There are no clear measurable outcomes which might be 

reponed to external authorities. 

Community development may be facilitated by paid staff and PHC personnel working within 

the community or District. 

2.3.4 Health Promotion 

The following definition is taken from a glossary of health promotion prepared by Professor 

Don Nutbeam in 1986 and commissioned by the Regional Office for Europe of the World 

Health Organisation (Nutbeam, 1986). 

15 



Health promotion is the process of enabling individuals and communities to increase control 

over the determinants of health and thereby improve their health. It has come to represent a 

unifying concept for those who recognise the basic need for change in both the ways and 

conditions of living in order to promote health. Health promotion represents a mediating 

strategy between people and their environment, combining personal choice with social 

responsibility for health to create a healthier future. 

Health promotion as a principle involves the whole population in the context of its everyday 

life. Central to this is effective public participation in the definition of problems, decision

making, and action taken to change and improve the determinants of health. For this reason 

health promotion involves close cooperation between all sectors of society, including 

government, to ensure that the total environment is conducive to health. 

More specifically, health promotion represents a new strategy within the health and social 

fields which can be seen, on the one hand, as a political strategy directed towards policy, and, 

on the other hand, as an enabling approach to health, directed at lifestyles. Thus health 

promotion is not only concerned with enabling the development of lifeskill and individual 

competence to influence factors determining health, but is also concerned with: environmental 

intervention to reinforce factors supporting healthy lifestyles, and changing those factors 

preventing or prohibiting healthy lifestyles. This is summarised by the phrase "to make healthy 

choices easy choices". 

Health promotion can be summarised through the following general principles of approach: 

• health promotion works with people not on them; 

• it starts and ends with the local community; 

• it is directed at the underlying as well as the immediate causes of health; 

• it balances concern with the individual and the environment; 

• it emphasises the positive dimensions of health; and 

• it concerns and should involve all sectors of society and the environment. 

2.3.5 Disease Prevention 

This definition is a/so taken from a glossary of health promotion by Nut beam (1 986). 

Disease prevention represents strategies designed either to reduce risk factors for specific 

disease, or to enhance host factors that reduce susceptibility to disease. 
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Disease prevention can also include activities or strategies designed to reduce the consequence 

of disease once established. In this case a distinction is made between primary and secondary 

prevention. 

Primary prevention seeks to prevent the initial occurrence of disease or disorder. Secondary 

prevention seeks to arrest or retard existing disease either through early detection and 

appropriate treatment; or by reducing the occurrence of relapses and the establishment of 

chronic conditions. 

Health education is one potential strategy for changing personal behaviours when they are 

related to prevention of disease. 

Disease prevention is essentially an activity in the medical field dealing with individuals or 

particular defined groups at risk. It aims to conserve health. It does not represent a positive 

vision of health that moves ahead, but is concerned with maintaining the status quo. Health 

promotion on the other hand deals with the whole population, not selected individuals or 

groups, and seeks to enhance health. In this context health promotion and disease prevention 

can be seen as two separate but complementary activities that overlap in a variety of situations 

and circumstances. 

2.3.6 Community Participation/Involvement 

With PHC. community participation is not just a component of health care, it is the life 

blood of the philosophy. Consequently, community participation in the PHC model reaJly 

means participation to the extent of control 

(JOHNSON, UNDATED, 10) 

It is important that services be planned, developed and provided through the political and 

social structures that apply to a particular community. Community participation does not work 

best with a "top down" approach where the administrators and the health professionals hold 

the initiative and the people are expected to follow in order to improve their health and well

being. It should involve a "bottom up" approach where the administrator and health 

professional are the "enablers". 

The emphasis is on improving the health and well-being of the people through a consultative 

and participative approach that encourages change from within the community (Johnson 

,Undated; Ebrahim and Rank.en, 1 988; Darwin Rural District, 1 994) 
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Because of social, cultural, educational, economical and political factors it is impossible to 

develop a standard or universal model for community participation. Each of these factors will 

in their own way influence the extent and quality of participation. It is a dynamic process that 

develops further as experience accumulates. 

The following quote encapsulates the principles and understandings that are needed to develop 

real community participation and involvement. 

Any action that gives people more control over their own affairs is an action for 

development, even if it does not offer them better health or more bread. Any action that 

reduces their say in detennining their own affairs or running their own lives is not 

development and retards them, even if the action brings them a little better health and a 

little more bread. 

2.4 NATIONAL AND INTERNATIONAL COMMITMENT TO PHC 

(TANU, 1971) 

In May 1979, the Thirty-second World Health Assembly considered the report of Alma-Ata 

and adopted Resolution WHA32.30 which endorsed its findings including the 1978 

Declaration. The Assembly saw PHC as "the key to attaining an acceptable level of health for 

all" (WHO, 1985, 2). Later the same year, the United Nations General Assembly, in Resolution 

34/58, also endorsed the Alma-Ata Declaration. 

In May 1 98 1 ,  the Thirty-fourth World Health Assembly, through Resolution 34.36, adopted 

the "Global Strategy for Health For All by the Year 2000" (WHO, 1981 ). The Global Strategy 

document, extracts of which follow, endorsed PHC as the key strategy to attain the goal of 

Health for All by the Year 2000. 

The strategy is based on the concept of countrywide health systems based on primary 

health care ... The concept is equally valid for all countries, developing and developed alike 

... (12) 

The main thrusts of the Strategy are the developments of the health system infrastructure, 

starting with primary health care for the delivery of countywide programs that reach the 

whole population. (loc.cit.) 

. . .  concerted efforts will be made to develop health systems of which primary health care is 

the essential focus and main focus . . . (39) 
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As a member of the World Health Assembly and the United Nations General Assembly, 

Australia has been party to all these developments. As such it has made a firm commitment to 

implementing the contents of both, the Alma-Ata Declaration and the Global Strategy for 

Health For All by the Year 2000, within this country. Politically, however, it was never 

accepted by the individual States and Territories. 

The spirit of Alma-Ata was later carried forward to the First International Conference in 

Health Promotion held in 1986 at Ottawa, Canada at which the Ottawa Charter for Health 

Promotion was developed. This Charter extended the notion of PHC as the vehicle for "Health 

for All".  It reinforced the importance of culturally appropriate and accessible services being 

provided by Governments and health care providers in partnership with individuals and 

communities (Palmer-Thompson and Vartto, 1993). 

These commitments by Australia have set the environment and the context for the 

implementation ofPHC within Darwin Rural District. 

3. WHA T ARE THE COMPONENTS OF PRIMARY HEALTH CARE 

The Declaration of Alma-Ata defined PHC in relatively general tenns and as a consequence it 

has been described as many things and there is much debate over just what it is. 

Is it an approach as well as a concept (Ebrahim and Ranken, 1988� Johnson, Undated)? Is it a 

health systems policy model (National Centre for Epidemiology and Population Health, 1992)? 

Should it be selective PHC (vertical programs, narrow function, centrally administered� eg, 

Environmental Health, Communicable Diseases, Family, Youth and Children's Services) or 

comprehensive PHC (basic health service infrastructure development, community health 

workers, community health centres, community programs) (Banerli, 1984)? 

Is it little wonder that the development of PHC in both developed and industrialised countries 

has been fraught with difficulty? The problem is that the concept is understood too narrowly 

(Vuori, 1984; National Centre for Epidemiology and Population Health, 1991;  Ebrahim and 

Ranken, 1988; Taylor, 1992; Godinho, 1990; Sinha and Kumar, 1989). 
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It is clear from the literature (refer to Appendix 2) that PHC is more than just a system; more 

than just an approach; and more than just selective or comprehensive. It calls on Nations, 

Governments, service providers and health practitioners to challenge their current thinking and 

make changes in established systems, policies, institutions and communities. 

To analyse PHC within Darwin Rural District, we must first develop a framework to make 

such an analysis. The conclusions and framework that follow, have been developed by me after 

studying much of the literature associated with PHC, and in particular the inforrnation 

contained in the detailed summaries at Appendix 2. 

This Section will therefore attempt to unravel the various interpretations of PHC and describe 

in fairly concrete terrns just what PHC is and its various components. It will do this by: 

• describing the input components that are required to implement PHC: and 

• identifying the outcomes expected of any successful PHC endeavour. 

3.1 INPUT COMPONENTS OF PHC 

The first conclusion drawn from the literature is that the concept of PHC includes all of the 

following: 

• a set of activities; 

• a level of care; 

• different services; 

• a strategy of organising health care; and 

• a philosophy. 

3.1.1 PBC as a set of Activities 

The AJma-Ata Declaration (WHO, 1978) is quite explicit about the activities that must be part 

ofPHC. At least the following must be involved: 

• health education; 

• food supply and proper nutrition; 

• safe water and basic sanitation; 

• maternal and child health care; 

• immunisation; 
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• prevention and control of endemic diseases; 

• basic treatment of health problems; 

• provision of essential drugs; and 

• mental health care. 

PHC as defined above embodies a basic needs approach to the provision of essential health 

services (Ebrahim and Ranken, 1988). 

That these activities are essential components of PHC are not disputed. The involvement of 

them alone, however, does not constitute real PHC as they pay no attention to the additional 

principles implicit and explicit in the other components of the concept (Vuori, 1984; Ebrahim 

and Ranken, 1 988; SA Health Commission, 1988; Sinha and Kumar, 1989). 

3.1.2 PHC as a Level of Care 

This component revolves around the interpretation of PHC as that part of the care system 

which the population contacts first when it has health problems. When looked at in isolation, it 

is usually associated with issues that focus on the high cost of health care delivery, the balance 

between acute hospital care and community based primary and preventative care, and access to 

services (Wright, 1993; Epstein and Eshed, 1 988). 

Hospital and medical orientated health services have their focus on disease and the level of care 

provided. Health, as defined earlier, is the product of many things, of which health care is onJy 

one. It is the combination of all the other components that will improve health, and it is the 

sum of these that make up PHC. 

Level of care cannot be viewed in isolation. First contact services can be organised without any 

regard for the implications associated with the other components of PHC. For example they 

may ignore issues relating to intersectoral collaboration, community participation, accessibility, 

equality, etc (Vuori, 1 984; WHO, 1978; Ebrahim and Ranken, 1988; National Centre for 

Epidemiology and Population Health, 1991,  Taylor, 1 992). 

It must also be recognised that many health related problems are taken care of outside the 

official health care system and involve a variety of workers and carers (Vuori, 1 984; SA Health 

Commission, 1988; Sinho and Kumar, 1 989). 
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3.1.3 PBC as a Service 

The Alma-Ata Declaration (WHO, 1978) is also quite explicit about the types of services 

required to address the main health problems in a commuruty. These are: 

• health promotion; 

• illness prevention; 

• treatment and curative; and 

• rehabilitation. 

In providing these services there is also a need to "balance health care priorities between the 

micro and immediate needs on the one hand and the macro and longer tenn needs on the 

other" (National Centre for Epidemiology and Population Health, 199 1, 20). 

For example there is a need for balance and continuity across: 

• prevention, as well as diagnosis and cure; 

• people's lives and their quality of life, as well as episodes of specific illness; 

• the health of families, communities and populations, as well as that of individuals; and 

• social, institutional and cultural strategies for better health, as well as biomedical strategies. 

This component of PHC is essential, as it recognises that many services, not just those 

associated with treatment and cure, need to be provided in order to improve health. It also 

ensures that programs can be adapted to the needs of the individual, farrulies and commuruties. 

3.1.4 PBC as a Strategy for Organising Health Care 

This component is probably the most powerful of all (Vuori, 1984; Johnson, undated; WHO, 

1978; Sherraden and Wallace, 1992; Sinho and Kumar, 1989). It is about changing and 

reorientating health services to ensure they are: 

• accessible; 

• relevant to the needs of the population; 

• functionally integrated; 

• provided by interdisciplinary teams; 

• based on consumer and commuruty participation; 

• cost effective; and 

• characterised by intersectoral collaboration. 
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It is these strategic changes to health care services that will have the greatest impact on 

bringing about "health for all by the year 2000" (WHO, 1981)  and improving the health status 

of Aboriginal people throughout Darwin Rural District. 

3.1.5 PBC as a Philosophy 

This component is important because "it is the real raison d'etre for WHO to be interested in 

PHC" (Vuori, 1984, 225). It is essential from a country's and individual's point of view because 

it is characterised by: 

• social justice and equity; 

• self responsibility; 

• a social view of health; and 

• international solidarity. 

It is this philosophical component of PHC that has particular relevance to Darwin Rural 

District because it argues that services should be socially acceptable, culturally appropriate, 

cost-effective and affordable. It also recognises that the individual can, and should, do much 

more for his own health. 

Studies conducted in many countries have suggested that perhaps as little as 10 per cent of 

aJI health related problems ever lead to a contact with the official health care system. 

3.2 OUTCOME COMPONENTS OF PHC 

(Vuori, 1984, 226) 

The second conclusion is that a number of outcome components must be measured if we are to 

judge whether or not PHC has been successfully implemented. These components relate to: 

• resources and needs; 

• personal and social issues; 

• services and programs; 

• community participation and empowerment; and 

• infrastructure 
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3.2.1 Resources and Needs 

If PHC is to be successful, resources must be allocated that are equitable, easily accessible, and 

correspond to local needs. A monitoring system should be in place to measure morbidity and 

mortality. This will ensure that resources are allocated on a needs basis and health outcomes 
are measured (WHO, 1978; Plant, 1 995; Ebrahim and Ranken, 1988; Godinho, 1990; Wright, 

1993; Better Health Program, 1991 ;  Husein et al., 1993, Cassels and Janovsky, 1 99 1 ;  Epstein 

and Eshed, 1988). 

Effective PHC resource allocation should ensure: 

• availability of locally accessible expertise and resources; 

• mix and level of resources corresponds to local needs; 

• equal resources are allocated for equivalent need; 

• health indicators are used to allocate resources; 

• programs and services are evaluated; 

• health care system impacts on mortality and serious morbidity; and 

• health care system is within the budget reach of government and communities. 

The resources refer to: 

• personnel involved in providing the service; 

• facilities and equipment; 

• management and amenities; 

• external resources eg, consultants, health professionals, specialists, etc; and 

• mechanisms to provide access to care eg, transport, disabled access, etc. 

The health status of a given population is unlikely to improve unless: that population is able to 

access the services provided; the services are addressing the needs of the population; and 

servtces are distributed on an equitable basis. It is these outcomes that this component 

addresses. 

3.2.2 Personal and Social Issues 

If PHC is to make a difference, it must have an impact on health in its broadest context. It must 

improve the social, emotional and cultural well-being of not only the individual but the whole 

community. 
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Services must be delivered in a way that they acknowledge the cultural environment of the 

population being served and empower the individual and community to take responsibility for 

their own health. It is also important that services are within the budget reach of governments 

and communities (WHO, 1978; Better Health Program, 1991; Ebrahim and Ranken, 1988; 

Husein et al., 1993). 

PHC must be implemented in such a way that: 

• services address the social, emotional and cultural well-being of the whole community; 

• services are culturally appropriate; 

• service provision empowers individual, family and community responsibility; 

• their is active participation by individuals and communities in their own health care; and 

• there is opportunity and support for consumer involvement in all aspects of service 

prOVISIOn. 

This outcome component calls on both the provider and receiver to examine the impact of 

health services in its broadest sense: on the social and cultural aspects as well as the physical, 

and on communities as well as individuals. It relates to the processes involved in providing 

successful PHC services. 

3.2.3 Services and Programs 

The division between hospitals and community care is essentially about the place of care. PHC 

must attempt to break down these divisions into a system which ensures that there is continuity 

of care within and between personal episodes of illness and between the hospital and 

community. There should be greater opportunities for communication and collaboration 

between all sectors and workers of the health care system. Simple and low cost interventions, 

such as irnmunisations and screenings, should be targeted for those at greatest risk (WHO, 

1978; Better Health Program, 1991; Sherraden and Wallace, 1992; Taylor, 1 992; Husein et al.,  
l 993; Cassels and Janovsky, I 991 ; Malcolm, 1991 ; Gregson et al., 1991; Epstein and Eshed, 

1988; Sinha and Kumar, 1 989). 

PHC services and programs can only be successful where there is/are: 

• continuity of care within and between personal episodes of illness; 

• continuity of care between all sectors of the health care system; primary, secondary and 

tertiary; 

• full collaboration between all agencies and all workers; 
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• health services provided by interdisciplinary teams; 

• simple and low cost interventions for those at greatest risk, eg; immunisation and 

screening; and 

• programs and services addressing the broader issues of health, eg; malnutrition, poor 

housing, environment, alcohol and other drugs. 

Focusing on individual clients and ensuring that they receive appropriate and continuous care 

whether in the community or hospital will have a significant impact on the overall mission of 

Darwin Rural District, that is, on improving the health and well-being of its Aboriginal people. 

It will ensure that the needs of communities and individuals are recognised and treated in the 

most appropriate, effective and efficient manner to impact on their health status. Health status 

in this context can be represented between the two extremes of the seven components 

identified in Figure 5.  

Figure 5: Health Status/Outcome of Care 

LONGEVITY Normal life expectancy Death 
ACTIVITY Functional Disabled 
COMFORT Comfortable Uncomfortable 

PERCEIVED WELLBEING Satisfied Dissatisfied 

DISEASE Not Detectable Permanent 
ACHlEVEMENT Achieving Not achieving 
RESILIENCE Resilient Vulnerable 

(Starfield, 1992, 1 5) 

Any assessment of the effectiveness of the health system, whether it concerns the individual or 

the community, should take into account at least some aspects of all of these features of health 

status (Starfield, 1 992). 

3.2.4 Community Empowerment 

Opportunities must be provided for organisations and individuals in local communities to plan, 

implement, monitor and evaluate their own health services. This should encompass treatment, 

promotion and prevention services and health funding issues relating to their communities. 

They should also be able to participate at an area-wide level in determining priorities and 

strategies. Locally employed, trained and skilled community health workers are also an 

essential component of PHC (WHO, 1978, Ebrahim and Ranken, 1988; Taylor, 1992; National 

Centre for Epidemiology and Population Health, 1 99 1 ;  Sherraden and Wallace, 1992; Wright, 

1993; Godinho, 1990; Johnson, undated). 
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PHC at the community level is only feasible when: 

• communities are actively engaged in health planning, implementation and evaluation; 

• communities are setting priorities; 

• locally elected health committees are functional; 

• local people are receiving adequate skills training; 

• communities are participating in the determination of priorities and strategies; 

• services have been devolved to the local level; and 

• services are tailored to community needs. 

Community part1c1pation, empowennent and control are all essential features of PHC, 

particularly in the Aboriginal setting. The National Aboriginal Health Strategy (NAHS, 1989) 

and the Royal Commission into Aboriginal Deaths in Custody (RCADC, 1991) stressed the 

importance of Aboriginal control and empowennent as the most important factor in improving 

the health status of Aboriginal people. The outcomes expected within this component should 

impact significantly in this area. 

3.2.5 The Infrastructure 

No service can survive without an adequate infrastructure to support it. This is also true for 

PHC. It is essential that this infrastructure be simple, affordable and appropriate. This 

infrastructure consists of health buildings, technology, workers, housing, essential services, and 

it deals with issues such as energy conservation, housing design and construction, and 

environmental protection (Ebrahim and Ranken, 1988; Taylor, 1992; Sinha and Kumar, 1989; 

Diallo et al., 1 993). 

PHC infrastructure should consist of: 

• technology that is simple and reliable; 

• a monitoring system to measure health status; 

• appropriate technology dealing with energy conservation, water and sewerage, housing 

design and construction, and environmental protection; 

• constructing, equipping and maintaining health centres, health houses, etc; and 

• selecting, training and supervising community health workers. 

There is no justification for building and maintaining health infrastructure that cannot be fully 

utilised, is inappropriate, complex and too expensive to maintain. Experience has shown that 

such infrastructure will not be utilised effectively and it will become rundown. 
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It is also not cost effective or the best use of available resources to provide the latest 

technology and expect complex procedures to be carried out if the expertise is not available to 

utilise the equipment or carry out the procedures. If the community is to take control and 

develop its own expertise then the infrastructure available to communities must be simple, 

affordable and appropriate. 

4. A PHC EVALUA TION MODEL 

Although complex, it is possible to develop a model to evaluate PHC. The model consists of 

examining input and outcome components and their essential features to determine the extent 

to which PHC has been successfully implemented. 

Based on my analysis of PHC, the components and features that make up the framework for 

the model I have developed are as follows: 

[ INPUTS I OUTCOMES 

• A5 a PhilosoQhv • social justice & equity • Resources & Needs • accessible expertise & 
• a social view of health resources 
• self responsibility • resources based on need 
• i mernational • equitable allocation of 

solidarity resources 
• impact on mortality & 

morbidity 
• within budget reach of 

Govts & communities 
• A5 a Strategy • needs based planning • Personal & Social • social, emotional & 

• decentralised Context cultural well-being 
management addressed 

• accessible, acceptable • services are culturally 
& affordable services appropriate 

• i mersectoraJ • individuals accepting 
collaboration responsibility for health 

• local control care 
• community • consumer involvement 

pa.rtici pation • empowerment of 
• appropriate individuals, families & 

technology communities 
• redistribution of 

resources 
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As an Activity • health education • Services & • continuity of care for the 
• food supply & proper Programs individual 

nutrition • continuity of care 
• safe water & basic between all sectors of 

sanitation the health care system 
• maternal & child • full collaboration 

health care between all agencies & 
• immunisation all workers 
• prevention and • services provided by 

control of endentic interdisciplinary teams 
diseases • simple, low cost 

• basic treatment of interventions 
health problems • broader issues being 

• provision of essential addressed. eg; alcohol & 
drugs other drugs, poor 

• mental health care housing & malnutrition 
• As a service • health promotion • Community • community set priorities 

• illness prevention • locally elected health 
• treatment & curative committees 

services • locally trained people 
• rehabilitation • community involvement 

in health planning. 
implementing & 

• devolution of services to 
local level 

• services tailored to 
community needs 

• ls undenaken by • a variety of health • Infrastructure • simple & self-reliant 
workers technology 

• allied health • health centres 
professionals constructed , equipped 

• auxiliary workers & maintained 
• family members • community health 
• individuals workers trained & 
• Jay people skilled 

• use of appropriate 
technology 

• monitoring system in 
place to measure health 
status 

Based on this frame work, it is possible to draw a matrix (refer to Figure 6) to show the 

relationship between the input and outcome components. This matrix then becomes the model 

for evaluating PHC. 
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Figure 6: PHC Evaluation Model 
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There are twenty segments to the Evaluation Model and ideally, for PHC to be successfully 

implemented, the activities, programs and services undertaken, in this case by Darwin Rural 

District, should impact on all twenty segments. 

The following example will demonstrate how the model will be used to evaluate the extent to 

which PHC has been implemented. The example below relates to a specific project, however 

the model is also flexible enough to evaluate programs, services, policies, and so on to 

determine the extent to which they may or may not accord to the PHC concept. 

Project: 

The development and implementation of Service Agreements between Darwin Rural District 

and Northern Terri wry funded community controlled health services (refer 10 Chapter 4 for a 

detailed description of the project). 

Input Components 

The inputs that the project would be expected to affect are: 
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• As a STRA TEGY, because negotiations and the final agreement would have an impact on 

features such as local control, community participation, needs based planning and 

resource distribution. 

• As an ACTIVITY. because the agreement could have considerable impact on features 

associated with the number and type of programs undertaken on the community. 

• As a SERViCE, because decisions would impact on the various service features required to 

achieve the desired outcomes of the Service Agreement, for example, preventative services, 

curative services, etc. 

• As a PHILOSOPHY, the project would impact on community responsibility, self 

determination and equitable distribution of resources. 

Outcome Components 

Outcomes expected from the project would relate to: 

• RESOURCES & NEEDS: There would be an improved, and a more equitable distribution 

of resources, services and programs provided within the budget reach of both the 

government and community; and ultimately improved morbidity. 

• PERSONAL & SOCIAL ISSUES: It would result in increased individual and community 

involvement, and a greater program emphasis on the "holistic" concept of health (physical, 

emotional and cultural). 

• SERVICES & PROGRAMS: These will be adapted to meet the needs of the community and 

target broader issues associated with alcohol, smoking, nutrition, etc. 

• COMMUNITY EMPOWERMENT: The greatest outcomes from the project are expected to 

be increased community participation, communities setting priorities, services being 

tailored to the community's needs and services being devolved to the local level. 

• iNFRASTRUCTURE: Improved outcomes relating to infrastructure needs would not 

immediately result from this project. 

Translating the above assessment onto the model (refer to Figure 7) we see that this project 

will impact on sixteen of a possible twenty segments of the PHC components. 
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Figure 7: PHC Evaluation - Service Agreement Project 
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PHC is a very complex concept. References to it are often cast in relatively general tenns and it 

has many interpretations. Up to now there has been no model developed that could assess, in 

an objective way, whether PHC was being successfully implemented. 

This Chapter has examined a great deal of the literature, interpreted its contents, and as a 

result, developed a framework against which PHC can be analysed. This framework has been 

adapted to develop a model that can be used to evaluate the extent to which different initiatives 

might impact or have impacted on PHC. 

Further research, testing and evaluation is required before the PHC Evaluation Model can be 

said to be totally reliable and accurate. However, in the absence of any other known model, it 

will be used as the basis for evaluating the extent to which Darwin Rural Services has 

implemented PHC. 
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CHAPTER 3 

ABORIGINAL BELIEFS, VALUES AND CUSTOMS 

1. INTRODUCTION 

What is culture? Alland ( 1977) tells us that the culture of a society denotes 'traits which are 

shared by a significant number of individuals and which are transmitted from generation to 

generation within that society by teaching and learning': This definition is not dissimilar to 

Hofstede ( 1980b) who defines culture 'as the collective mental programming of the people in 

an environment': Culture, as defined above, is difficult to change because it exists in the minds 

of the people; and is institutionalised through family structures, educational structures, 

religious structures, law, literature, song and dance. 

Darwin Rural District not only has to understand and deliver servtces and programs in 

accordance with the concepts of PHC as detailed in Chapter 2: it has to manage and deliver 

these services and programs to a group of people - Aboriginal people - that hold different 

assumptions, ideas, beliefs, preferences, and values to their own. They have a different culture 

to that of the dominant Anglo-Australian society. 

The concern is that Darwin Rural District will design and deliver PHC programs and services 

based on their own values and beliefs which may be highly meaningful to the urban based 

Anglo-Australian population but possibly meaningless, confusing and ineffective for the rural 

based Aboriginal population. 

The concern expressed above is not new. At the individual level, Hamilton (1981 ), nearly 

fifteen years ago, expressed similar concerns. In particular she said: 

The communication difficulties between medical staff and Aborigines are not merely a 

result of language difficulties: in order to give meaning to medical instructions and the 

reasons for them it is necessary to find concepts which overlap the two cultural systems. If 
this cannot be done the result is simply a chain of apparently arbitrary orders and a kind of 

bullying to see they are carried out ((1981, 2). 

At a societal level, Coombs et al, as far back as 1983, noted: 
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(we) recognised how little public policy and its programs, including those in which we 

ourselves have been involved, were based on an understanding of the content of 

(Aboriginal) heritage and how, as far from accommodating AboriginaJity, they worked to 

weaken and destroy it (Coombs, 1994, 2). 

Health care professionals have recognised a link between culture and health. lf we accept that 

health is a state of well being which a person experiences in totality and has physiological, 

psychological, spiritual and social dimensions, then clearly culture will shape and mould an 

individual and community's perception of health (Bastian and Mallett, 1994). 

This Chapter therefore seeks to gain a better understanding of the 'tulture" of Aboriginal 

people in order to provide and evaluate Aboriginal health programs and services delivered by 

Darwin Rural District. This is achieved by: 

• providing background information regarding the origin and antiquity of Aboriginal people; 

• describing relevant aspects of Aboriginal cultural principles; 

• identifYing an empirical model for analysing national cultures; and 

• using the above model to analyse the differences between Australian and Aboriginal 

culture. 

2. ORIGIN AND ANTIQUITY OF ABORIGINAL PEOPLE 

According to Flood ( 1 989), Australia was occupied, particularly along the eastern coastal 

fringe, at least 30,000 years ago. Occupation of the interior occurred sometime later; desert 

dwelling some 10,000 years ago in the Western Desert region and more than 5,000 years ago 

for the Central Desert (Flood, 1989). The inhabitants were Aborigines. The first fleet arrived at 

Port Jackson on 26 January 1 788, however for 30,000 years before their arrival, the Sydney 

Cove area had been home to Aboriginal people. 

As noted by Hargrave ( 1992), Dampier was the first European to express his opinion on 

Australian Aborigines long before there was any talk of foreign occupation. These comments 

(made in 1688), although unpopular today, are some of the earliest written observations on 

record. He said: 
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The inhabitants of this Country (Australia) are the miserablest People in the world . . . .  And 

setting aside their Humane Shape, they differ but little from Brutes . . . .  Sometimes they get as 

many fish as makes a plentifuJ Banquet; and at other times they scarce get anyone a tast.e. 

But be it little or much that they get, everyone has his part, as the young and tender, the old 

and feeble .... There is neither herb, root, pulse nor any sort of bird or beast that they can 

catch, having no instruments to do so. 

What Dampier described, and the early history clearly demonstrates, is what we now know as a 

race of hunter/gatherers who had adapted over countless generations to cope with the local 

environment. They had developed in unique harmony with the land. They were a race without 

cultivable plants or domestic animals (apart from the dingo), forever on the move in search for 

food, and for whom housing was impractical and worldly goods a burden (Hargrave, 1992). 

They were a race that had great respect for the environment: use of primitive tools made out of 

stone and wood; use of fire for hunting eg, to flush animals from the bush; taking only what 

they needed either for shelter or food; and their ceremonial stories linked with the land. 

The whole lifestyle of these three quarters of a million Aborigines (White and Mulvaney, 1987) 

was the direct antithesis to that of the highly materialistic settlers who were to shortly invade 

their land. 

The I st Fleet sailed into Port Jackson in 1 788. That event for Australian Aborigines was the 

start of destabilisation, detribalisation and disintegration that has continued relentlessly for the 

past 200 years. 

The effect of this invasion on Aboriginal Australians is illustrated by the story of Benne long. 

He was a strong, healthy, charming and proud Aboriginal man, when he sat down to supper 

with Governor Arthur Phillip. Yet by the time he had passed 40 years of age he had lost his 

charm, was despised because he was a drunk and shunned because he was a nuisance. He 

developed into a pitiful 'dropout' and died alone and forgotten, at Kissing Point in 1 8 1 3 .  The 

sad thing is that this scenario is still happening today. It would appear that not a lot has 

changed. 

As more settlers came to Australia and the population began to grow, land became important 

and as a result Aboriginal people were dispossessed of their land without the benefit of treaty, 

agreement or compensation. The following quote from '1\boriginal Deaths in Custody, 

National Report, Overview and Recommendations"(I991, 7) sums up the effect of this on the 

Aboriginal people and their culture: 
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Little known is the amount of brutality and bloodshed that was involved in enforcing on the 

ground what was pronounced by law. Aboriginal people were deprived of their land and if 
they showed resistance they were summarily dealt with. The loss of land meant the 

destruction of the Aboriginal economy which everywhere was based upon hunting and 

foraging. And the land use adopted by the settlers drastically reduced the population of 

animals to be hunted and plants to be foraged. And the loss of land threatened the 

Aboriginal culture which all over Australia was based upon land and relationship to the 

land. These were the most dramatic effects of European colonisation supplemented by the 

decimating effects of introduced disease to which the Aboriginal people had no resistance. 

The consequences of this history are the partial destruction of Aboriginal culture and the 

disadvantage and inequality of Aboriginal people when compared with non-Aboriginal people. 

The destruction of Aboriginal culture has lead to the breakdown of many Aboriginal 

communities and their society and resulted in excessive drinking, violence and poor health. 

Aboriginal people today are the product of contact with a dominant European culture and the 

impact of two centuries of government policies of protection, assimilation, self-detennination 

and reconciliation. The early policies and their resultant oppression and dispossession have 

impacted significantly on the health and well-being of Aboriginal people (NAHS, 1 989). 

It is widely accepted that when Captain Arthur Phillip arrived in Australia in 1 788, the health 

of the Aboriginal people was generally better than that of the British (Staggers and Gray, 

1991 a; Mciilraith et al, 1982). In the two centuries that have since passed, there has been a 

dramatic improvement in the health status of the white population in Australia and Britain but a 

catastrophic decline in that of the Aboriginal population of Australia (Franklin and White, 

1991  ) . 

3. RELEVANT ASPECTS OF ABORIGINAL CULTURE 

For Aboriginal people, education begins with family socialisation and is based on the living 

and teaching of culture. It is embodied in the elders and the value of respect in human 

relationships. 

(Manguri and W.A. Council of Social Security, 1994, 25) 

For Aboriginal people, health is cultural well-being. According to the Aboriginal Primary 

Health Care Project Steering Committee ( 1994) Cultural well-being is: 
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the integrity and hannony of Aboriginal peoples physical, spiritual, social, political, 
environmental and ideological inter-relations. These inter-relations shape the essence of 

who, what, why and where Aboriginal peoples exist. 

Although there may be regionally based differences in Aboriginal groups resulting in a number 

of different cultures, it is possible, as is the case with Anglo-Australians, to talk about a single 

homogeneous 'tulture". If Aboriginality has any meaning, then it must exist across all groups, 

whether remote, urban or rural (Aboriginal Deaths in Custody, 1 990). 

The report 'The Rite To Do" (Manguri and W.A. Council of Social Security, 1 994, 9-10), 

examined values that needed to be considered when designing services for Aboriginal people. 

lt recognised that in relation to Aboriginal culture considerable importance should be given to 

the following factors: 

• spiritual and physical survival; 

• identification with the land, including social, cultural and spiritual aspects; 

• the human being demanding inherited dignity; 

• self-control; and 

• harmony and reciprocity in social relationships. 

The report ( 1994, 10) went on to say that: 

to effect these values, Aboriginal people engage in activities which: 

• recognise and observe kinship obligations; 

• put a value on pooling resources; 

• share experiences to promote group identity; 

• transmit, in traditional ways, social knowledge; 

• encourage confonnity and continuity; including the maintenance of group 

identity; but mitigated by 

• showing respect for individuality and differences and a capacity for innovation 

and improvisation. 

This commonality of Aboriginal culture therefore consists of a number of identifiable 

characteristics: 

• as a collectivist society; 

• in relation to their family values; 
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• as individuals; 

• as a nurturing society; 

• in their spirituality; 

• in decision making and leadership; and 

• in their processes of social control. 

3.1 A COLLECfiVIST SOCIETY 

In describing Co/Jectivism Hofstede ( 1988, 1 1  0) states: 

we find societies in which people from birth onward are integrated into strong, cohesive in

groups: often their extended families (with uncles, aunts, and grandparents) continue 

protecting them in exchange for unquestioning loyalty. 

The family and relatives are the centre of Aboriginal social life. The Aboriginal family extends 

way beyond the group of people they may be related to through "blood" or marriage. 

People sharing a particular relationship have certain known responsibilities. Within the 

community context it means that everyone has a particular kind of relationship to everyone 

else. Respect, adherence and acceptance by individuals of these responsibilities are paramount 

to the continuation of a strong Aboriginal culture. 

In addition to the kin relationships described above, Aboriginal people are divided into two 

fundamental groupings called moieties. Everyone is said to belong to one or other of the 

moieties. In the same way that kin relationships have certain responsibilities, so too do moiety 

relationships. 

The third way of ordering relationships between Aboriginal people is through their 'skin" 

group which co-exists with the moiety division. A person's 'skin name' is not an individual's 

name but a group title. This again brings with it certain responsibilities. 

In such a society, "who a person is depends on their relationship and obligations to significant 

others. People (in this case Aborigines) define themselves in terms of their membership of a 

group. Cultural norms are strongly adhered to and deviance from these norms brings strong 

censure. In many collectivist societies, authority and status depend on a persons position within 

a vertical structure" (Cross Cultural Consultants, 1995, 32). 
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This relatedness or kinship network is essential for the maintenance of social harmony and 

family life. It is a highly regulated social structure which amongst other things detefll'llnes 

formal boundaries between groups. The general principle of relatedness means that a person 

either through marriage, blood or kin is never alone, as ideally he can identify with another 

person through one or other of these relationships. 

Ideologically, clan, lineage, and personaJ identity derive from a real locaJity, an origin place 

that is the source of the 'life spirit' and is shared by all members of an individual's lineage 

past, present and future .. .legends provide explanations for the creation and distribution of 

plants, animals (and man), and many topological features. They also give rules for conduct 

and provide basic models for social structure and organisation. The origin ideology is 

expressed in ceremonial, political and social networks, and practices that tie the social and 

cultural systems together. 

3.2 FAMILY VA LUES 

(Biemoff, 1982) 

Findings from the Manguri and W.A. Council of Social Service Report ( 1 994, 20) revealed 

that '�boriginal families valued culture, respect, and social harmony as the most essential 

aspects of family rearing and maintenance". 

Culture was the most important of all the values and was upheld through the preservation and 

honouring of Aboriginal laws, customs and ceremonies. It was also preserved through story 

telling, paintings, music and dance. Funerals were also important in maintaining kinship 

relationships. 

Walker ( 1 993) sums up the importance of respect to Aboriginal families in the following way: 

The importance of respect for family members involves many issues which are continuous 

and concurrent in AboriginaJ families. Respect for each other, respect for elders who play 

the role of our teachers. and respect for individual initiative and decisions are important 

aspects of AboriginaJ family life. When respect is taken away, family members immediately 

lose the ability to love and care for each other adequately. There comes a sense of neglect 

and rejection for other family members. 
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Hannony is also important and is achieved through many mechanisms, including: love, caring 

and sharing, regularly getting together, helping each other, maintaining and preserving the 

parental role, and the maintenance of moral values such as honesty, discipline, trust, being 

appreciative, obedience, manners and knowing right from wrong. 

3.3 1HE INDIVIDUAL 

Relationship and behavioural patterns in Aboriginal people are established and developed from 

infancy. Hamilton ( 1981  ), who has undertaken one of the few studies of Aboriginal child 

rearing practices, notes: the absence of structured training throughout childhood, the absence 

of adult demands, and the way in which children are made responsible for themselves. 

Aboriginal Deaths in Custody ( 1 990, 1 5) noted that ·�mbedded in this process of child rearing 

are very strong cultural values that promote and encourage the early and continuing 

independence of children". 

Other writers such as Myers ( 1986) and Brady ( 1 988) have identified the value placed on 

personal autonomy by Aboriginal people. Eckennann ( 1 988) in her studies of southern 

Queensland and New South Wales communities described a hierarchy of interests in decision 

making which showed the following emphasis operating in both the rural and urban areas: 

individual interest comes first, then family interest in the narrow sense, then family interest 

in ilS w1dest sense and finally community interest (p35). 

Aboriginal Deaths in Custody ( 1 990, 14) when talking about individual autonomy refers to 

'the right of every individual to act in relation to his or her business as he or she chooses". 

Brady ( 1988) also recognises the central importance of these values in Aboriginal social life: 

Despite the oft quoted assumption that Aboriginal life is marked by communalism and 

commensaJity, individuals may act autonomously and without the interference of others 

(pl2). 

Autonomy and individualism therefore emerge as highly valued characteristics among 

Aboriginal societies and are seminal to the person's concept of self. Individualism can therefore 

seem at odds with the Aboriginal collectivist society. This is not the case. Autonomy does not 

develop in a kind of isolation that allows it unbridled expression, it is embedded in the social 

value of relatedness. What is important is the role the individual plays within the group. As 

stated by Hamilton ( 1 98 1 ,  1 52) : 
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A variety of mechanisms exist in (Aboriginal) society to mediate between the claims of the 

individual and the requirements of the group 

Indiv1duals are able to adopt different behav1ours to suit the moment, and the group 

membership, and quite different and contrary behav1ours in another group setting (Cross 

Cultural Consultants, 1995; Hamilton, 1 98 1  ). 

3.4 A NURTURING SOCIETY 

Aboriginal people's relationship with nature is essentially familial (Coombs, 1 994). The 

obligations and relationships with family and extended clan group is orientated towards 

feelings and behav1our and includes those far away and prior generations. These relationships 

also include all liv1ng creatures and the land. These feelings (and related obligations) may be 

manifested in the sharing and exchange of material items, money, alcohol, food and consumer 

goods (Cross Cultural Consultants, 1995, 33) 

This nurturing characteristic is particularly evident in the way in which Aboriginal people relate 

to each other in group discussion. It is the 'Aboriginal way' in their relationship with others to 

be introvert and to minimise their presence. As a result, non verbal communication plays a 

large part in Aboriginal communication. As a general rule decision making is based on 

consensus with no one indiv1dual being dominant. 

The importance of family to Aboriginal people is very evident in determining relationships. 

'The first information Aboriginal people will seek from one another is in relation to their 

immediate and extended family so that they can determine if a relationship exists" (Cross 

Cultural Consultants, 1995, 36). If Aboriginal people wish to have a close social relationship 

with a non-Aboriginal person, they will incorporate him/her into their own kinship system. 

He/she becomes part of the family. 

3.5 SPIRITUALITY 

Spirituality is not confined to orthodox doctrines or traditional religious groups. A person's 

spirituality may relate to their sense of integrity, identity, love, hope and 'being' 

(Bastian and Mallett, 1994, 283) 
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Earth is paramount to all Aboriginal people. It is the mother of all. It gave birth to the ancestral 

beings who walked the earth creating its physical features, and to living species and the laws of 

their existence. It provides the relationships between individual human beings and other 

species. Since their birth, ancestors have handed down through many generations, a large 

repertoire of knowledge and ceremony relating to mother earth and its creation. This is 

Aboriginal Dreaming (Summarised from the writings of Coombs, 1 994). 'tts vast repertoire of 

names, songs, stories, dances, designs, paintings, sculptures and engravings, interwoven and 

embodied in ceremonies, serve as a storehouse of Aboriginal Culture" (Coombs, 1994, 9). The 

Dreaming provides a complex set of rules and regulations which prescribes modes of behaviour 

and interaction in relation to the world, the land, others and self 

Spirituality plays an extremely important part in Aboriginal well-being as they have a strong 

belief that their health status has to some extent already been predetermined (Reid and Trompf, 

! 99 1  ). Aboriginal explanations of illness and causation are summarised by Cross Cultural 

Consultants ( 1 995), based on Reid and Trompf ( l 99 1 ,  303), as follows: 

1 . NATURAL: Illness associated with age and infancy. Also diarrhoea caused by diet., 

sores caused by bums, or minor accidents, coughs caused by lack of meat in the diet. To 

much activity. Powerful emotions. Debilitating but part of everyday life. 

2. DIRECT SUPERNATURAL: Direct causation by supernatural agencies, malevolent 

spirits, usually spirits of the dead, though it can also include Ancestral beings. 

3. INDIRECT SUPERNATURAL: Direct causation by sorcery. The how is sorcery, the 

why is usually attributed to disturbed social relationships. 

4. ENVIRONMENTAL Illness caused by wind, the moon, bush poisons. 

5. INTRODUCED/EMERGENT: Whitefella sickness. 

Hunter ( 1993 ), also argues that the traditional Aboriginal person's understanding of illness is 

significantly different from the 'whitefella". Their view would be that a structural or 

mechanical 'cause' was being sought rather than a social or sacred explanation. Even after 

many years of being exposed to Western medicine, traditional healers still occupy a very 

important place on Aboriginal communities. 

While many Aboriginal people differentiate between 'whitefella' and 'blackfella' sickness, in 

practice there does not seem to be any illness classified as whitefella sickness which is not 

sometimes said to be caused by supernatural factors, predominantly sorcery (Nathan and 

Japanangka, 1983 ) . 
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Many would like to believe that Aboriginal people have two health care systems available to 

them and that they are capable of choosing between them depending on the illness. The two 

systems are their own indigenous socio-medical theory of illness causation and management 

(human/spirit intervention or punistunent) and the western bio-medical theory of illness 

causation and management (sickness caused by germs, etc). This belief tits well with our 

Anglo-Australia values and beliefs, but is unlikely to reflect Aboriginal values and beliefs 

(Nathan and Japanangka, 1983). 

Spirituality is therefore important in the health context as the cause of the illness will determine 

how it is managed. Those illnesses associated with the supernatural will not be treated 

effectively by imposing 'western' medicine. They will more than likely require the skills of the 

traditional Aboriginal medicine man. 

3.6 DECISION MAKING AND LEADERSHIP 

Aboriginal people arrive at decisions by consensus. Outside the ceremonial arena there does 

not appear to be a recognised focus of leadership. Within the family the authority of the 'elder' 

is respected. Outside that structure in larger groups any one individual's power amounts to 

little more than a right to be consulted and listened to with respect (Coombs, 1 994, 16). 

Traditional Aboriginal people are by their very nature introverted and as such will try to 

minimise their presence when participating in any form of discussion. They are therefore 

always ready to oblige the dominant or angry person, but, because of that person's behaviour, 

do not feel obliged to fulfil any commitments that might be made. 

Experience from within Darwin Rural District would seem to suggest that Aboriginal people 

will accept 'outsider' decisions under certain circumstances, namely: 

• where the person making the decision has an external competence and expertise that is 

recognised and valued by the group; 

• where the person has standing with the group derived from a practice or reputation of 

looking after them; and 

• where the decision does not impair personal autonomy or intrude into matters that are 

clearly in the Aboriginal domain. 
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Traditional leadership is strongest where all members of the community are related, they reside 

on their own land and Aboriginal Law and ceremonial life is strong. These criteria are generally 

found on smalJ communities known as outstations. 

3. 7 CENTRAL PROCESSES OF SOCIAL CONTROL 

There are a number of processes that have evolved over a great deal of time, are identifiable, 

and are central for some form of social control within various Aboriginal groups. These are: 

3.7.1 Avoidance and Mobility 

Aboriginal people have the freedom to move between groups. An individual who is facing 

conflict between his own needs and those of others can resolve the situation by simply moving 

away. This freedom to avoid conflict by moving on "must be the deepest and most significant 

freedom in Aboriginal society" (Hamilton, 1981,  1 52-153). 

3.7.2 Fighting, Swearing, and other Aggressive Behaviours 

Fighting is a central part of negotiating social order. Fighting in this context is differentiated 

from a brawl in that it is governed by rules (Langton, 1983; MacDonald, 1988). Some common 

rules usually apply: the aggrieved calls a fight by swearing and accusing; the event must occur 

in public; no-one but particular kin and close friends may interfere; fighting rules and weapons 

vary from area to area; kin must calJ off the fight if it goes too far; and individuals tend not to 

become extremely violent (unless extremely intoxicated) (Langton, 1983, 28-29). 

3. 7.3 The Responsibilities of Close Kin 

The reliance placed on the responsibility of close kin is one of the most important mechanisms 

for social control in Aboriginal society (Burbank, 1980; Collmann, 1988; Brady and Palmer, 

1984). Kin are central to ensuring social control. The definition of who constitutes kin at any 

one time and what are their responsibilities is, like so much else, subject to negotiation 

(Aboriginal Deaths in Custody, 1990, 33). 
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3. 7.4 Ritualised Expressions of Disapproval or of Anger and Distress 

Aboriginal people's response to emotional issues such as trouble, distress and death are very 

public (Myers, 1 986). Going 'mad' or 'wild', throwing a berserk and physically damaging 

oneself is valued in quite a different way from similar behaviours in Anglo-Australian society. 

It is an effective and culturally appropriate way for Aboriginal people to behave. 

3.7.5 Shaming 

As noted by Cross Cultural Consultants ( 1995, 44), shaming in the presence of others is a 

'central marker in Aboriginal world view'� It is usually an attack not just on status and 

position, but on the very self Aboriginal people do not like to be shamed in social or public 

settings. 

3. 7.6 The Distinction Between Public and Private Wrongs 

There are clear distinctions between those wrongs that can be discussed and settled out in the 

open by the people involved (marriage disputes and personal quarrels) and those that result in 

the intervention of the elders of the community and are settled in private (breaches of sacred 

law). The elders in this case would know that they had the full support of the community. 

3. 7. 7 The Imputation or Externalisation of Responsibility 

The search by Aboriginal people for the why in relation to the outcome of certain situations, 

particularly deaths, is a critical part of their process to externalisation. Deaths, for example, 

which cannot be attributed to a common natural cause are attributed to some form of sorcery 

or spiritual agency. 

4. AN EMPIRICAL MODEL OF CULTURE 

The concept that management and organisations from various nations will get things done 

differently depending on their culture is not new (Blunt, 1988; Richards, 1991 ). These cultural 

differences and their effects on organisations, management, employees and service delivery 

have fascinated writers and have been the subject of many studies (Blunt, 1988; Richards, 

1991; Hofstede, 1980a; Hofstede, 1 980b; Jaeger, 1 986; Laurent, 1986). 
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The purpose of this section is to identify an acceptable and practical model to analyse different 

cultures and their consequences for management practices. 

A much heralded model, connecting culture to management and servtce delivery, was 

developed by Hofstede ( I 980a) and will be used here. In his study, Hofstede, over a period of 

six years, carried out an empirical analysis that resulted in a concise framework of dimensions 

for differentiating cultures for 40 independent nations. (A subsequent study by Hofstede 

supplied data on an additional ten countries.) He determined four main criteria by which 

national cultures differed. 

In identifying the different dimensions of culture, Hofstede also pointed out that 

'characterising a national culture does not, of course, mean that every person in the nation has 

all the characteristics assigned to that culture. Therefore, in describing national cultures we 

refer to the common elements within each nation - the national norm - but we are not 

describing individuals" ( 1980b, 45). This needs to be remembered when interpreting the four 

dimensions explained in the following paragraphs and in any subsequent analysis using 

Hofstede's model. 

4.1 FOUR DIMENSIONS OF CULTURE 

The four dimensions found to differentiate national culture groups were: power distance, 

uncertainty avoidance, individualism (collectivism), and masculinity (femininity). These were 

succinctly described by Hofstede as follows: 

Power Distance: The extent to which a society accepts the fact that power in institutions and 

organisations is distributed unequally ( 1 980b, 45). In management terms this represents the 

level of inequality of power between the leader/supervisor and the employee as defined from 

the employees perspective. 

Uncertainty Avoidance: The extent to which a society feels comfortable or uncomfortable in 

unstructured situations. In organisational terms it measures the extent to which employees are 

threatened by unstructured, uncertain and ambiguous situations (novel, unknown, surprising, 

or different from the usual) and try to avoid these by providing greater career stability, 

establishing more formal rules, not tolerating deviant behaviours, believing in absolute truths 

and attaining expertise ( 1980b, 45). 
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Individualism: Implies a loosely knit social framework in which people are supposed to take 

care of themselves and their immediate families only. Collectivism on the other hand is 

characterised by a tight social framework in which people distinguish between in-groups and 

out-groups. They expect their in-group (relatives, clan, organisations) to look after them, and 

in exchange for that they feel they owe absolute loyalty to it ( 1 980b, 45). In an organisational 

sense this dimension describes for example, the degree to which employees are integrated into 

groups and how they might react to competition, motivation, rewards, achievement, etc. 

Masculinity: The extent to which the dominant values in society are 'hlasculine" (assertive, 

competitive, uncaring, and only interested in money) on the one hand, or feminine (modest and 

nurturing) on the other ( 1 980b, 46) 

4.2 CRJTIQUES OF THE MODEL 

There have been a number of concerns raised by some writers (Hunt, 1 9 8 1 ;  Jaeger, 1986) 

about the validity and generalisation of Hofstede's work. 

The Representativeness of the Sample: Hunt ( 1 98 1 )  points out that the sample is taken from 

one firm, IBM. As a result there may be some doubt in making generalisations for all firms in 

all the countries involved. 

The Validity of the Dimensions: It is generally conceded that a more comprehensive study 

could be carried out to arrive at more methodological dimensions of culture. They do however 

form a good framework for describing, in a systematic way, the differences between cultures 

(Jaeger, 1986). 

Although I could find no reference in the literature to the use of Hofstede's model to analyse 

Aboriginal culture, his four dimensions 'hlake sense" (Triandis 1982) and provide a 'good 

framework" (Hunt 1 9 8 1 )  to assist in analysing the connection between the different cultures of 

Anglo-Australians and Aborigines. 

4.3 USE OF THE MODEL 

Before applying our management ideas we must understand that they are culture bound and 

based on certain ways of thinking and acting. We cannot assume that other cultures will make 

the same assumptions that we do (Blunt, 1989; Richards, 1991  ). 
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Hofstede therefore helps us to identify the differences between the beliefs, thinking and acting 

of Anglo-Australians and those of Aboriginal people. Only by identifying these differences can 

we begin to apply management ideas and practices that will accommodate the cultural 

differences. 

5. ANGLO-A USTRALIAN AND ABORIGINAL ORGANISA TIONAL VALUES AND 

CULTURE 

This section of the paper analyses the differences between Australian and Aboriginal cultures 

using the four dimensions developed by Hofstede. 

5.1 ABORJGINAL CULTURE 

The following findings have been interpreted using Hofstede's four dimensions. 

Power Distance Individualism Masculinity 

ABORIGINAL High Low Medium 

5. 1 . 1  High Power Distance 

Uncertainty 
Avoidance 

High 

Aboriginal culture shows a willingness on their part to accept that others will have the power 

and it will not be distributed equally. Aboriginal people readily accept direction 'from above" 

and close supervision. Supervisors of Aboriginal people on the other hand will often avoid 

delegation and under-rate the managerial abilities of their subordinates. Particular features of 

this dimension (Jaeger, 1986; Blunt and Richards, 1993) are: 

• supervisors try to control as many decisions as possible; 
• direct confrontation by Aboriginal employees across hierarchical levels is unlikely; 

• low level of trust between supervisor and employees; 
• positive evaluation of close supervision by both supervisor and employee; 

• employees afraid to disagree with their superiors; 
• avoidance of competition and confrontation is typical; and 
• the needs of the group and family take precedence over the individual. 
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5.1.2 High Uncertainty Avoidance 

This dimension indicates that Aboriginal people are uncomfortable in unstructured situations 

that are novel, unknown, surprising or different (Richards, 1991 ). Managers on the other hand 

will want to be involved in the details of decisions and discourage initiative. The particular 

features of this dimension (Jaeger, 1986; Blunt and Richards, 1993) are: 

• reluctance to undertake any procedures whose outcome appears to be unpredictable; 

• hesitant in accepting any intervention that cannot somehow be described in a straight 

forward fashion; 

• tendency to be unwilling to participate in any undertaking that might unleash conflict and 

aggression; 

• preference for clearly laid out rules and regulations; 

• strong dislike of conflict and a preference for its avoidance; 

• disapproval of competition between employees and a dislike of initiative on their part; 

• low level of risk taking and an emotional resistance to change; and 

• considerable ritual behaviour. 

5.1.3 Low Individualism 

This dimension is characteristic of collectivist cultures and describes Aboriginal culture where 

the ties between individuals are very close because of their kinship relationships and inter

locking and tightly woven in-groups (Richards, 1991 ). Factors such as kinship, land ownership 

and ethnicity can have a major influence on organisational decisions. The key features of this 

collectivist culture (Blunt and Richards, 1993; Cross Cultural Consultants, 1995) are: 

• cooperation, harmony, the avoidance of confrontation, and mutual face-saving is stressed; 

• decisions must have the support of the group; 

• establishment of congenial relationships is important; 

• positive attitude to horizontal relationships (friend-friend, worker-worker); 

• policies and practices that vary according to personal relationships between particular 

individuals and which are based on loyalty and a sense of duty; 

• promotion not necessarily based on performance or effectiveness; and 

• orientation to the person as a member of the collective and as an occupier of status located 

within the kinship and social stratification system. 
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5.1.4 Medium Masculinity 

This dimension relates to the situation where men are reasonably assertive and women tend to 

serve and care. Women in positions of power tend to be very assertive and powerful. 

Aboriginal men are not very competitive even though they hold most of the senior positions on 

their communities. Status is not obtained through material success but through kinship and 

land ownership. The particular features of this dimension (Jaeger, 1986; Blunt and Richards, 

1993) are: 

• interventions in which participants must assume feminine nurturing roles and share their 

feelings openly are not encouraged or effective; 

• interventions are more likely to be successful if they are task orientated and have a logical 

link between the process and a successful outcome; 

• men are reasonably assertive; and 

• women tend to serve and care, and may at times be somewhat assertive. 

5.2 ANGLo-AUSTRALIAN CuLTURE 

Hofstede characterises Australia as follows: 

Power Distance Individualism 

AUSTRALIA Low Very High 

Masculinity 

High 

Uncertainty 
Avoidance 

Low 

The cultural dimensions of Anglo-Australians are opposite to Aboriginal people. Their features 

include: 

• very little overt class difference; 

• employees are sufficiently independent to negotiate with the supervisor/manager; 

• both management and employees are willing to take risks; 

• performance and competition is seen as desirable and healthy; 

• people emphasise "getting down to business" and "getting to the point"; 

• a willingness to be honest and open, and to confront issues, ideas and people: 

• enjoy disagreement and debate; 

• are not bothered by contradiction; 

• a high tolerance for unstructured situations; 

• social relations are easily established and often short-lived; 

• safety and security are not motivating factors, nor strict rules and laws; 
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• people are not inclined to be integrated into groups; 

• respond well to change; and 

• centralisation and formalisation are not tolerated well. 

5.3 SUMMARY 

There is a large difference between Anglo-Australian and Aboriginal cultures. Management 

practices that are appropriate and effective for Anglo-Australians will probably not be effective 

with Aboriginal people. 

The different cultural dimensions will have a significant impact on management practice and 

service delivery. For example: the differences between Power Distance and Individualism will 

affect the type of leadership most likely to be effective; and the differences between 

Masculinity and Uncertainty Avoidance will affect people's motivations. 

Attempts to transfer Anglo-Australian management practices onto Aboriginal communities 

without some form of adaptation or compromise will probably fail. What then will work? What 

is the most appropriate leadership style? What are the best methods of communication? What 

motivates Aboriginal employees? 

6. CONCL USION 

The complexities associated with providing PHC services were discussed in Chapter 2 of this 

paper. It identified some four input components and five output components that have to be 

achieved before the concept of PHC is fully implemented. In this chapter we have identified 

additional complexities faced by Darwin Rural District in providing its services to remote 

Aboriginal communities and to people who have different cultural dimensions to those of the 

mainstream urban society. 

For PHC to be successfully implemented in Aboriginal communities throughout Darwin Rural 

District, the strategies developed, activities carried out, and services provided must accord not 

only with PHC concepts but also with Aboriginal beliefs, values and customs. It was these 

challenges that faced Darwin Rural District. 

Their endeavours to meet these challenges are examined in detail in the following Chapter. 
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CHAPTER 4 

THE DEVELOPMENT OF DARWIN RURAL SERVICES AND 
PRIMARY HEALTH CARE (1986-1994) 

1. INTRODUCTION 

Darwin Rural Services as a District of HACS has evolved to its present form over a number of 

years; commencing in the mid-eighties. This Chapter will look at that evolution through the 

period 1986 to 1994. It will describe how the District evolved during this period and the PHC 

influences that facilitated the changes. 

Much of the information that follows relating to the history of the District and the changes that 

occurred during this eight year period was researched by Curry ( 1 993). Dr Deyalan Devanesen 

was the person responsible for creating the vision for this change. 

It will take a visionary to bring that view to the light of day. In the field of Aboriginal 

health in the Nonhero Territory. Dr Deyalan Devanesen has been that visionary figure. He 

has been at the helm of new ways of thinking about Aboriginal health issues in the Top 

End since 1986, and before that for 10 years in Alice Springs where he refined his 

interactive cross cultural style and coined the term "two way medicine". If the Rural 

Services Team is to eventually mediate real changes to the picture of Aboriginal health in 

the region it will largely have been due to this man - DD (Curry, 1993, 1). 

2. BACKGROUND TO DARWIN RURAL SERVICES ORGANISA TION 

Historically, responsibility for the provision of rural health services in the Northern Territory 

was handed to the Commonwealth Department of Health in 1972 and to the Northern 

Territory Government on 1 January 1979. Prior to 1 972, the majority of services were 

provided by missions and the Department of Welfare (Cresap 1991). 

Darwin Rural District injtially commenced as the Rural Health Branch Team (RHBT) in 1986 

and was located at Winnellie (a suburb of Darwin) in close proximity to the old Aerial Medical 

Service's hangar. 
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The Team comprised District Medical Officers, Aerial Medical Nurses. Rural Nurses, 

Aboriginal Health Workers, Administrative support staff and a number of Allied Health 

Professionals including a Nutritionist and a Physiotherapist. 

During 1987 a major restructure of the public service administrative arrangements took place. 

This resulted in a number of smaller Departments - Community Development, Correctional 

Services, and Youth, Sport and Recreation - amalgamating with the then Department of Health 

to form the Department of Health and Community Services (HACS). This amalgamation 

occurred with minimal planning and little regard for the considerable variations in the 

operational scope and organisational culture of the merged Departments. The "resources from 

the other Departments were placed within the Department of Health on a 'best fit' basis" 

(Cresap, 1 99 1 ,  3 ) .  HACS at this time were providing services on the basis of five Regions; 

Darwin, Katherine, East Amhem, Bark1y and Alice Springs. RHBT was part of Darwin 

Region. 

In October 1988, RHBT moved from their Winnellie accommodation to Block 4, Royal 

Darwin Hospital campus in order to locate closer to and develop stronger links with both the 

Hospital and Menzies School of Health Research. It was also intended that with the major 

stakeholders being close together it would encourage greater coordination of rural health 

programs and services. 

In February 1989, RHBT became the Rural Services Division with its own Director. This 

change signified that the Department was attaching increased priority to Aboriginal health 

issues and the provision of health services to rural Aboriginal communities. Later that same 

year the Division formed its own Management Team which comprised representation along 

professional lines and espoused a multidisciplinary approach to the management of the 

Division. 

From this period onwards a variety of non-medical personnel began to join the Division. The 

first of these was the Remote Areas Welfare Team followed by an Environmental Health 

Surveyor, an Occupational Therapist and a Health Promotions Officer. 

Rural Services Division became Darwin Rural District following implementation of the findings 

from the Cresap Review in late 1 99 1 .  This Review, commissioned by the Minister for Health 

and Community Services, recommended inter alia, that the Department be restructured along 

District lines. 
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The five Regions gave way to seven Districts: Darwin Urban, Darwin Rural, Katherine, East 

Amhem, Barldy, Alice Springs Urban and Alice Springs Rural. These were each given 

responsibility for providing a full range of health and community care services. Policy and 

program development activities were made the responsibility of various Program Directorates 

located away from the Districts in Health House, Darwin. These Districts and Program 

Directorates together formed the Community Care Division. District Managers were given 

greater authority to manage and became responsible and accountable for the effective delivery 

of localised services and programs. 

In addition to the Community Care Division, there were also five hospitals located throughout 

the Northern Territory: in Darwin, Katherine, Nhulunbuy, Tennant Creek and Alice Springs. 

Together these formed the Hospitals Division. 

lt was at this point in early 1992 that the District lost the services of DD when he took up duty 

as Director, Community Health within the Program Directorate area. He continued to support 

the District in his new role as policy adviser to the Department. 

At the end of December 1 994, HACS "fine tuned" their organisational structure by eliminating 

the Division between Hospital Services and Community Care and establishing the Northern 

and Southern Divisions. Reasons given by the Department for this were: 

• changes to the organisation were as a result of observations and discussions over a period 

of time, by senior managers, of the advantages and disadvantages of the structure which 

arose from the 1 9 9 1  CRESAP review; 

• concerns had been raised for some time that the structure in place since 1991 did not 

maximise continuity of care; and 

• there was a need to ensure that the organisation was driven by soundly based policies and 

this required strengthening of the policy and planning capacity within the Department. 

As a result of this change Darwin Rural District remained intact, but became part of Northern 

Division, together with Darwin Urban, Katherine, and East Arnhem Districts, and the Darwin, 

Katherine and Nhulunbuy Hospitals. 

As at December 1 994, the District organisation, apart from the addition of a number of 

programs such as AIDS/STD Education, Communicable Diseases and Mental Health, remains 

largely as it was following Cresap Review. 

This is about to change yet again. 
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An internal review of the District's organisational structure was commissioned in June 1 994 by 

the District Management Team with the objective of examining the possibilities of 

implementing an interdisciplinary organisational structure. The recommendations from the 

review, completed in December 1 994, are being examined and will be progressively 

implemented during 1 995. 

3. THE DEPARTMENT'S POLICY INFLUENCE ON ABORIGINAL HEALTH 

AND PHC 

The following brief historical overview of Northern Territory Aboriginal health policy up until 

1986 is taken from Attachment A to the NT Government Aboriginal Health Policy (HACS, 

1 992a). Briefly this historical overview reveals: 

1 .  1850's - 1900 the 'Hostile Frontier" policy which was a policy of no policy. 

Ignoring Aboriginal people or attacking them if they were a hindrance to 

urban/pastoral development. 

2. 1900 - 1 9 1 2  the ''Segregation Policy" isolating Aboriginal people on Government 

reserves or church missions as a means of protection (with the white Australian 

policy influencing policy attitudes towards Aboriginal people). 

3 . 1 9 1 2  - 193 7 the '1\ssirnilation Emerging" period stimulating debate on the need for 

mainstreaming but there was no legislative action taken. 

4. 1937 - 1951  '1\ssirnilation Policy" triggered by WW l l  and employment of 

Aboriginal people in the pastoraVrnining industries with states retaining control of 

Aboriginal affairs. 

5. 1951 - 1965 '1\ssirnilation Reaffinned" but protectionist policies still practiced in 

the NT. 

6 .  1965 - 1972 'integration Policy" with a Commonwealth Referendum used to gain 

legislative power to coordinate Aboriginal affairs. 

7. 1973 - 1976 'Self Determination" policy commitment made by the Whitlam 

government. 

8.  1976 - 1982 'Self Management" policy which often meant responsibilities without 

real power to detennine priorities or directions. 

9 .  1983 - onwards, back to  'Self Determination" which gave Aboriginal people the 

say in how programs are delivered appropriate to the culture and aspirations of 

Aboriginal people but subject to broader community guidelines. 
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During 1982 the then Minister for Health delivered a major statement on Aboriginal health to 

the Northern Territory Legislative Assembly. This statement reinforced that the Government' s 

policy was to: 

• ensure effective Aboriginal management of a large part of its rural services; 

• allow nursing sisters on communities with Aboriginal Health Workers (AHWs) to 

withdraw at an appropriate time and then to play a supportive role as resource people or as 

on-site trainers; and 

• register AHWs under legislation. 

A significant milestone was the passing of legislation in 1985 to register AHWs within the 

Northern Territory. Nowhere in Australia had AHWs been recognised as professionals capable 

of providing independent health services to there own people. This was a huge endorsement 

for PHC and its principles of self responsibility, local control, community participation and 

employment of locally skilled and trained workers. 

A number of Ministers have since restated the department's policy embracing self management 

with employment of Aboriginal Health Workers as a key strategy. 

During the period 1986 to 1994 there were a number of initiatives taken by the Department 

that were intended to effect the way in which services were delivered and emphasise the 

concepts ofPHC. Details of these initiatives listed below are provided at Appendix 4 :  

• Provision of Health services in Aboriginal and Remote Communities 

• Departmental Definition of Primary Health Care 

• NT Government Aboriginal Health Policy 

• Northern Territory Tripartite Forum 

• Recruitment, Retention and Education of AHWs in the Northern Territory 

• Department of Health and Community Services' Corporate Plans for 1989, 1991/92 and 

1 992/93 

• Department ofHealth and Community Services' Corporate Plan 1 993/95 

• Aboriginal Cultural Awareness Program 

The Department over the years attempted to provide a policy framework for promoting and 

improving Aboriginal health and well-being. In the later part of the 1980's and into the 1990's 

it began to refine that framework to include the concepts of PH C. Operational areas within the 

Department were given clear directions as to the corporate framework and policies to be 

followed in relation to Aboriginal health. 
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CRESAP ( 1 99 1 )  however, noted that the Departmental policy in relation to Aboriginal health 

and the promotion of Aboriginal self management had not been implemented. They reasoned 

that this was because of the overwhelming morbidity presenting at health clinics, insufficient 

Aboriginal Health Workers, lack of formal arrangements for community control by non

government organisations (NGOs), high turnover of rural nurses and poor accommodation in 

remote localities. After this review the Department undertook a number of major initiatives to 

reduce the impediments identified by CRESAP. These initiatives included: 

• the recruitment, retention and education project relating to Aboriginal Health Workers; 

• the establishment of the NT Tripartite Forum; 

• the development and implementation of formal Service Agreements with NGOs; and 

• a greatly increased rural housing and infrastructure development program 

4. DARWIN RURAL'S ATTEMPTS AT ALIGNING ITSELF WITH PBC 

PRACTICE 

During the period 1 986 to 1994 there were a number of major activities undertaken by Darwin 

Rural Services with the "specific intention of matching the District's philosophical perspective 

on PHC with what actually takes place in the field" (Curry 1 993). These activities were 

intended to provide the District with the vision, knowledge, understanding and authority to 

adopt a PHC approach to service delivery. 

A brief summary of these activities in chronological order follows, however further detail and 

an evaluation of the extent to which they assisted in the implementation of PHC can be found 

in Appendix 5.  

4.1 MEETING WITH ANTHROPOLOGISTS - 3 SEPTEMBER 1988 

A group of leading Anthropologists, who had come to Darwin to attend the conference 

'Hunter Gatherer Societies', were invited to spend a day with the then Rural Health Branch 

Team (RHBT). The purpose of the visit was for all parties to share perspectives on service 

planning and delivery issues using a remote Aboriginal community in the Darwin District as a 

case study to focus the discussion. 
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No clear answers were forthcoming from this meeting however it was an important milestone 

for the District. It left the Team with the inspiration and desire to search for the solutions to 

such questions as: How do Aboriginal people view health and sickness? What are valid means 

of determining the health priorities of individuals and communities? How should services and 

structures be designed so as to be meaningful to the client group? What special training and 

skills do non- Aboriginal people require to work in this field? 

It was a beginning. The quest for new knowledge, new solutions and new models had begun in 

earnest. 

4.2 THE TEAM BUILDING WORKSHOP - 17, 30-31 OCTOBER 1989 

In October 1989, following the establishment of the Rural Services Division, a three day team 

building workshop was conducted for the new Management Team. This was in response to "a 

perception within the Division that firstly, internal coordination and communication required 

further development, and secondly, that there was not a common vision within the 

organisation" (Larkin, 1 994, 3). 

This workshop represented a significant developmental step and milestone along the District's 

path to implementing a PHC model of service delivery. A major outcome of the workshop was 

a mission statement for the District that espoused Primary Health Care as the appropriate 

model from which to plan and deliver services. 

The Management T earn also recognised that such a direction would provide a formidable 

challenge for all staff and that a well functioning team would be essential to its successful 

implementation. This workshop empowered the management team and made change a realistic 

prospect. 

4.3 THE ANGELA FAIRBROTHER CONSULTANCY - 6 FEBRUARY TO 23 APRIL 1990 

Following on from the "team building workshop" there was a general perception that 

communication mechanisms and infonnation flows were ad hoc and needed improving and that 

the management and organisational structure needed reviewing in order to better represent 

rural Aboriginal communities. 
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As a result, in February 1 990, Ms Angela Fairbrother was employed as a consultant to improve 

the effectiveness of Rural Services by focussing on PHC principles and concepts. The long 

tenn goal was to bring about greater community participation and improve Aboriginal health. 

For the first time, an understanding of the organisational culture of the District started to 

emerge from the findings. Most staff were happy working with the Management Team and the 

vast majority believed in the District's mission statement and direction. They were critical of 

their accommodation, communication across disciplines and the lack of interdisciplinary team 

work. 

A maJor outcome of the consultancy was the recognition amongst staff that the medical 

structure current at the time was no longer considered appropriate. There was a need to create 

a structure better suited to facilitating a PHC approach. A great deal of debate ensued and as a 

result three potential models were developed. Each of these attempted to address the lack of 

remote area community representation in the Division as well as provide greater opportunities 

for staff to work in multidisciplinary teams. 

Unfortunately, despite the debate and the logic of the arguments for change, the Division 

reached an impasse and no model was adopted for implementation. The District was not 

prepared to let go the past. Without strong leadership, the barriers to change went up and the 

District went back to its old nonns; remaining within its comfort zone. 

4.4 PRIMARY HEALTH CARE WORKSHOPS - MAY /.JUNE 1990 

Following the work of Angela Fairbrother, Rural Services committed itself to the process of 

change by sponsoring three PHC Workshops during the period May/June 1 990. 

These workshops were attended by some ninety rural and urban based participants 

representing all work groups. The issues covered included: defining PHC, local participation, 

PHC practice, program development, empowennent, community development, community 

networks, PHC in a cross cultural context, power structures in remote communities, and 

strategic planning. 

These workshops represented an exciting step forward for the Division, and raised the profile 

of PH C. A summary of the discussions and learnings were documented in a Workshop Report 

(PHC, 1990). 
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4.5 ABORIGINAL PRIMARY HEALTH CARE WORKSHOPS - MARCH, MAY, AUGUST 1993 

These workshops, for the first time, involved Aborigjnal representatives from each of Darwin 

Rural District's twelve major remote Aboriginal communities in determining policies, and 

considering a range of issues, that were fundamental to PHC and the delivery of services to 

Aboriginal people. 

The aim of the first workshop held at Mandorah on 24-25 March 1993 was to establish an 

acceptable definition of PHC that Aboriginal people could identify and work with, and to gain 

their insight into what they saw as necessary to improve health service delivery. The second 

workshop held at Jabiru on 5-6 May 1993 focused on the same issues. The third again held at 

Mandorah on 24-27 August 1993 sought to raise awareness about the District's Business Plan 

and to develop a partnership approach to health service delivery, priority setting and strategic 

planning (Curry, 1993). 

These workshops were very significant because the participants developed a definition of PHC 

that not only accorded with the principles being espoused by Darwin Rural District, but 

matched the understandings, expectations and aspirations of Aboriginal people. 

These workshops represented the start of a major paradigm shift in power and decision making 

for Darwin Rural Services. Aboriginal people were being empowered to make decisions that 

would have an impact on the way the District would provide its service. 

The future challenge for Darwin Rural Services was to continue to support this shift as a basic 

pre-requisite of successful PHC activity (Curry, 1993). 

4.6 STRATEGIC PLANNING WORKSHOP - 27 TO 29 APRIL 1993 

This was one of the first major attempts by the District to develop a twelve month operational 

plan. The workshop, over three days, was attended by all members of the District's 

Management Team and a few additional individuals invited from the broader team. The 

eventual product of the workshop was the "Darwin Rural Business Plan 1 993/94" 

This document was significant in that it was a clear attempt by the Managers to realign the 

District with PHC principles. This was to be achieved by changing the way services were 

provided, by empowering communities, and by reinforcing the District's support for Aboriginal 

people as the key deliverers of health services. 
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It acknowledged that the District had been paying lip service to PHC and that the lack of any 

real improvement in the health status of Aboriginal people made it necessary to seek alternative 

ways of doing things. 

The outcomes and principles of the 1993/94 Business Plan were acknowledged throughout the 

District and fonned the foundation for the development of future Business Plan. 

4. 7 NEW SERVICE DELIVERY MODEL FOR RURAL SERVICE S - 1993 

The project aimed to develop and implement a new model of delivering services throughout 

Darwin Rural District and sought to: 

• increase the level of Aboriginal participation and involvement: 

• incorporate an interdisciplinary approach to the delivery of services: 

• highlight PHC: and 

• emphasise health promotion and prevention. 

Many components of the model, which are detailed at appendix 3,  are being progressively 

implemented whilst others are being revised as the District becomes more experienced in, and 

gains a better understanding of, the issues involved. Importantly, the model is acting as a 

catalyst for change. 

In the words of Feldman ( 1993 ), the development of the model "had an influence on changing 

the District's culture in that staff were now prepared to engage in double-loop learning {Argyis 

and Schon, 1978) by questioning past perfonnance, structures and rationale; learning and 

reflecting on past actions; and using the new knowledge to design and structure a different 

future". 

4.8 DARWIN RURAL DISTRJCT PLANNING WORKSHOP - 1 T03 MARCH 1994 

The aim of this workshop was to produce plans in plain English that could be sent to 

communities about Women's Health, Family and Food, Welfare, and Children's Health. It was 

also the first attempt by the District to involve community based Nurses and Aboriginal Health 

Workers in determining District strategies and activities for improving the health and well

being of Aboriginal people throughout the District. 
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The processes involved in the workshop were particularly valuable in engendering team spirit 

and increasing community participation and involvement in detennining the goals and 

directions of the District. 

Unfortunately the draft strategies that resulted from the workshop were never adequately 

followed up by the District and as a result they subsequently lapsed. 

4.9 DARWlN RURAL DISTRICT ORGANISATIONAL REVIEW- JULY TO DECEMBER 1994 

Following development of the Service Delivery Model, it became apparent that the District's 

organisation would have to be restructured if it was to deliver services along the lines espoused 

in the model. The organisational restructure would need to bring about the following changes: 

• use of interdisciplinary teams; 

• accord with community needs and priorities; 

• accord with Aboriginal Tenns of reference; and 

• encouraged community participation and control. 

The reVIew commenced in June 1 994 and the final report was presented to the District 

Manager in late December 1 994. The key findings of the Report (Larkin, 1994) were: 

• workers were finding the skills and tasks required under PHC difficult in that the majority 

of staff do not know how to achieve the specified outcomes; 

• a substantial number of staff operate from and/or are influenced by the medical model 

philosophy and health issues within the District are defined within this framework; 

• a significant number of staff remain unclear in their understanding of the interdisciplinary 

team approach and as a result have retreated to their own program areas; 

• the Management T earn remains inconsequential and irrelevant to a large number of staff, 

with it's roles and functions being seen by many as ambiguous and ineffective; 

• dissemination of infonnation occurs effectively within program areas but was poor across 

programs; and 

• a maJor concern was the failure of the District to effectively access the Aboriginal 

agenda. 
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It now remained to be seen whether in three years since the Angela Fairbrother consultancy the 

District had matured enough to challenge, question and reflect on the organisational norms 

themselves - double-loop learning - or whether, like in the past, they would revert to 

questioning and reflecting on those strategies and assumptions that were a constant part of the 

organisation - single-loop learning. 

5. CONCLUSION 

Darwin Rural District has evolved over the eight year period under revtew both 

organisationally and philosophically. 

At the beginning of 1986 it was a small team located in Winnellie mainly concerned with the 

provision of medical and emergency services. There was no priority attached to Aboriginal 

health services and no desire by the Department to explore and change the way it was 

providing its services. PHC, although known and talked about, was not seen as the key 

approach to improving Aboriginal health and well-being. 

By the end of 1 994 it had evolved into a large District responsible for the provision of all 

health and community services to its rural Aboriginal communities. Its services had expanded 

from mainly medical and emergency to incorporate: allied health services; mental health 

services; family, youth and children's services; environmental health services; health promotion 

services; disease control services; hearing services; aged and disability services; and nutrition 

services. The Department and the District supported PHC as the means by which services 

would be provided to the Aboriginal people. All staff within the District had been exposed to 

the principles and philosophies of PHC. They had endorsed PHC as the means by which the 

District would bring about an improvement in the health and well-being of its Aboriginal 

people. 

The District both organisationally and philosophically had changed but had it really changed its 

ways in practice? Were the words in the 1994/95 Business Plan just rhetoric or reality? These 

questions will be answered in the next Chapter. 
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CHAPTER S 

PHC WITHIN DARWIN RURAL DISTRICT AS AT DECEMBER 1994 -
RHETORIC OR REALITY 

1. INTRODUCTION 

In Chapter 2, I provided background to PHC and developed a model that could be used to 

evaluate various projects, services and workshops to determine the extent to which PHC had 

been successfully implemented. In Chapter 4, I have identified the evolution that took place 

within Darwin Rural District during the period 1986 to 1994 and described some of the most 

significant initiatives that were taken at both the corporate and District level to bring about 

changes in service delivery that would reflect the principles of PHC. 

This Chapter will utilise the PHC Evaluation Model to evaluate a large number of Darwin 

Rural District 's  projects, workshops and services to determine whether PHC has been actually 

implemented as espoused at both the corporate and District level. 

A detailed analysis of some 22 projects, using the PHC Evaluation Model, has been undertaken 

and the results are provided in the Primary Health Care Evaluation Report at Appendix 5. 

The remainder of this Chapter will examine the results from this analysis and determine 

whether the District has been successful in implementing PHC. 

2. PRIMARY HEALTH CARE EVALUA TION REPORT 

The aim of the Report (refer Appendix 5) was to examine a number of different projects and 

other initiatives, spread throughout Darwin Rural District and over the period 1986 to 1 994, in 

order to determine the extent to which PHC had been implemented. The workshops, projects, 

etc that were evaluated were not an exhaustive list of everything that had happened in Darwin 

Rural District, however they were a good cross-section of initiatives taken by the District in its 

endeavours to implement PHC. 

They following summary provides an analysis of the type of activities that were selected to be 

evaluated: 
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Projects 

• Strong Women, Strong Babies, Strong Culture Project 

• The Diabetes Story Project on Melville Island (this was also a community initiated project) 

• Living With Alcohol's Communication Board: Trial at Maningrida 

• Aboriginal Health Needs Pilot Project 

Workshops 

• Meeting with Anthropologists 

• Darwin Rural District Team Building Workshop 

• Primary Health Care Workshops 

• Remote Aboriginal Communities Service Delivery Workshops 

• Strategic Planning Workshop 

• Darwin Rural District Planning Workshop 

• Senior Aboriginal Health Workers' Workshop 

• Good Tucker Workshop: Springvale Homestead 

Consultancies!Reviews 

• The Angela Fairbrother Consultancy 

• Darwin Rural District Organisational Review 

Departmental Initiatives 

• The Development and Implementation of Service Agreements 

• Employment of Aboriginal Environmental Health Workers 

District Initiatives 

• Employment of Aboriginal Mental Health Workers 

• Development of a New Model of Delivering Services to Remote Aboriginal Communities 

in Darwin Rural District 

• Performance Management System for remote Health Centre Staff 

• Development of a Customer Centred Model of Evaluation for Community Health 

Programs and Activities in Darwin Rural District's Remote Aboriginal Communities 

Community Initiatives 

• Belyuen Community: An Alcohol Intervention Program 

• Health Weeks in Aboriginal Communities 
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In addition to the type of activities selected, an effort was made to spread these over the period 

concerned. This was generally achieved, although there were no activities identified for 1986 

and 1 987, and a large number identified for 1 994. The actual numbers per year were: 

1986 1987 1988 1989 1990 1991 1992 1993 1994 

0 0 1 2 3 2 4 3 7 

The Report examines and analyses each of the projects individually. An abstract is provided 

summarising the particular activity. This is then followed by a written PHC impact evaluation 

which assesses the project against some four input components and five outcome components. 

This assessment is then transferred onto the PHC Evaluation Model to determine the projects 

overall effectiveness. 

For individual assessments of each project you should refer to Appendix 5. My intention in this 

Chapter is to analyse the overall results. 

3. DARWIN RURAL DISTRICT PHC ANAL YSIS 

A number of observations can be made after examining the results of the evaluations in the 

Report. These are: 

3. 1 PROJECTS HAVING MINIMAL PHC IMPACT 

Only 3 ( 13 . 5%) out of the 22 projects impacted on 1 0  or less of the 20 segments, ie they had 

minimal impact on PHC. These projects were: 

• Meeting with the Anthropologists (3/20) 

• The Angela Fairbrother Consultancy (6/20) 

• Performance Management System for Rural Health Centre Staff ( 1 0/20) 

When examined against the various components of the evaluation model, there are some valid 

and common reasons as to why these projects had minimal impact. These were: 

• very little consultation and involvement with rural staff in developing the requirements of 

the projects and in their implementation; 
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• no consultation and involvement of Aboriginal communities or their people; 

• those affected were not committed to the vision and therefore had no incentive to change; 

and 

• lack of knowledge and/or experience by those managing the projects to bring about change 

in a cross-cultural setting. 

Fortunately the District learnt from these lessons and undertook a number of projects and 

initiatives to bring about an increase in the cross-cultural knowledge and understanding of 

district staff so that they would be better placed to implement PHC throughout the District. Of 

particular significance were the PHC Workshops held between May and June 1990. 

3.2 PROJECTS HA VlNG A HIGH PHC IMPACT 

Of the 22 projects evaluated, 1 9  (87. 5%) impacted in I I  or more of the 20 segments of which 

1 2  (55.5%) impacted in 16 or more ofthe 20 segments. Two impacted in all 20 segments. This 

is a strong indication that the majority of the projects undertaken by Darwin Rural District had 

a significant impact on PHC and its implementation throughout the District. 

Of particular significance were projects such as: 

• Strong Women, Strong Babies, Strong Culture Project (20/20) 

• Remote Aboriginal Service delivery Workshops (20/20) 

• Employment of Aboriginal Mental Health Workers ( 1 9/20) 

• An Alcohol Intervention Initiative at Belyuen Community ( 1 9/20) 

• The Diabetes Story Project on Melville Island ( 1 8/20) 

• Health Weeks in Aboriginal Communities ( 1 8/20) 

• Development and Implementation of service Agreements ( 1 8/20) 

Some common reasons why these projects had a significant impact on PHC were: 

• 

• 

• 

• 

• 

• 

• 

strong direction and guidance from Aboriginal people; 

had community support and involvement; 

undertaken by Aboriginal people in accordance with their tenns of reference; 

initiated by those affected to meet identified needs; 

Aboriginal people were in control of the process; 

utilised local skills, knowledge and expertise; and 

undertaken in partnership between Aboriginal people and Anglo-Australians . 
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Clearly the lessons learnt from previous disappointments, cross-culture exposure and PHC 

workshops had began to pay off 

3.3 IMPACT OF INPUT COMPONENTS 

In Chapter 2, Section 3 . 1 ,  I described in detail the various input components that are required 

to implement PHC. An examination of the projects undertaken by Darwin Rural District show 

that they have had a very even impact across all 4 input components. The District has not 

concentrated on any one component to the detriment of another. 

Out of a possible score of 1 1 0 (22 projects X 5 segments per component) each component 

actually scored as follows: 

• As a Philosophy - 78 (71%) 

• As a Strategy - 84 (76%) 

• As an Activity - 82 (75%) 

• As a Service - 8 1  (74%) 

The greatest input has been the use ofPHC as a Strategy, particularly in bringing about: 

• increased community control and participation; 

• provision of culturally appropriate services; 

• development of community based services; 

• a more equitable distribution of resources; and 

• decentralised service delivery. 

Unfortunately the PHC inputs have had very little impact on improving the level and quality of 

infrastructure available on Aboriginal communities. 

3.4 IMPACT ON OUTCOME COMPONENTS 

Chapter 2, Section 3.2 described the various outcomes expected of any successful PHC 

endeavour. Although the projects undertaken by Darwin Rural District have had minimal 

impact on improving PHC infrastructure on Aboriginal communities, they have had a positive 

impact on the other 4 outcome components. Out of a possible score of 88 (22 projects X 4 

segments per component) each component actually scored as follows: 
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• Resources and Needs - 73 (83%) 

• Personal and Social - 72 (82%) 

• Services and Programs - 73 (83%) 

• Community Empowennent - 69 (78%) 

• Infrastructure - 38 (43%) 

The minimal impact on infrastructure is understandable given the funding constraints being 

placed on the Department and the District, and the fact that the District has been responsible 

for providing the majority of the resources. As communities become more empowered, accept 

greater responsibility and take control of their own health service, they will begin to demand 

increased resources and improved infrastructure and the District will need to develop strategies 

to be able to cope with these increased demands. 

4. CONCLUSION 

Each of the 22 projects had the potential to impact on all 20 segments of the PHC Evaluation 

Model. 

Figure 8: Overall District Results of PHC Evaluation 
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In Figure 8 the actual result of each project evaluation has been transferred onto the one PHC 

Evaluation Model to give an overall assessment of how effective Darwin Rural Services has 

been in implementing PHC. A perfect score for effectiveness would have been 440 out of 440 

(22 projects X 20 segments). 

The overall rate of effectiveness for Darwin Rural Services in implementing PHC in Aboriginal 

communities throughout the District is 325 out of 440 or 75%. On the bases of the individual 

and these overall results, I am prepared to state that DARWIN RURAL SERVICES IS 

EFFECTIVELY IMPLEMENTING PHC IN ABORIGINAL COMMUNITIES 

THROUGHOUT ITS DISTRICT. PHC is not just being espoused by the District, they are 

successfully doing it. PHC IS REALITY IN DARWIN RURAL DISTRICT. 

70 



CHAPTER 6 

IMPLICATIONS ASSOCIATED WITH IMPLEMENTING PHC IN 

ABORIGINAL COMMUNITIES: SUGGESTIONS FOR 

I MPROVEMENT 

I. INTRODUCTION 

In Chapter 3,  I discussed Aboriginal cultural beliefs and values in an endeavour to provide the 

reader with an understanding of the difficulties that Darwin Rural District faced in 

implementing PHC to people whose cultural dimensions were very different from their own. In 

Chapters 4 and 5, I discuss the implementation of PHC throughout Darwin Rural District and 

analysed the effectiveness of its implementation. 

In this Chapter I intend to draw on the information and conclusions from Chapters 3, 4 and 5 

to make suggestions on actions the District could take to improve its effectiveness in delivering 

PHC services. The suggestions which follow will address the cultural requirements of 

delivering services to Aboriginal people and impediments to implementing the department's 

PHC policy 

2. CULTURAL IMPLICA TIONS 

The following quote from farrulies at a North-West outstation in Western Australia, expresses 

a strong Aboriginal view of why it is essential for organisations delivering Government 

services, in this case Darwin Rural District, to provide them in a culturally appropriate and 

acceptable manner: 

(Government services) continue with a handout mentality that does not utilise the resources 

of the Abongtnal community. They should use their resources to suppon the Aboriginal way 

of life and make use of natural and cultural resources (the land and the people). Service 

providers predetennine the uselessness of the Aboriginal race, killing us softly with their 

kindness (Manguri and W.A. Council of Social Service, 1994, 29). 
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There are many implications for the Department and Darwin Rural District in organising and 

delivering services to Aboriginal families and groups in a culturally appropriate manner. The 

suggestions that follow will address issues such as: 

• leadership 

• motivation 

• working conditions 

• kinship 

• community control 

• consultation/negotiation 

• management structures 

2.1 LEADERSHIP 

Because of the Aboriginal cultural dimensions of "high power distance" and "high uncertainty 

avoidance" (pages 5 1  and 52), Aboriginal people are more likely to respond to a relatively 

autocratic style of western leadership where clear directions are given and authority held. They 

accept close supervision and are unlikely to challenge a supervisor's instructions. The style 

needs to be that of a "benevolent autocrat" or "father figure". A strong, loud, dictatorial 

approach is not appropriate and will only lead to Aboriginal people giving commitments that 

they are unlikely and probably unable to keep. Conflict of this nature can only be resolved by 

the Aboriginal person leaving (Hamilton, 198 1  ). 

Unlike Anglo-Australians, there needs to be a close personal relationship between Aboriginal 

people and their supervisor for leadership to be successful (Cross Cultural Consultants, 1995). 

How then do we empower Aboriginal people to take on the role of leaders in the western sense 

when it is against their values and beliefs to confront each other and seek power as individuals? 

I believe the answer probably lies in the fonnation of partnerships between Aboriginal people 

and Anglo-Australians, where the Anglo-Australian is used to convey decisions and 

instructions that would otherwise be taboo. For example, the Aboriginal Health Centre 

Manager would use the senior rural nurse at the health centre to issue instructions and to 

counsel people. Although not giving orders directly to Aboriginal people, the Aboriginal 

manager would still be responsible for supervision of staff and the administration of the health 

centre. 
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2.2 MOTIVATION 

Aboriginal people are not likely to be as motivated as Anglo-Australians by status, power, 

challenge, or achievement of departmental goals. They are more likely to be motivated by their 

own personal hierarchy of needs which are not dissimilar to those adopted by Maslow. The 

needs of Aboriginal people in order of importance are likely to be: 

Social Needs: These needs include love, affection, friendship and acceptance. They relate to 

family and kinship structures and in the work situation translate into opportunities to interact 

with others, be accepted, be part of the group, and have friends. Aboriginal people value 

family, kinship structures, respect and social harmony as the most essential aspect of their 

culture (Manguri and W.A. Council of Social Services Report, 1994). Social needs were rated 

as number three i n  importance by Maslow. 

Physiological Needs: These represent basic needs such as air, food, shelter, sex, and relief or 

avoidance of pain. In the work setting, these needs include adequate salary, working 

conditions, breaks, and regular employment. Maslow rated physiological needs as the highest 

priority. Although these basic needs are also important, it would appear that for Aboriginal 

people they do not rate any higher than family, kinship and social harmony. 

Although there are another three classifications of need (Safety Needs, Esteem Needs, and 

Self-Actualisation) it is  the social and physiological needs that dominate Aboriginal life (Cross 

Cultural Consultants, 1995; Aboriginal Deaths in Custody, 1 990; National Aboriginal Health 

Strategy, 1 989). 

I have concluded from the analysis undertaken of Aboriginal cultural dimensions in Chapter 3, 

Section 5. 1 ,  that Aboriginal people will probably be motivated by the following features: 

• ensuring there is a strong and logical link between the task to be undertaken and a 

successful practical outcome; 

• working as part of a team; 

• minimal direct confrontation between aboriginal employees and supervisor; 

• low level of risk taking; 

• receiving praise and recognition; 

• regular employment; 

• recognition of ritual behaviour 

• long tenn relationships; and 

• predicability. 
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A working environment which applies all or most of these features is likely to be successful in 

retaining and motivating Aboriginal employees. 

2.3 WORKING CONDITIONS 

The conditions of service adopted for the Northern Territory Public Service are based around 

the values, beliefs and needs of Anglo-Australians. They do not accommodate the different 

needs of Aboriginal people. We must interpret these conditions flexibly if we wish to motivate 

Aboriginal people to remain at work for any period of time. This flexibility should include: 

• time off for family and ceremonial reasons; 

• increased flexibility in the hours worked; 

• encouragement of group or team processes; and 

• acceptance of spiritual as well as medical reasons for ill-health. 

Salary payments should be linked to seniority and length of service; not performance. Status, 

power and performance do not motivate Aboriginal people. Status, respect and wisdom for 

Aboriginal people come with age and experience. Their own systems ensure that "elders" and 

senior people have the power. An incremental salary system that takes account of years of 

experience and "Aboriginal qualifications" would be more effective and acceptable than the 

current system based on Anglo-Australian values of performance and merit. 

Encouragement, support and culturally appropriate conditions of employment must be made 

available to Aboriginal people for them to become the key deliverers of PHC services on 

communities. Aboriginal Health Workers in particular should be given responsibility to manage 

(in partnership with rural nurses) Aboriginal community health centres. They have the 

knowledge, experience, values and beliefs required for such a task. 

2.4 KINSHIP 

As pointed out in Chapter 3, Section 3 . 1 ,  the aboriginal family extends way beyond the group 

of people they may be related to through "blood" or marriage. Consequently there must be a 

major shift away from our Anglo-Australian concepts of "family" and "community" to that of 

"kinship" as the fundamental determinant of successful design and delivery of services to 

Aboriginal people living on remote communities. 
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Our current approach of adopting our Anglo-Australian concept of family is pressunng 

Aboriginal families and often creating conflict. This conflict is generally related to kinship 

versus community and/or state authority and the resultant stress that builds up between kinship 

and family relationships (Manguri and W.A. Council of Social Services, 1994). 

It is the position of this paper that we must, if we are to be effective in the delivery of PHC 

services to Aboriginal people: 

• recognise that kinship responsibilities will over-ride work related responsibilities; 

• recognise and enhance Aboriginal kinship values; 

• operate in parallel to and consultation with the informal networks of Aboriginal families; 

• reflect an integrated process that supports Aboriginal family values, culture and way of life; 

Our Anglo-Australian desire to develop and provide services to clients as individuals is not 

appropriate when servicing our Aboriginal clients. New and innovative approaches need to be 

found that empower Aboriginal families to improve their own health and well being. 

2.5 COMMUNITY CONTROL 

The National Aboriginal Health Strategy (NAHS, 1989) and the Royal Commission into 

Aboriginal Deaths in Custody (RCADC, 1991) both stressed the need for Aboriginal people to 

control and accept responsibility for their own health services. 

In order to achieve the necessary improvements in Aboriginal health., Aboriginal people 

believe they must again be able to control their destiny and to accept responsibility for their 

own decision making 

(NABS, 1989, x.iii) 

The process by which communities take control of their health services needs to be negotiated 

in accordance with Aboriginal terms of reference. It must be at a pace that allows time to "talk 

and walk", and in a way that utilises Aboriginal systems and power structures. Time and 

resources for all parties need to be available for the negotiation process to be effective. 
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Aboriginal tenns of reference encompass the cultural knowledge, understanding and 

experiences that are associated with commitment to Aboriginal ways of thinlOng, working 

and reflecting. They incorporate specific implicit cultural values, beliefs and priorities from 

which Aboriginal standards are delivered, validated and practiced. These standards "ill 

vary according to the diverse range of cultural values, beliefs, needs and priorities from 

within locaJ settings or specific contexts. 

(Darwin Rural District Business Plan, 1994-95, 4) 

Successfully negotiated community controlled health services should include the following 

features: 

• a process of negotiation that has been undertaken through the political and social structures 

that apply to the particular community; 

• adequately funded services; 

• ongoing and long term training and development for staff; 

• services and programs designed and delivered by the community to meet their needs and 

priorities, and according to their way of life; 

• adequate support and administrative resources provided to manage the service; and 

• flexible funding arrangements that allow for the provision of multi-faceted programs and 

services. 

The handing over of financial control of health services to Aboriginal communities without the 

above features in place can only lead to frustration, conflict and possible failure. 

2.6 CONSULTATION/NEGOTIATION 

There is a distinct difference between consultation and negotiation. Consultation implies that 

Governments will talk to Aboriginal people to gain information or seek advice. There is  no 

onus on anyone to accept the advice or reach agreement. Negotiation on the other hand 

implies that the two parties are on equal terms and that there is  room for change and 

compromise in order to reach agreement. Negotiation rather than consultation should therefore 

be the basis of communication between Aboriginal groups and those who form policy, design 

services, provide funding and deliver services. (Manguri and W.A. Council of Social Services, 

1 994) 
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Negotiation can be difficult because the availability of funding often restricts the options that 

might be available, giving Aboriginal communities little or no room to negotiate improved or 

additional services. 

In undertaking negotiations with aboriginal communities, service providers need to: 

• recognise and understand the rights of Aboriginal people to be included in the decision 

making processes that most effects them; 

• resource the communities in such a way that they will be able to; 

- negotiate real change, 

- utilise their own resources in the design and delivery of services, and 

- become independent; 

• utilise the slcills of local people to assist with the negotiations; 

• seek out the appropriate spokesperson for the individual groups (this may not be the most 

prominent individual); and 

• allow plenty of time to "talk and walk" 

There is no magic fonnula for ensuring successful negotiations. We know however that many 

of our Anglo-Australian traits must be thrown away if we are to have any chance of 

negotiating on equal tenns with Aboriginal people. The traits include being: impatient, loud, 

outgoing and forward, aggressive, competitive and argumentative. 

2. 7 MANAGEMENT STRUCTURE 

Aboriginal people have had few opportunities to be part of the management structure of 

remote health service delivery. Health services at the community level are generally managed 

by Anglo-Australian health professionals. Although there are some rare examples of Aboriginal 

Health Centre Managers, these are the exception and not the rule. At the Government level 

Aboriginal people have had no effective or structured input into the development of policy, the 

determination of priorities, or the development of services. 

Manguri and the W.A. Council of Social Services ( 1 994) in their report arising out of the 

"Aboriginal Value Based Service Design Project" highlighted the following issues in relation to 

developing management committee structures: 

• management structures should be negotiable and allow for an appropriate balance between 

independent management and openness; 
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• be based on appropriate forms of community representation and reflect the needs of 

culturally diverse communities; 
• accommodate community decision making processes as represented for example in the 

authority of the elders; 

• incorporate appropriate representation in respect of gender; 

• recognise that committees must balance a range of expectations of stakeholders - they are 

accountable in administration, responsible for programs, and have obligations to the client 

base consisting of kinship and other community members; and 

• be supported by adequate resources and through the provision of skill training and 

development. 

In addition, the Service Delivery Model detailed at Appendix 3 provides a framework for the 
involvement of Aboriginal people in the management and development of health services. The 

five essential components of this model are: 

• the negotiated development of Service Agreements; 

• the establishment of community health teams; 

• the identification of program managers; 

• the continuation of the District Management Team; and 

• the establishment of a Darwin Rural District Aboriginal Health Advisory Board. 

Aboriginal people will never have a say in the development of policies, the setting of priorities 

and the delivery of services unless they are placed in positions of influence. The Department 

must set up formal structures such as Advisory Committees to ensure Aboriginal people have a 

say in the development of policies and begin to employ qualified Aboriginal people as 

managers of the health centres so that they can be in control of service provision. Only then 

will Aboriginal people be able to manage and control the provision of services required to 

bring about an improvement in their own health and well being. 

3. POLICY IMPLICA TIONS 

In Chapter 4, Section 3, I provided some detail of the efforts that have been made by the 

Department to develop and implement PHC policy. I also observed that this policy has not 

been effectively implemented. 
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A number of strategies need to be considered if PHC policy is to be effectively implemented 

throughout the Department. The suggested strategies include: 

• on-going consultation with users ofthe service in the development of the policy; 

• the policy needs to be clearly promulgated and annunciated throughout the Department so 

that no-one is in doubt about its authority or the Department's commitment to it : 

• workshops should be held throughout the Department so that staff have a clear 

understanding of the policy and its implications; 

• there should be a major commitment to the trammg and development of Aboriginal 

workers (Aboriginal Health Workers, Aboriginal Nutrition Workers, Aboriginal Mental 

Health Workers, etc) working in remote communities; 

• all staff should be exposed to cross-cultural training with priority given to those providing 

direct services to Aboriginal clients (This is the current policy of the Department, but had 

not been implemented as at the end December 1 994 ); 

• a specific unit of the Department should be given responsibility for developing and 

monitoring the implementation of PHC policy; and 

• regular monitoring of the effectiveness of the policy should be linked to specific outcomes 

related to: the process (refer to the outcome components of the PHC Evaluation Model); 

and improved health outcomes. 

4. CONCLUSION 

In Chapter 5, I concluded that Darwin Rural Services had been effective in implementing PHC. 

As suggested in this Chapter there is still a great deal that can and should be done. The greatest 

improvements will come about by understanding and addressing the cultural requirements of 

delivering services to Aboriginal people. 

Having developed the policies and ensured there implementation throughout the Department, 

the effective implementation of PHC will not be achieved unless the services are provided in 

accordance with "Aboriginal terms of reference". 

Do we have the will and the fortitude to continue to break down the barriers, challenge the 

system and implement change? If the achievements of Darwin Rural Services are a guide then 

the answer is yes. 
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1. SUMMARY 

CHAPTER 7 

CONCLUSION 

Chapter 1 defined this study's purpose and clarified that it was not an attempt to examine how 

effective PHC was in improving the health status of Aboriginal people or to analyse the 

reasons for their poor health status. Background to the review followed, describing the nature 

of Darwin Rural District including its geographical and demographical features, the current 

state of Aboriginal health in the Northern Territory and the reasons for PHC being so crucial to 

improving the health status of Aboriginal people. 

In Chapter 2, a review of relevant literature was undertaken to examine the birth of PHC and 

identify its key components. International and National commitments to PHC and the reasons 

for its acceptance were also reviewed. Various components of PHC were identified and an 

examination of these components followed. A model for evaluating PHC was developed from 

this examination. The Chapter concluded that the model could be used to evaluate the extent 

to which different projects and initiatives might impact or have impacted on PHC. 

Chapter 3 introduced the added complexity of Darwin Rural District providing services to 

people from a different cultural background. The origin and equity of Aboriginal people were 

briefly described as were many aspects of Aboriginal culture. An empirical model developed by 

Hofstede to analyse different cultures was introduced and subsequently used to analyse the 

differences between Anglo-Australian and Aboriginal culture. It concluded that PHC could not 

be successfully implemented in Aboriginal communities unless services were developed and 

delivered in accordance with Aboriginal beliefs, values and customs. 

The history of Darwin Rural District between 1986 and 1 994 and the development of an 

Aboriginal health and PHC policy during that time was presented in Chapter 4. A detailed 

analysis of Darwin Rural's attempts at aligning itself with PHC practice followed and the 

Chapter concluded that the District had both organisationally and philosophically changed. 
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Chapter 5 utilised the PHC Evaluation Model to evaluate a large number of District projects 

and initiatives. The purpose of the evaluation was to determine whether PHC had been actually 

implemented in Aboriginal communities throughout Darwin Rural District. The evaluation 

concluded that the District had been 75% effective in implementing PHC. 

Chapter 6 drew on all the information and conclusions of the previous Chapters. It made a 

number of suggestions to address the cultural requirements of delivering services to Aboriginal 

people and impediments to implementing departmental PHC policy. It concluded that the 

future looked bright. 

2. PHC SYSTEMS 

This study started out by focusing on The Alma-Ata Declaration (refer Appendix 1 and in 

particular Chapter 2). That Declaration recognised that primary care "reflects and evolves from 

the economic conditions and socio-cultural and political characteristics of a country and its 

communities . . . .  " (WHO, 1978, 4). The characteristics of each PHC system can therefore be 

unique between countries, and between communities within the same country depending on 

there historical, political, cultural, and economic characteristics (Starfield, 1 992). The fact that 

there is not one all embracing PHC system has a number of significant implications for HACS 

and Darwin Rural District. These are: 

1 .  A project, program or service that works and is effective in one community or District may 

not work elsewhere. 

2. Services and programs need to be adapted to meet the different socio-economic conditions 

of communities. 

3. There needs to be political support for PHC if it  is  to be successfully implemented. Political 

support relates to National, Statefferritory, Local and Community governments. 

What ever the system of PHC, there are a number of generic issues which must be faced. This 

study has identified those issues and developed a model that can be used across communities 

and across countries to evaluate whether PHC is being effectively implemented. The reader 

should refer to Chapter 3 for details of the model and Chapter 5 to assess its use as an 

evaluation tool. 
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3. A VISION OF THE FUTURE 

A vision is important because when shared by others it can move mountains and change the 

course of history. Just ask those who were moved to action by the words of Martin Luther 

King. Although I do not profess to be a Martin Luther King, I will conclude this study by 

giving my vision of how I see future PHC services being delivered to Aboriginal communities 

throughout Darwin Rural District. 

There will be a Darwin Rural Aboriginal Health Board with legislative responsibility to provide 

health services throughout the District. The majority of its members will be Aboriginal and 

elected by the communities and chaired by an Aboriginal person. 

A District Manager (also Aboriginal) will be responsible to the Board and carry out its 

directions. The District will employ few staff direct and its major roles will be as a funding 

provider and a resource group to non-government organisations (NGOs). Community based 

service provision will be contracted out to communities in accordance with negotiated Service 

Agreements. District staff and resources will provide: funding and administrative support to 

NGOs; a professional support and liaison role to community based staff; some direct generic 

and statutory services, eg hearing, eye, dental, allied health, welfare etc; and an audit role in 

relation to quality assurance and the maintenance of standards. 

All major communities within the District will be responsible for and in control of their own 

community based health services. There will be an Aboriginal manager, accountable to the 

Community Council or other community organisation, responsible for overall services delivery 

at the community level, and a Senior Aboriginal Health Worker in charge ofthe health centre. 

Communities will be adequately resourced to provide services and programs in accordance 

with agreed identified needs and priorities. Conditions of service for community based staff will 

accord with their cultural beliefs and values. 

The vision above is achievable and Darwin Rural Services have the expertise, the motivation 

and the desire to make it a reality. 
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4. EPILOGUE 

I hope that this study entices others to test the validity of my model or even the validity of my 

conclusions. Maybe they can add other areas for research or policy development . 

What I do know is that very little research has been undertaken in relation to Aboriginal 

cultural dimensions and their effect on management practice. The work I have done in this 

study has only just scraped the surface. 

Maybe those who read this study will be stimulated enough to take up the challenge of either 

further developing the PHC Evaluation Model or researching the effect of Aboriginal culture 

on management practice. 
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APPENDIX 1 

DECLARATION OF A LMA-AT A 

The International Conference on Primary Health Care, meeting in Alma-Ata this twelfth day of 
September in the year Nineteen hundred and seventy-eight, express the need for urgent action 
by all governments, all health and development workers, and the world community to protect 
and promote the health of all the people ofthe world, hereby makes the following Declaration 

I 

The Conference strongly reaffirms that health, which is a state of complete physical, mental 
and social well-being, and not merely the absence of disease or infirmity, is a fundamental 
human right and that the attainment of the highest possible level of health is a most important 
world-wide goal whose realisation requires the action of many other social and economic 
sectors in addition to the health sector. 

I I  

The existing gross inadequacy in the health status of people particularly between developing 
countries as well as within countries is politically, socially and economically unacceptable and 
is, therefore, of common concern to all countries. 

I l l  

Economic and social development, based on a new International Economic Order, is of basic 
importance to the fullest attainment of health for all and to the reduction of the gap between 
the health status of the developing and developed countries. The promotion and protection of 
the health of the people is essential to sustained economic and social development and 
contributes to a better quality of life and to world peace. 

lV 

The people have the right and duty to participate individually and collectively in the planning 
and implementation of their health care. 

v 

Governments have a responsibility for the health of their people which can be fulfilled only by 
the provision of adequate health and social measures. A main social target of governments, 
international organisations and the whole world community in the coming decades should be 
the attainment of all peoples of the world by the year 2000 of a level of health that will permit 
them to lead a socially and economically productive life. Primary health care is the key to 
attaining this target as part of this development in the spirit of social justice. 
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Vl 

Primary health care is essential health care based on practical, scientifically sound and socially 
acceptable methods and technology made universally accessible to individuals and families in 
the community through their full participation and at a cost that the community and the country 
can afford to maintain at every stage of their development in the spirit of self-reliance and self
determination. It fonns an integral part both of the country's health system, of which it is the 
central function and main focus, and of the social and economic development of the 
community. It is the first level of contact of individuals, the family and the community with the 
national health system bringing health care as close as possible to where people live and work, 
and constitutes the first element of a continuing health care process. 

Vll 

Primary health care: 

1 . reflects and evolves from the economic conditions and socio-cultural and political 
characteristics of the country and its communities and is based on the application of the 
relevant results of social, biomedical and health services research and public health 
expenence; 

2. addresses the main health problems in the community, providing promotive, preventive, 
curative and rehabilative services accordingly; 

3 .  includes at least: education concerning prevailing health problems and the methods of 
preventing and controlling them; promotion of food supply and proper nutrition; an 
adequate supply of safe water and basic sanitation; maternal and child health care, including 
family planning; immunisation against major infectious diseases; prevention and control of 
locally endemic diseases; appropriate treatment of common diseases and injuries; and 
provision of essential drugs; 

4. involves in addition to the health sector, all related sectors and aspects of national and 
community development, in particular agriculture, animal husbandry, food industry, 
education, housing, public works, communication and other sectors; and demands the 
coordinated efforts of all these sectors; 

5. requires and promotes maximum community and individual self-reliance and participation 
in the planning, organisation, operation and control of primary health care, making fullest 
use of local, national and other available resources; and to this end develops through 
appropriate education the ability of communities to participate; 

6. should be sustained by integrated, functional and mutually supportive referral systems, 
leading to the progressive improvement of comprehensive health care for all, and giving 
priority to those most in need; 

7. relies, at local referral level, on health workers, including physicians, nurses, midwives, 
auxiliaries and community workers as applicable, as well as traditional practitioners as 
needed, suitably trained socially and technically to work as a health team and to respond to 
the expressed health needs of the community. 
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V I I I  

All governments should formulate national policies, strategies and plans of action to launch and 
sustain primary health care as part of a comprehensive health system and in coordination with 
other sectors. To this end, it will be necessary to exercise political will, to mobilise the 
country's resources and to use available external resources rationally. 

IX 

All countries should cooperate in a spirit of partnership and service to ensure primary health 
care for all people since the attainment of health by people in any one country directly concerns 
and benefits every other country. In this context the joint WHOIUNICEF report on primary 
health care constitutes a solid base for the further development and operation of primary health 
care throughout the world. 

X 

An acceptable level of health for all the people of the world by the year 2000 can be attained 
through a fuller and better use of the world's resources, a considerable part of which is now 
spent on armament and military conflicts. A genuine policy of independence, peace, detente 
and disarmament could and should release additional resources that could well be devoted to 
peaceful aims and in particular to the acceleration of social and economic development of 
which primary health care, as an essential part, should be allotted its proper share. 

*** 

The International Conference on Primary Health Care calls for urgent and effective national 
and international action to develop and implement primary health care throughout the world 
and particularly in developing countries in a spirit of technical cooperation and in keeping with 
a New International Economic Order. It urges governments, WHO and UN1CEF, and other 
international organisations, as well as multilateral and bilateral agencies, non-government 
organisations, funding agencies, all health workers and the whole world community to support 
national and international commitment to primary health care and to channel increased 
technical and financial support to it, particularly in developing countries. The Conference calls 
on all the aforementioned to collaborate in introducing, developing and maintaining primary 
health care in accordance with the spirit and content of this Declaration. 
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APPENDIX 2 

THE KEY ELEMENTS REQUIRED OF AN EFFECTIVE PHC MODEL 

LITERATURE SEARCH 

INTRODUCTION 

The Declaration of Alma-Ata defined PHC in relatively general terms and as a consequence it 
has been described as many things and there is much debate over just what it is. Is it an 
approach as well as a concept (Ebrahim and Ranken, 1988; Johnson, Undated)? Is it a health 
systems policy model (National Centre for Epidemiology and Population Health, 1992)? 
Should it be selective PHC (vertical programs, narrow function, centrally administered; eg, 
Environmental Health, Communicable Diseases, Family, Youth and Children's Services) or 
comprehensive PHC (basic health service infrastructure development, community health 
workers, community health centres, community programs)? 

Is it little wonder that the development ofPHC in both developed and industrialised countries 
have been fraught with difficulty? The major problem is that the concept has been understood 
too narrowly (Vuori, 1984; National Centre for Epidemiology and Population Health, 199 1 ;  
Ebrahim and Ranken, 1988; Taylor, 1992; Godinho, 1990; Sinha and Kumar, 1989). 

The purpose of this Appendix is to briefly summarise various interpretations taken from the 
literature as to the components, features and standards required to implement essential health 
care services in accordance with the Primary Health Care (PHC) philosophy expressed in the 
Alma-Ata Declaration. 

These summaries are examined and analysed in Chapter 2 of this Dissertation to assist the 
writer in develping a model that can be used to detrmine the extent to whichr PHC has been 
successfuly implementation throughout Darwin Rural District. 

SUMMARY OF PHC LniRAnnffi 

1.  PRIMARY HEALTH CARE: REPORT OF 11IE lNTERNA TIONAL CONFERENCE AT ALMA

ATA (WHO, 1978, 1-6) 

As stated at the beginning, the Declaration of Alma-Ata was cast in relatively general terms. 
There are however a number of key goals that can be drawn from it and these are summarised 
as follows: 

i) It addresses the main health problems in a community by providing promotive, 
preventative, curative and rehabilitative services. 

ii) The essential activities should include at least: 
• education concerning prevailing health problems and the methods of preventing and 

controlling them; 
• promotion of food supply and proper nutrition; 
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• an adequate supply of safe water and basic sanitation; 
• maternal and child health care, including family planning; 
• immunisation against the major infectious diseases; 
• prevention and control of locally endemic diseases; 
• -appropriate treatment of common diseases and injuries; and 
• provision of essential drugs. 

iii) It involves, in addition to health, a great many other sectors, in particular education., 
housing, public works, essential services and others; and demands the coordination of all 
of these. 

iv) Full participation by people and communities, either individually or collectively, in the 
planning, organisation, operation and control ofPHC is essential. 

v) It should give priority to those most in need and ensure a continuity of care. 
vi) It relies on a health team consisting of doctors, nurses, community health workers, allied 

health professional and auxiliaries, as well as traditional healers as needed, to respond to 
the expressed health needs of the community. 

vii) Services should be universally accessible and delivered as close as possible to where 
people live and work. 

viii) Services should be delivered at a cost that the community and country can afford. 
ix) Policies, strategies and plans of action to launch and sustain PHC should be formulated by 

governments. 

2. PRIMARY HEALTH CARE: REORIENTATING ORGANISATIONAL SUPPORT (EBRAHIM 
AND RANKEN, 1988, 18-19) 

Ebrahim and Ranken have researched and examined PHC practices in many countries 
throughout the World and, as a result of that experience, describe a number of processes and 
standards that have had a positive influence in the implementation of PH C. A summary of these 
follows: 

i) At least 80% of the population should have accessible access to essential health care. 
ii) There should be equity in the delivery of services and those being served - high quality 

health care is not just for urban centres or the elite. 
iii) Epidemiological studies undertaken in communities are the guiding principles in planning. 
iv) Health infrastructure (health centres, housing etc) has been developed to ensure that health 

care is provided inside the home, in communities and urban neighbourhoods. 
v) Health Teams consisting of auxiliaries, health aides and community health workers are the 

providers of the health service. 
vi) Availability and accessibility to basic health services is the main focus of the health services. 
vii) Utilisation of simple technology with emphasis on self-reliance is the pattern of health care. 
viii) Decisions are made on health matters, not by distant bureaucrats but, as a result of 

community involvement and participation. 
ix) The main thrust of research should be relevant to local health needs and including 

epidemiology, social epidemiology and development of appropriate technology. 
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3. IMPROVING AUSTRALIA'S HEALTH: THE ROLE OF PRIMARY HEALTH CARE 
(NATIONAL CENTRE FOR EPIDEMIOLOGY AND POPULATION HEALTH, 1991, 19-21) 

The Centre sees PHC as a systems policy model, a framework for thinking about health system 
problems and possible initiates. This model incorporates certain prescriptive norms about 
health care practice and certain projections about the kinds of outcomes that will follow if the 
norms are realised. 

The Centre describes the norms of PHC in terms of four basic principles. These are: 

i) Collaborative Networking: This principle envisages diverse PHC agencies, extending 
vertically as well as horizontally, working as a coordinated, self-conscious network with a 
common purpose. 

ii) Consumer and Community Involvement: This principle implies the active engagement 
of communities in planning and action around their health needs. Planning can be 
associated with personal episodes of illness or the management of services. 

iii) Balancing of Health Care Priorities Between the Micro and Immediate Needs on the 
One Band and the Macro and Longer Term Needs on the Other: This principle 
highlights the importance of balance and continuity across: 
• prevention, as well as diagnosis and cure, 
• people's lives and their quality of life, as well as episodes of specific illness, 
• the health of families, communities and populations, as well as that of individuals, 
• social, institutional and cultural strategies for better health, as well as biomedical 

strategies. 
iv) A Partnership Relation With the Secondary and Tertiary Sectors: This principle 

emphasises a respectful collaboration based on a sharing of perspectives and priorities as 
well as functional cooperation. 

This model contends that if the above norms are realised then certain changes will follow; viz: 

• the total social effort towards improvements in population health would be more effective, 
efficient and equitable; 

• the rationing of the limited resources for health care across the potentially limitless range of 
applications would be achieved more rationally and equitably; and 

• programs of care for people with chronic illness would be better coordinated and more 
suited to the individual needs of each person. 

4. SURVEILLANCE FOR EQUITY IN PRIMARY HEALTH CARE: POLICY IMPLICATIONS 
FROM INTERNATIONAL EXPERIENCE (TAYLOR, 1992, 1043-1 049) 

The Alma-Ata Declaration implies a commitment to promote equity. This article by Carl 
Taylor which describes a number of studies carried out in China (Taylor et al, 1991 ), India 
(Kielmann et al, 1983) and Kenya (Were, 1982), shows that health agencies can promote 
community based surveillance programs for equity to focus low-cost interventions on priority 
needs. This study also concluded that simply adding more services contributes less than 
reaching families with the greatest health problem. 
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The main elements identified as being essential to implement successful programs based on 
equity are: 

i) There should be a systematic monitoring system the registers the health status of all 
families. This system should ensure that: 
• community based priorities are assessed on the basis of available information and 

simple surveys (information in relation to fertility, mortality and approximate causes of 
death are seen as adequate for this purpose); 

• focus of services is on high risk groups among whom health problems are concentrated; 
• there is prompt feedback to the community for action on the identified problems; 
• the data is delivered in a simple and easily understood form; 
• families are visited at least once a year to ensure all groups are covered; and 
• feedback is provided to administrators, community leaders and health professionals to 

determine priorities or adapt interventions in a collaborative way. 
ii) Simple and low cost interventions should be used to reach those at greatest risk, for 

example, mass immunisation, screening and peer pressure from within the community. 
iii) Interaction of all components of the health services (curative, educative and preventive) is 

essential, particularly where conditions are worst. 
iv) Community participation is essential in setting priorities and focusing activities. 
v) Surveillance indicators should be simple and measurable. 
vi) Health research should be capable of being adapted to local needs with equity being a 

primary goal. 

5. INNOVATION IN PRIMARY HEALTH CARE: CoMMUNITY HEALTH SERVICES IN 
MEXICO AND THE UNITED STATES (SHERRADEN AND WALLACE, 1992, 1433-1443) 

This study by Sherraden and Wallace analyses efforts undertaken in Mexico - the IMSS
COPLAMAR program (renamed IMSS-Solidaridad) - and the United States - The Community 
Health Centres program - to expand PHC to previously under-served populations during the 
past 30 years. It analyses common antecedents, contexts of change, elements of the innovation, 
problems with entrenched interests, and resources that have allowed both programs to survive 
in difficult environments. There is evidence that both programs were successful in improving 
health services (Sherraden, 1989; Freeman et al, 1 982). 

The lessons learnt from this study are summarised as follows: 

i) Success was brought about by rapid and not incremental change. 
ii) Services were designed to serve a particular area and made available to all, regardless of 

ability to pay. 
iii) Services were provided in an interdisciplinary group practice that included doctors, nurses, 

community health workers, nutritionists, social workers and health technicians. 
iv) Community participation and the empowerment of people were the keys to success. The 

means by which this occurred included: 
• locally elected health committees being fonned to oversee the community health 

program; 
• community people being involved as volunteers and health committee members; and 
• community people being trained and encouraged to obtain skills to work in the health 

centre. 
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v) Resistance can be expected at local, professional and bureaucratic levels because of the 
threat to their particular power bases. 

vi) Health activities must be responsive local needs and vary in accordance with the 
geographic, economic, social and political variations of communities. 

vii) Services must also address the broader health issues such as prevention of health problems 
associated with malnutrition, poor housing, environmental hazards, and alcoholism and 
drug abuse. 

viii) Bureaucratic services must be coordinated 

The authors warn that the institutionalisation of programs requires that they operate without 
disrupting state bureaucracies and established political relationships and as a result it is 
extremely difficult to move away from traditional models of health care. 

6. TIPPING THE BALANCE TowARDS PRIMARY HEALTH CARE: MANAGING CHANGE AT 

THE LOCAL LEVEL (GoDINHO, 1990, 41-52) 

This article by Godinho addresses the problem of managing change at the local level, by 
focusing on the experience of the research and action project 'Tipping the Balance Towards 
Primary Health Care'. It includes some characteristics of the actors and forces under which 
local services operate, pointing to some opportunities and constraints in managing change and 
development, as well as organisational relationships in the field ofPHC. 

The major areas requiring change are identified as: 

i )  Restructuring strategies are required to ensure that priority is given to decentralisation at 
the local level. 

ii) Health indicators need to be developed and utilised to allocate and monitor resources. 
iii) Revised staff development, training and education strategies are required to improve the 

interactive skills of the workforce (WHO, 1988). 
iv) Creation of strategies to facilitate an increase in community participation. 
v) Lessening the domination of the hospital as the focus of the medical care system, and the 

perception that health as just a medical problem. 
vi) Cooperation and not competition must be the basis of intersect oral relations. 

The paper also raises a number of issues relating to funding, in particular: 

• local community services are generally the most underfunded; and 
• it may not be possible to reduce total expenditure on health, because there is a natural 

trend pushing this expenditure up; demographic changes, changes in disease patterns, 
increased public awareness about the effectiveness of emerging health care technologies all 
point towards increased health care utilisation. 
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7. ADDRESSING NATIONAL AND REGIONAL HEALTH NEEDS: A FRAMEWORK FOR 
HEALTH PLANNING (STANTON, CLEMENTS AND BLACK, 1992, 23-36) 

Although the Alma-Ata Declaration appears to have contributed to improvements in selected 
health outcomes, changing circumstances in many developing countries may now require a 
more flexible and country-specific approach to health care programming. 

This article by Stanton et al. argues for the development of a pragmatic framework: to 
articulate problems that should be addressed in the development of national health programs; 
and, to organise concepts and methodologies to address these problems. 

Of particular relevance was the identification of the following limitations of the PHC approach: 

i) The decline in the mortality rates in the least developing countries has not been as great as 
originally anticipated (Behm-Rosas, 1987). Possible explanations for this are; 

• attention to certain demographic and epidemiological features may have rendered 
intervention less effective than originally projected, eg although the majority of 
childhood deaths occur at infancy most of the current interventions only impact on the 
mortality of older infants and children; 

• the delivery of interventions has not been as successful as originally anticipated because 
of constraints in their delivery and utilisation (Wolffer, 1988), eg simple interventions 
may not be accepted because of an inadequate knowledge base regarding cultural 
beliefs and practices which were not accounted for in the design of the intervention; 
and 

• misconceptualisation of interventions may substantially compromise impact, eg failure 
to recognise the importance of curative care as complementary to preventative care 
would seriously undermine many programs 

ii) Inadequacy of childhood mortality rates as the sole indicators of the health of a 
population. The reasons given for this are: 

• the focus on childhood mortality implicitly imposes on recipient countries a philosophic 
stance with which they may not agree, eg survival is a higher priority than quality of life 
and survival of children is a higher priority than survival of adults (Cassidy, 1987) 

• an exclusive focus on childhood mortality will overlook problems associated with 
chronic diseases, particularly those related to substance abuse and environmental 
hazards; and 

• where substantial reductions have been made in childhood mortality, additional 
reductions might require an enormous investment of resources for few saved lives 
(Chen, 1986). 

8. CoMMUNITY ORIENTATED PRIMARY CARE: 1HE CORNERSTONE OF HEALTH CARE 

REFORM {WRIGHT, 1 993, 2544-2547) 

The current high-cost health care delivery system, which places greater emphasis on acute 
hospital care than on community-based primary and preventative care, is no longer viewed by 
policy makers, politicians, and the American public as the ideal model for organising and 
providing health care services. 
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In order to adequately address problems of cost, access and equity, reform proposals will need 
to consider delivery models that create a balance between medical care and health care, 
between public health and personal health care, and between curative and preventative health 
care. 

Wright puts forward the proposition that the community-based primary care model and the 
discipline of community and socially responsive medicine may be the pivotal point for 
reforming the health care system in America. It will make the health care system more rational, 
accountable, appropriate, and socially relevant to the public. 

The requirements of this model are: 

i) a community-based primary care practice� 
ii) an identified population or community for which the practice assumes responsibility for 

effecting change in health status; and 
iii) a planning, monitoring and evaluation process for identifying and resolving health 

problems. 

The key elements of the model are: 

i) use of applied epidemiology to assess community health problems; 
ii) collaboration with community leaders and residents to identifY needs, prioritise resources, 

and plan intervention strategies; and 
iii) reliance on program evaluation and outcomes research to progressively and systematically 

modify the health care services and to redirect health care resources. 

Impediments to the provision of community-based primary care are seen to be: 

i) the pressure on financial resources that facilitated the adoption of a medical model; 
ii) competition instead of cooperation and collaboration between the various sectors; and 
iii) training and education focusing mainly on competency skills and biomedical technology. 

9. DEVELOPING A PRIMARY HEALTH CARE MANAGEMENT INFORMATION SYSTEM 11IA T 

SUPPORTS THE PURsUIT OF EQUITY, EFFECTIVENESS AND AFFORD ABILITY {BUSEIN, 

ADEYI, BRYANT AND CARA, 1993, 585-596) 

Husein et a1 review the experience of the Aga Khan University in developing a series of 
community-based, urban PHC systems in Karachi. A key factor in these developments has been 
the management information system and the article examines the effectiveness of this system in 
bring about the goals ofPHC. 

The article describes the key goals ofPHC as: 

i) equity: universal coverage and care according to need� 
ii) effectiveness: that the system has a favourable impact on mortality and serious morbidity; 
iii) affordability: that the system is within the budget reach of government and communities; 
iv) that services should be promotive, preventative, curative rehabilative; 

v) the system being socially and culturally acceptable; 

102 



vi) that communities are active participants in the development and implementation of the 
system; 

vii) that approaches to problems should be multi-sectoral where feasible; and 
viii) the system should be compatible with larger systems of a region or country. 

The article goes on to describe the role of information systems in PHC as: 

• identifying who is to be served, what are their needs, and where they are; 
• identifying problems in implementation; 
• monitoring progress; 
• showing whether the program is having an effect, including impact on health status; and 
• showing the cost of providing the service. 

1 0. MANAGEMENT DEVELOPMENT FOR PRIMARY HEALTH CARE: A FRAMEWORK FOR 

ANALYSIS (CASSELS AND JANOVSKY, 1991, 109-124) 

Strengthening management has been widely promoted as a critical component of any strategy 
concerned with improving the implementation ofPHC (Janovsky, 1988). This article by 
Cassels and Janovsky presents a simple conceptual framework that can guide analysis and help 
program planners review the options, opportunities and limitations of management 
development programs. In analysing the various management development strategies, they also 
point out that existing organisational structures and management systems do not accommodate 
functions critical to the implementation ofPHC. 

IfPHC is to be fulfilled, structures and systems will need to: 

i) promote the equitable distribution of resources available for health care; 
ii) facilitate managerial and financial integration of health programs; 
iii) encourage the participation of other sectoral agencies and relevant public and private 

organisations in the implementation of health-related strategies; 
iv) promote the scrutiny of all development initiatives for their impact on and relationship to 

health status; and 
v) strengthen or establish sustainable institutions, with recognised channels of influence, in 

which dialogue and negotiation between health care providers and beneficiaries can take 
place. 

Cassels and Janovsky also point out that generally health systems that function in this way are 
rare. 

11. SERVICE MANAGEMENT: A NEW ZEALAND MODEL FOR SmiTING THE BALANCE 

FROM HOSPITAL TO COMMUNITY CARE {MALCOLM, 1991, 24-35) 

New Zealand's health system has undergone a radical reform in recent years. The 
organisational structure which is based upon general management is moving away from 
institutional towards service or program management. This is a major paradigm shift in health 
services management that could have major implications for a shift from hospital to 
community-based care and from secondary to PHC. 
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A number of models are identified as being alternatives to the current structure, viz: 

i) the division between hospital.s and community care, which is essentially about the place of 
care, is no longer appropriate as it offers no place for PHC: 

ii) an alternative model is the division of the health system between primary and secondary 
care which transfers responsibility for care between providers in each service division; 

iii) a combination of both the above models which sees PHC being based in both the 
community and the hospital, and secondary care likewise; and 

iv) PHC in this model consists of two parts, one being the informal or self-care component 
which is closely related to the community, and the other part ofPHC is the statutory and 
private and voluntary sectors which consist of general practitioners, nurses, pharmacists 
and others providing PHC services. 

12. PRIMARY HEALTH CARE IN SOUTH AUSTRALIA: A DISCUSSION PAPER (SA HEALTH 

COMMISSION, 1988) 

The South Australian Health Commission produced a discussion paper in 1988 as a means of 
explaining the context for the development of a PHC Policy and Strategic Plan. In particular it 
summarised PHC as follows: 

• has a philosophy of: 

• uses strategies based on: 

Primary Health Care 

• social justice and equity 
• a social view of health 
• self responsibility 
• international solidarity 

• needs based planning 
• decentralised management 
• accessible, acceptable and affordable 

services 
• appropriate education of health 

workers/community 
• intersectoral action/cooperation 
• appropriate technology 
• local control 
• redistribution of resources 
• legislative reform 
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• includes activities like • health education 
• food supply and proper nutrition 
• safe water and basic sanitation 
• maternal and child health care 
• immunisation 
• prevention and control of endemic 

disease 
• basic treatment of health problems 
• provision of essential drugs 
• mental health care 

• provides services in: • health promotion 
• illness prevention 
• treatment 
• rehabilitation 

• is undertaken by: • a variety of health workers 
• family members 
• lay people 

13. BUILDING A PICfURE: PRIMARY HEALTH CARE SUB-SET 1 (BETTER HEALTH 

PROGRAM, 1991) 

The Better Health Program has reinterpreted the PHC policy model in terms of a set of 
standards (and indicators) which describe what PHC in practice would look like. These 
standards can be used to evaluate existing practice. 

The following standards are what they drew up: 

Standards Relating to Personal Health Care 

i) Resources and Needs: 

There is a full range of resources and expertise accessible locally, in a mix and at a level 
which corresponds to local needs. 

ii) Personal and Social Context: 
Personal health care is conceived by the providers (and is experienced by the consumers) 
as taking into proper consideration personal values and life hopes and the family and the 
social context . 
The technical requirements of personal health care are met in ways that also contribute to 
developing personal resources and strengthening the communities of which the consumers 
are a part. 

iii) Continuity of Care: 
There is a continuity of care within and between personal episodes of illness and across 
episodes of illness within families. 
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iv) Relations with Secondary and Tertiary Services: 
There are opportunities and support for communication and collaboration between PHC 
personnel and personnel in the secondary and tertiary sectors. This support relates to 
common involvement in programs of care for the same individuals, families and 
communities. 
PHC personnel are in a position to ensure that Standard Two is observed in tertiary and 
secondary settings. 

v) Quality Assurance: 
PHC practitioners are participating in quality assurance activities. These encompass the 
technical standards specific to different disciplines. There are also opportunities for 
reflecting on an interdisciplinary basis on programs of care provided to individuals, 
families and communities. 

vi) Consumer Involvement: 

Patients (consumers) participate actively in their own health care to a degree with which 
they are comfortable and are fully supported in doing so. 
There are opportunities and support for consumer and community involvement in the 
planning, management and evaluation of the health services used by them. 

Standards Relating to Population Oriented Health Programs 

vii) Health Promotion Programs: 
There is a range of programs operating to maintain and improve the health chances of 
people in localities and communities. This range of programs corresponds too local and 
community needs. 

viii) Addressing Both the Immediate Risk Factors and the Broader Social Context: 
Programs may aim to improve people's health chances by addressing individual risk 
factors or particular environmental hazards. They do so in ways that also address 
underlying structures and practices which determine people's exposures to hazards and 
their opportunities with respect to better health. 

ix) Empowering the Community Building: 
Programs which aim to improve people's health chances do so in ways that are also 
empowering and community building. 

x) The Health Promotion Partnership: 
Health promotion programs which are developed and delivered centrally incorporate a 
complimentary and properly resourced role for local PHC personnel in their 
implementation. 

xi) Local Consultation in Health Promotion: 
Programs aiming to improve health in particular localities and communities incorporate 
opportunities for local and community input in the planning, implementation and 
evaluation of the programs. Such input should come from local PHC personnel and from 
the communities the health programs are designed to promote. 

xii) Community Participation: 
Opportunities are provided for organisations and individuals in local communities 
(including consumers) to develop an overview of health planning issues. This should 
encompass health care needs, health promotion opportunities and health funding 
pressures relating to their communities. They should be able to participate at an area-wide 
level in determining priorities and strategies. 
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14. INTER-PROFESSIONAL COLLABORATION IN PRIMARY HEALTH CARE 0RGAN1SATIONS 
(GREGSON ET AL., 1991) 

As distinct from the references above, this paper relates to one specific element of PHC - the 
need for professional collaboration 

This paper presents some results from the Study oflnter-professional Collaboration in Primary 
Health Care Organisations conducted by the Health Care Research Unit, University of 
Newcastle upon Tyne. The study focuses on three groups of health professionals: district 
nurses, general practitioners and health visitors, with the purpose of determining the extent of 
collaboration amongst these professional groups, within PHC organisations in England. 

Of particular importance were the resultant definitions for the various stages of collaboration: 

i) Isolation: Members who never meet, talk or write to one another. 
ii) Encounter: Members who encounter or correspond with others but do not interact 

meaningfully. 
iii) Communication: Members whose encounters or correspondence includes the 

transference of information. 
iv) Partial Collaboration: Members who act on that information sympathetically, participate 

in patterns of joint working, subscribe to the same general objectives as others on a one
to-one basis in the same organisation. 

v) Full Collaboration: Organisations in which the work of all members is fully integrated. 

The study found the level of collaboration, between the general practitioner, the nurse and the 
health visitor in England, was low. They also identify the following variables as being most 
likely to impact on the extent of collaboration: 

i) Structure Variables: These include: the official working relationships of the 
professionals, where they are based, the number of people they work with, how long they 
have known one another and the percentages of time they spend working with patients or 
clients whom they have in common. 

ii) Process Variables: These include meeting, consulting and referring patients and the use 
of nursing and medical records. 

iii) Intermediate Outcome Variables: These might include the personal relationship 
between the members of the unit, whether they comment on one another's work, whether 
they felt the referrals they received were appropriate, leading issues and whether they 
understood one another's responsibilities. 

15. ABORIGINAL HEALTH THROUGH PRIMARY HEALTH CARE (JOHNSON, UNDATED) 

This paper is an attempt by the author to argue that the road to improved health for Aboriginal 
people is through the implementation of PHC. It also discusses the role of rural nurse in this 
process. 

It makes the point that PHC is not to be confused with primary medical care and sees PHC as 
an approach which permeates all levels of medical care and any other factors which impinge on 
health, that is, it is a holistic concept. 
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Other major elements identified ofPHC are that: 

• control of health activities are put into the hands of those whose health is being acted 
upon; 

• multi-sectoral collaboration is essential to ensure all issues effecting health are addressed; 
• community participation is not just a component of PHC, it is the life blood of the 

philosophy; 
• it enhances the self esteem of the people and empowers them; and 
• it tips the current western medical system on its head so that the PHC worker takes the 

lead. 

Summarises that PHC is about: 

• empowerment; 
• holistic health care beyond health services; 
• multi-sectoral collaboration 
• community participation; and 
• equality and justice 

16. COMMUNITY-ORIENTATED PRIMARY HEALTH CARE (EPSTEIN AND ESHED, 1988, 220-
223) 

This article presents community-orientated primary health (COPHC) as a framework for the 
delivery of PHC based on the epidemiologically assessed needs of the population. It requires 
that the health team and the responsible agencies or institutions take upon themselves 
responsibility for caring to the measured needs of those people entitled to the service. It 
concludes that COPHC is to the advantage of the community, the health team and the health 
care system. 

It recognises that the major responsibility for health of a community rest with the health team. 
It is this team, the doctor, the nurse, other health workers and other professionals that must 
ensure the community obtains the care they require in relation to their needs. 

They reaffirm the different 'levels of care' as defined by Leavell and Clark ( 1958) that, in 
accordance with the principles ofPHC, attempt to prevent the patient from deteriorating to a 
later stage in the natural history of a disease. The levels defined were as follows: 

• Primary Prevention 
i) Health Promotion: The actions of the service relate to the prevention of disease by 

so-called 'healthy living'. 
ii) Specific Prevention: An action is performed that will prevent a specific disease 

condition, eg immunisation. 
• Secondary Prevention 

i) Early Diagnosis: Complications can be prevented if the condition is diagnosed early 
and treated, eg early diagnosis of breast cancer. 

ii) Specific Treatment: The disease is treated in order either to cure or limit the 
sequelae to a minimum. 
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• Tertiary Prevention 

i) Limitation of Disability: The objective now is to prevent disability as far as possible, 
eg Physiotherapy for a stroke victim. 

ii) Rehabilitation: The objective at this stage is to bring the patient to the highest 
degree of functioning possible by rehabilitative action. 

Epstein and Estop emphasise that at the level of the community one would hope to 'push' the 
health state in the direction of the stage of primary prevention. 

The article also recognises that many of the characteristics of a community affect its state of 
health, in particular: 

• biological characteristics such as age, sex and genetics; 
• social characteristics including ethnic origin and measures of socio-economic status; 
• health characteristics; 
• behavioural characteristics relating to smoking, dietary habits, family planning, alcohol 

use, drug use, etc; and 
• environmental characteristics including the elements of the physical environment (water, 

sewage, noise, dust, etc), biological environment (bacteria, viruses, insects, dogs, etc) and 
human environment. 

COPHC services should influence all of the above, viz: 

i) curative services; 
ii) personal preventive services; and 
iii) environmental health services. 

17. DEFINING THE PRIMARY HEALTH CARE TEAM (PEARSON, 1992, 358-361) 

The question often asked is do health professionals work in primary health care teams? This 
article explores the views of some of the central participants in the delivery of PHC services in 
Newcastle upon Tyne. 

It identifies several advantages, as listed by the British Medical Association Report (BMA, 
197 4 ), of the team approach for both clients and professionals: 

i) a team can offer a greater range of care than an individual; 
ii) it should enable more effective use to be made of the skills of all its members, and of 

resource networks; 
iii) informal learning and peer influenc.e in the team are likely to raise standards of care, and 

thence corporate status within the community; 
iv) job satisfaction should be greater and teamwork should encourage a coordinated approach 

to health education. 

It states that a more effective service, bought about by primary health care teams, should 
reduce the prevalence of disease in the community at large. 
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The study also recognised that few primary health care teams were functioning at their best, 
and that a great deal of training was required to reverse this trend. Only in this way can clients 
be offered effective holistic PHC. 

18. PRIMARY HEALTH CARE IN EUROPE - PROBLEMS AND SOLUTIONS (VUORI, 1984, 221-
231) 

This article discusses PHC in a number of ways. It identifies the fallacies that render the 
development and promotion ofPHC difficult, the different characteristics of the concept, and 
the trends and developments that are occurring in different countries. 

The three fallacies identified are: 

i) PHC is something new, invented at the Alma-Ata Conference on PHC and since 
propagated by the WHO. 

ii) PHC is something for developing countries, irrelevant for the needs of the industrialised 
countries. 

iii) Primary health care is identical with primary medical care. 

It describes the main problems associated with the development of PHC as: 

i) Conceptual Problems: This relates to the concept ofPHC being understood to narrowly. 

ii) Political and Attitudinal Problems: PHC is seen as politically less prestigious than 
specialised hospital based care. In addition the resources related to PHC are a tiny fraction 
of those related to secondary and tertiary care. 

iii) Organisational Problems: In most countries there is no official system for PHC. This 
non-system results in a bias towards curative services. 

iv) Managerial Problems: Because PHC has been poorly defined it has not been possible to 
develop effective managerial structures. 

v) Training Problems: The current health training is inadequate for PHC because it imparts 
wrong knowledge, skills and attitudes. 

The article also interprets the concept ofPHC in four different ways: 

i) PHC as a Set of Activities: This states that PHC involves at least: health education, food 

supply and proper nutrition, safe water and basic sanitation, maternal and child health care, 
immunisation, prevention and control of endemic diseases, basic treatment of health 
problems, and provision of essential drugs. 

ii) PBC as a Level of Care: This identifies with that part of the health care system that the 
population contact first when it has health problems. 

iii) PHC as a Strategy: This calls on PHC services to be organised taking the following 
strategic principles into account: accessibility, relevant to the needs of the population, 
functionally integrated, based on community participation, cost-effective, and 
characterised by intersectoral collaboration. 

iv) PHC as a Philosophy: A country can onJy claim to have PHC if its system is 
characterised by: social justice and equality, self-responsibility, international solidarity, and 

acceptance of a broad concept of health. 
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The article stresses that there are a number of trends emerging that challenge the various roles 
of the health care system, viz: 

• Institutionalised vs. ambulatory care 
• More vs. less specialised services 
• Health vs. social services 

The article concludes by stating that Europe - although not there yet - is on the move towards 
PHC. 

19. PRIMARY HEALTH CARE: FROM ASPIRATION TO ACIDEVEMENT (DIALLO ET AL., 
1993, 349-355) 

This article presents a review of Senegal's response to the Bamako Initiative, aimed at 
strengthening PHC. The basic principles are the same everywhere. Of particular importance are 
users' financial contributions and improved organisation and management of drugs at all levels 
of the health care system: health huts, health posts, health centres and hospitals. 

In Senegal priority has been given to preventative medicine and community-based curative 
primary care. This has resulted in concentration being given to the construction and equipping 
of health posts and health huts, the selection, training and supervision of community health 
workers, and the preparation and implementation of specific programs of primary preventative 
and curative care 

Major initiatives were concerned with overcoming the following problems: 

• chronic shortage of essential drugs; 
• uncontrolled development of parallel markets in drugs that are badly stored and have 

often passed their expiry date; 
• demoralisation of personnel because of inadequate working facilities; 
• gradual rise in the cost of services, making them increasingly inaccessible to the poorest 

people; 
• loss of faith in and abandonment of the public health services by the population; and 
• growth of the lucrative private sector, which only well-off people can afford. 

The principal achievements included the following: 

• compilation and dissemination of lists of essential drugs for different levels of care; 
• supplying initial stocks to health posts and health centres; 
• organising committees for public participation in health management; 
• ministerial direction regarding the ways and means for collection and management of 

income derived from the population; 
• training of all those responsible for prescribing drugs; and 
• preparation and distribution, to all health units, of a guide to therapeutic management of 

diseases and everyday emergencies. 

1 1 1  



The article saw the attainment of health for all as being possible only through the proper 
application ofPHC. The initiatives taken at Senegal ensured that drugs were available. as a 

preventable measure, throughout the area and at all levels of the health care system. It also 
stressed the need for ensuring that community-based PHC programs were funded jointly by 
community and state. 

20. DISTRICT HEALTH AND HOSPITALS: A SYSTEM AND CONCEPT TO AClllEVE HEALTH 
FOR ALL (SINHA AND KUMAR, 1989) 

This article discusses the role of district hospitals as the common link between PHC and the 
hospital system and gives a model and concept to unify them. 

It recognises that every nation will have its own way of providing health care facilities to their 
citizens as they wiU depend upon such variables as: 

• its population structure, 
• patterns of morbidity and mortality, 
• culture and political environment; 
• resources, and 
• levels of economic development. 

In their assessment PHC does not simply mean community health services or primary medical 
care in a conventional sense. It can be looked at in several different ways: 

i) as a range of programs adapted to the health patterns and disease among people living in 
a particular setting; 

ii) as a level of care (the exact definition depending upon the country concerned) backed up 
by a weU organised referral system; 

iii) a strategy for reorientating the health system in order to provide the whole population 
with effective essential care, and to promote individual and community involvement and 
intersectoral collaboration; and 

iv) as a philosophy, based on the principles of social equity, self-reliance, and community 
development. 

The article points out that the involvement of the hospital in each of the above four approaches 
is essential. 

There is also a need to reorientate the functioning of district health systems if we are to act 
effectively. They see the essential elements for this approach as: 

• application of different management techniques in planning, organising, leading, 
implementing, coordinating and evaluating being used; 

• community involvement in all sectors of the health care system, including the hospitals 
who have lagged a long way behind other sectors; 

• intersectoral collaboration; and 
• appropriate technology dealing with energy conservation, water and sewage, housing 

design and construction, and environmental protection. 
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APPENDIX 3 

NEW SERVICE DELIVERY MODEL - DARWIN RURAL SERVICES 

INTRODUCTION 

This Appendix provides a detailed explanation of the new model of delivering services to 
Aboriginal communities that was developed by Mr Vic Feldman, District Manager, Darwin 
Rural Services as his Challenge Project as part of the Northern Territory Government's 1993 
Executive Management Program (EMP). 

The objective of the project was to develop and commence the staged implementation of 
an organisational model for Darwin Rural District that would deliver health and 
community services to remote Aboriginal communities in accordance with an agreed 
PHC model 

Prior to developing the new model, it became necessary to define PHC and gain agreement, 
between District staff and communities, to the definition. The definition which follows was 
endorsed by the District, following community consultation, on 28 May 1 993. It should be 
noted that the definition relates to Aboriginal Community Health Care and not PHC. 

Aboriginal Community Health Care is the negotiated development 
of a culturally acceptable health care system which empowers a 
community to have control of their own health service. In particular, 
the community must have major responsibility for: 

• planning (deciding on the types of programs, funding and 
priorities); 

• implementation (delivering the program); 
• monitoring (ensuring the programs are being carried out in 

accordance with the priorities); and 
• evaluation (ensuring the programs are meeting the needs of the 

community) 

It must: 

• be negotiated in a way that meets the needs of the Aboriginal 
people: 

• acknowledge the broad social factors that impact on health: and 
• be easily accessible. 

This definition required services to be delivered in such a way that they would: 

• 

• 

• 

increase the level of Aboriginal participation and involvement in the planning, 
implementation, monitoring and evaluation of these health services; 
incorporate an interdisciplinary approach to the delivery of services: and 
emphasise health promotion and prevention . 
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It was also essential that the new service delivery model complimented the Community Health 
Program Directorate's PHC goals by being a catalyst to achieve the following (Community 
Health Program, 1993): 

• the provision of services which will ensure for specific communities the best physical, 
social and emotional preconditions for good health, prompt treatment for basic health 
problems and support for the chronically ill to maintain their maximum functioning in the 
community: 

• an approach to health care which depends on the active participation of the community in 
the organisation of the health care system, is responsive to local needs, promoted team 
approaches in health care delivery, involves sectors outside the health care system and 
emphasises an equitable distribution of resources and outcomes; and 

• is a strategy for change which shifts the existing medical model towards a social model of 
health care and is the leading edge in redirecting the total health care system. 

The new model was developed to ensure that services were delivered in accordance with the 
principles of the Aboriginal Community Health Care definition whilst achieving the goals of the 
Community Health Program Directorate. 

The model, which is depicted diagramatically at Attachment 1 ,  has five major components 
which are explained in detail throughout the remainder of this paper: 

i) The development of Service Agreements. 
ii) The establishment of community health teams; one consisting of community 

representatives and the other consisting of District representatives 
iii) The establishment of Program Managers. 
iv) The continuation of the District Management Team. 
v) The establishment of a Darwin Rural District Aboriginal Health Board. 

SERVICE AGREEMENTS 

The key to implementing the new service delivery model, is the development and 
implementation of an approved Service Agreement. It is through this process that real 
Aboriginal participation is achieved, the health teams are established, agreed programs and 
services are delivered and outcomes are identified in order to evaluate success. 

These Service Agreements provide a standard framework for consultation, discussion and 
negotiation between communities and officers of this District to develop agreed outcomes in 
line with priority needs and targets. The community is expected to develop goals and 
objectives through a consultative process involving those groups and individuals who have a 
major role in particular areas of its activity (HACS 1992). 

These Agreements will reflect the particular role, function and priorities of individual 
communities, but can be flexible in the content and degree of detail they incorporate. They will 
be progressively developed and approved for all communities, not just those receiving direct 
funding from the District. 
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Priority will initially be given to developing Agreements with the nine communities currently 
receiving direct funding. The real challenge will come after this initial stage, when the District 
begins to develop Agreements with those communities not receiving direct funding, as their is 
no formal requirement for them to become part of the process. 

The Agreements when negotiated within this District will contain at least two core elements; 

i) those services which the community has been funded for and will be responsible for 
delivering, and 

ii) those services which the District will be responsible for delivering. 

Therefore, on communities which currently receive direct on-going funding, services and 
programs will be delivered utilising both the community's funded resources (Aboriginal Health 
Workers, Nurses, Environmental Health Workers, Women's Resource Centre staff etc) and 
departmental resources (Community Welfare Workers, District Medical Officers, Non
Government Liaison Officer, AIDS/SID Educators, Dietitians etc). Funding to these 
communities is provided direct to the community for personnel, administrative and operational 
expenses associated with their own employees. 

As is the case at present, it may be that some communities will decide not to employ their own 
staff, and in that case the Service Agreement will be negotiated and agreed to on the bases of 
those services the community requires this District to provide; that is, there will be no part i). 
As long as the community is responsible for making the decisions and participates in the 
negotiation of the services to be provided, a Service Agreement can be successfully entered 
into. 

This Service Agreement model is depicted diagrammatically below. 

Figure 1 :  Model of Service Agreement Structure 
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Service Agreements are an important part of this District's strategies to increase the amount of 
control and responsibility communities have in the provision of services. 

The Service Agreements when developed will provide each community with: 

• goals and objectives for the Service; 
• outcomes in line with priority needs and target groups; and 
• the necessary resources to achieve the agreed level of performance. 

An example of a draft Service Agreement for a fictitious community is provided at Attachment 
B. 

The pace of developing and implementing these Agreements must be determined by the 
community. The role of the district is to facilitate the process and to provide the necessary 
information and detail that will assist the community to make reasonably informed decisions. 

The provision of meaningful health information to Aboriginal communities, in a format that 
they can understand is an additional challenge that faces the District and the Department. They 
have not been good at this in the past and, as a result, significant priority has been given to this 
task. 

The department and government have a clear responsibility to ensure that a minimum standard 
of health is provided to the public - this is its public health role. District officers must therefore 
negotiate with corrununities to ensure that essential services, such as prompt treatment for 
basic health problems, irrununisation, etc are provided for as part of the Service Agreement. 

It is expected that each Service Agreement will be developed through a community 
consultative process involving many groups and individuals, so that it clearly reflects the needs 
and wishes of the community. A major component of the community consultative process will 
be the Corrununity Health Teams 

COMMUNITY HEALTH TEAMS 

It will be necessary to establish mechanisms to ensure programs and services are delivered in 
accordance with community needs and priorities as specified in the Service Agreement. There 
also needs to be a mechanism that allows for the provision and sharing of relevant and 
appropriate information so that informed decisions can be made. 

The mechanisms to achieve these will be through the formation of two community health 
teams; one consisting of community representatives and the other consisting of District 
representatives. 
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ABORIGINAL COMMUNITY HEALTH COMMITTEES/COUNCILS 

An aim of this new service delivery model is to put greater control and responsibility for health 
and community services activities in the hands of those whom the services impact upon -
Aboriginal communities. 

To ensure that this is not just a token gesture or "gammon" control we must ensure that 
communities are given greater responsibility for planning, implementing and evaluating 
programs that are delivered on their communities. 

The establishment of Aboriginal Community Health Committees/ Councils is an effective 
means of achieving this aim. 

These Committees/Councils, which are based on communities, should consist of 
representatives from some or all of the following: community council, community health 
centre, local community school, community store, local clans, Alcoholics Anonymous or 
similar organisations (if they exist on the community), and traditional owners. The actual 
representation will be determined by the community and is likely to vary from community to 
community. Membership on these Aboriginal Community Health Committees should be largely 
made up of local Aboriginal people. 

The major responsibilities of these Aboriginal Community Health Committees/Councils would 
be to: 

• develop, with the assistance ofDistrict staff, the Service Agreement (co-ordination and 
planning); 

• ensure the outcomes of the Service Agreement are being met (implementation and 
monitoring); 

• ensure the programs are meeting the needs of the community and amend the Service 
Agreement if required (evaluation); 

• co-ordinate services and resources needed to deliver the programs; 
• ensure services are being provided in a culturally appropriate manner; and 
• develop mechanisms to incorporate Aboriginal terms of reference. 

The establishment of these committees/councils is to a large degree out of District staffs 
control. It cannot be forced on communities. The challenge, for District staff, is to encourage 
and facilitate the formation of these committees/councils in communities, even though they do 
not have any legitimate power to do so. 

DEPARTMENTAL COMMUNITY HEALTH TEAMS 

There is a need for District staff to facilitate the process of handing over responsibility to the 
communities. This needs to be a systematic and coordinated approach leading ultimately to 
improved health outcomes for Aboriginal people. 

The establishment of Departmental Community Health Teams is the means by which this can 
be achieved. 
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These teams should consist of District staff who are responsible for providing or coordinating 

service to a particular community. These staff members are not located permanently on the 
communities, but visit on a regular basis to provide support and services. 

The representation will differ for each community depending on the services being provided, 
but is likely to include some or all of the following: Non Government Liaison Officer, District 

Medical Officer, Family, Youth and Children's Service Worker, Environmental Health Officer, 
Health Promotions Officer, AIDS/SID Educator, Mental Health Worker, and Allied Health 
Professionals. 

Members of the Departmental Community Health Team are expected to meet regularly with 
members of the Aboriginal Community Health Committee. 

The major responsibilities of these Departmental Community Health Teams would be to: 

• provide information, either individually or as a group, to allow communities to make 
informed decisions; 

• encourage and assist with the development of Aboriginal Community Health Councils; 
• assist Aboriginal Community Health Councils with the development of Service 

Agreements; 
• provide training and development opportunities for community and district based staff; 
• monitor the achievement of Service Agreement outcomes and provide advice and 

assistance as appropriate; and 
• provide district services and resources needed to deliver both essential (medical, 

aennedical, etc) and preventative/support (health promotion, nutrition, etc) programs. 

Departmental team meetings should be held regularly and from time to time at the community. 
Financial resources should be allowed for this purpose. 

These community health teams, whether community based or departmental based will be 
further supported by Program Managers, the District Management Team and the Darwin Rural 
District Aboriginal Health Board. 

PROGRAM MANAGERS 

The Department of Health and Community Services has a wide range of responsibilities which 
are discharged through many comprehensive programs and delivered in all districts across the 

Territory. 

Corporate management and program planning functions are undertaken centrally while services 

are provided by district offices and local community centres. While these programs are 

developed for the whole of the Territory they require variations in their application in certain 

locations to accord with district requirements and the needs of the local population (HACS, 

1 993, 1 5). 

There is therefore a requirement to put in place a structure to ensure the District is providing 
services in accordance with the overall program directions of the Department's Corporate Plan. 
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This requirement is being met with the identification of particular employees to act as Program 
Managers. They do not have direct line control, but have the experience and expertise to 
provide the following type of support to those providing health and commuruty services on, 
and to, communities: 

• co-ordination and morutoring of program achievement within commuruties across the 
District; 

• interpretation of policies and procedures; 
• program support and guidance ("expert"); 
• professional development and trairung; and 
• conflict resolution. 

These Program Managers have similar responsibilities to their central office counterparts, but 
at the District level. 

DISTRICT MANAGEMENT TEAM 

The District Management Team includes the District Manager and direct support staff. 
Although it may change once the new interdisciplinary organisational structure is developed 
and implemented, the Management T earn for Darwin Rural currently consists of: District 
Manager; Manager, Aboriginal Health Workers; Manager, Rural Nursing; Manager, District 
Medical Officers; Manager, Farruly, Youth and Children's Services; Manager, Allied Health 
Professionals; Manager, Environmental Health; Manager, AJDS/STD Education; Manager, 
Health Promotion; Non Government Liaison Officer; and Manager, Admirustration. 

This i s  an interdisciplinary team representing professional streams, males (6) and females (5), 
and Aboriginals ( 4) and non-Aboriginals (7) 

What ever its make-up, the Management Team should continue to be responsible for: 

• coordinating the effective distribution and utilisation of all District resources; 
• providing the broad policies, principles, priorities and directions - in accordance with 

the Department's Corporate Plan 1 993/95 (HACS, 1993) and the District's Business 
Plan (Business Plan, 1 993/94) - for the provision of health and community services 
throughout the District; 

• monitoring, reviewing and evaluating progress in meeting the community outcomes as 
set out in the various Service Agreements; 

• providing accurate and comprehensive advice and support to the department's 
Executive; and 

• promoting the district to its key stakeholders by providing information on activities and 

servtces. 

This team should meet on a regular basis, preferably fortnightly. 
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DARWIN RURAL DISTRICT ABORIGINAL HEAL TB BOARD 

Up until recently there has been no opportunity for community based Aboriginal people to 

have a formal input, into the provision of services by this District to their communities. 

When you note that at least 70% of the people are Aboriginal, and of the thirteen major 
communities the District services, only one - Jabiru - is predominantly non Aboriginal, it can be 
seen why it is essential that some mechanism is established for Aboriginal people to contribute 
to decisions relating to issues such as the determination of priorities and policies, the allocation 
of resource and the type of services to be delivered. 

The establishment of Aboriginal Community Health Committees/ Councils will certainly 
provide this type of input at the local level, and the establishment of a Darwin Rural District 
Aboriginal Health Board will provide the input at the District level. 

The Board should be responsible for providing advice to the District Manager on issues such 
as: 

• planning and evaluating health and community services provided on Aboriginal 
communities; 

• determining priorities associated with the type of services to be delivered and the 
allocation of resources; 

• developing mechanisms to incorporate Aboriginal terms of reference; and 
• sharing of information. 

It is intended that the Board would meet twice a year. In April/May to provide advice and 
input into the budget process and November/December to review performance and evaluate 
the effectiveness of current policies, procedures etc. Financial support would be provided by 
the District for this purpose. 

The Board would make recommendations direct to the District Manager. 

SUMMARY 

The model that has been described in this Appendix will not be introduced quickly. For it to be 
successful, it requires the full co-operation and participation of Aboriginal people, the full co
operation and participation of departmental staff, and must be implemented in such a way that 
it: 

• 

• 

• 

• 

provides an essential level of service provision which ensures the best physical, social and 
emotional preconditions for good health, prompt treatment for basic health problems and 
support for the chronically ill; 

promotes the empowerment of Aboriginal people to control their own health and well-

being; 
promotes commitment to the Aboriginal Community Health Care philosophy; 
supports Aboriginal people as key deliverers of health services on Aboriginal communities; 
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• increases awareness of, and sensitivity to, cross cultural issues and needs in the District; 
• ensures an interdisciplinary approach to the provision of services; and 
• recognises and incorporates Aboriginal tenns of reference into health services delivery. 

There are two challenges that need to be completed before the model can be judged a true 
success. First, an organisational structure capable of delivering services in accordance with the 
model has to be developed. Secondly, the model must lead to an improvement in the health and 
well-being of Aboriginal people. These challenges must and will be met. 
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SCHEDULE A 

PURPOSE - SERVICE DETAILS 

1 .  SERVICE T I T�E : Shady Tree H ea l th Servi c e .  

2 .  PURPOS E :  To provide hea lth related services 
to the people of the Shady Tree 
Community . These services to 
include : 

Aboriginal Community Health 
Car e .  

Nutrition program 

Healthy Environment program 

Medical treatment ( provided 
by regular visits of a 
District Medical O f f icer ) .  

3 .  SERVICE OBJECTIVES : S E E  ATTACHMENT "A" 

4 .  IMPLEMENTAT ION : AS ABOVE 

5 .  PERFORMANCE I N D I CATORS : AS ABOVE 

6 .  SERVICE LOCAT I ON :  Sunny I s l and , N . T .  

7 . SERVICE TARGET GROUP : People o f  the Shady Tree 
Community and outstation 
communities of Sunny I sland . 

8 .  STAFFING REQUI REMENT : 

2 Registered Nurses 

6 Aboriginal Health Workers 

The service wi l l  have access to the support o f  
departmental Professional s t a f f . The department will 
provide i n forma t i o n , and where appropriat e , access to 
r e l ative workshops , training and i n formation services . 
The organisation w i l l  a l s o  be able to access departmental 
posters and other rela tive publica t i on s . 



9 .  REVI EWS : A review of services w i l l  be 
carried out i n  June 1 9 9 4 . The Review w i l l  be done 
j oi n t l y  with C l i n i c  sta f f ,  representatives of the 
Community and Departmental sta f f . The review will decide 
how e f fective the health services are and whether changes 
a r e  needed . 

1 0 .  REPORTS REQUIRED : 
a )  Annual Audited Financial 

Repo r t .  The minimum level o f  Auditor w i l l  be a 
registered l icensed company Audi tor . 

b )  Quarterly financial reports 
showing i ncome and expenditure are to be provided to the 
Non-Government Liaison O f f i ce r  for the Darwin Rural . 
District .  This requirement may be reduced to ha l f  yearly 
at the end of the 1 9 9 3 / 9 4  financial yea r ,  if both parties 
agree . 

c )  H a l f  yearly Activity reports 
which t e l l  how w e l l  the service is doing , and showing any 
probl ems , is to be provided to the Non-Government Liaison 
O f f i c e r , Darwin Rural District . These reports wil l be 
looked at by appropriate Departmental staff together with 
representatives of the Shady Tree Community . 

1 1 .  ACKNOWLEDGEMENTS : The organisation w i l l  
acknowl edge t h e  h e l p  of the Department in a l l  promotional 
and advertising materia l .  

1 2 .  PERIOD OF AGREEMENT : This agreement wil l hold 
from 1 July 1 9 9 3  to 30 June 1 9 9 4 ,  or until such time as 
it i s  agr�ed that changes should take place . 

1 3 .  S IGNED FOR AND ON BEHALF OF . . .  The Shady Tree 
Communi t y , sunny I sland . . . . . . . . . . . . . . . . . . . . . .  , 

. . .  1 . . . / 1 9  . . . . .  
( PRES I DENT) 

S I GNED FOR AND ON BEHALF OF the NT Department of . .  
H e a l t h  a n d  Community Services 

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  ; . . .  / 1 9  . . . . .  
( DI ST R I CT MANAGER ) 
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SCHEDULE B 

FUNDING DETAILS 

1 .  SERVICE TITLE : Shady Tree Hea l th Service . 

2 .  PURPOSE OF THE GRANT : 
To provide health related 

services to the people of the Shady Tree Community . 
These services to i n c l ude : 

Aboriginal Community Health 
Care . 

Nutrition program for the 
aged and other disabled 
people of the community ; and 

Healthy Environment program . 

Medical Treatment ( provided 
by a visiting District 
Medical Officer ) .  

3 .  T H E  SERVICE I S  FUNDED UNDER THE PRIMARY HEALTH CARE 
RURAL PROGRAM . 

4 .  F I NANCIAL ARRANGEMENTS : Funds will be paid by 
e l e c t ro n i c  transfer quarterly, in advanc e ,  to the 
organisation ' s  nominated account a t  an approved 
f i nancial i n s t i tutio n .  

5 .  

The Annual Audited Financial Report w i l l  be i n  the 
form o f  either a n  audited statement o f  receipts and 
payments ( ca s h  accounting ) or a statement of i n come 
and expenditure accompanied by a balance sheet 
( accrual accounting ) The Audi t  i s  to be prepared by 
a Chartered Accountant or a Certified Practising 
Accountan t .  

A FUNDING LEVEL OF $ 2 4 0  0 0 0  i s  approved f o r  the 
period from 1 July 1 9 9 3  to 30 June 1 9 9 4 . This 
funding l evel was a s s e ssed and based on the 
f o l l owing : 

Registered Nurse Level 3A X 2 
AHW Grade 3 X 1 
AHW Grade 2 
AHW Grade 1 X 3 
Trainee AHW X 2 ( part time ) $ 1 7 3  o o o  

Operational funding s 67 0 0 0  



.• 
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6 .  S IGNATURES AND DATE : 

S I GNED FOR AND ON BEHALF OF the Shady Tree Community 

. . .  I . . .  / 1 9  . .  
( PRES I DENT ) 

SIGNED FOR AND ON BEHALF OF the NT Department of 
Health & Community Services 

. . . ; . . .  / 1 9  . .  
( DI S T R I CT MANAG ER) 
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SERVICE AGREEMENT BETWEEN THE S HADY TREE ABORIGINAL 
COMMUNITY COUNCIL AND THE NT DEPARTMENT OF HEALTH & 

COMMUNITY SERVICES . 

* This Service Agreement is i n  two par ts . Part A deta i l s  
those services t o  be provided by the Community and Part B 
those which w i l l  be provided by NT Department of Health & 
Community Services . 

ABORIGINAL HEALTH CARE PROGRAM : 

OBJECTlVES : 

STRATEG I E S : 

OUTCOME : 

INDI CATORS : 

Improve the health of the general 
community . 

With the Health Centre a s  the focal poin t ,  
and within available funding , provide 
programs which address needs in the 
f o l l owing areas : -

Maternal and Child Health 
Men ' s  Health 
Communicable Diseases 
Women ' s  Health 
Food and Family 
Alcohol and Substance Abuse 

The Health Centre wi l l  be open between the 
hours of a . ooam - 1 2  Midday Monday ,  
Wednesday and Friday and a . ooam - 4 . 00pm 
Tuesday and Thursday . 

The service w i l l  have access to the 
support of Departmental s t a f f  and , where 
appropriate , access to relative workshop s ,  
t r a i n ing and information services 

A reduction i n  the incidences of morbidity 
and mortality ( from preventable caus e s ) 
within the community . 

A reduction o f  5 %  i n  the number o f  LBW 
babies . 

A l l  pregnant women presenting f o r  ante 
natal care . 

A reduction o f  1 0 %  � n  the number of <WFA 
children 

A reduction i n  the incidences o f  diabetes 
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A reduction i n  a l cohol related violence . 

A reduction by 1 0  in the number of medical 
evacuations 

A reduction in cases of notifiable 
diseases 

A reduction in the number o f  c l ients 
needing treatment for i l l ne s s  due to poor 
nutrition 

NUTRITaON PROGRAM : 

OBJECTIVES : 

STRATEG I ES : 

OUTCOME : 

INDI CATORS : 

To improve the nutritional status o f  the 
conununity . 

Provide nutritious mea l s , either delivered 
to c l ient ' s  home s ,  or at a central meeting 
place , for the aged and other disabled 
people who are unable to prepare their own 
mea l s . 

Provide nutritious lunches 5 days a week 
for school aged children 

Provide training in nutrition and food 
hygiene for a l l  mothers 

An improvement in the general health of 
the conununity 

Healthier and more independent l i f estyle 
for the aged and other disabled community 
memb er s . 

Stronger healthier children 

The average weight of the commun i ty ' s  
children increased by 1 0 %  

An increase i n  the average birth weight of 
babies born to women o f  the Shady Tree 
community 

C l i n i c  records showing less people 
presenting with medical conditions 
r e l a t i ng to poor nutrition 
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Old and other disabled people living a 
more independent l i festyle 

School children demonstrating a better 
level of concentration in class 

Less hospital admissions for nutritional 
problems 

HEALTHY ENVIRONMENT PROGRAM : 

OBJECT IVES : 

STRATEiiiES : 

OUTCOM E :  

INDICATORS : 

A healthier environment 

Encourage residents to keep their 
community clean 

Ensure every household has its own rubbish 
bin and that enough bins are placed in 
a·ppropriate places around the commu n i ty 

Ensure rubbish bins are emptied regularly 
a n d  rubbish is disposed o f  in an 
appropriate way 

Once a month have a community clean up day 
when everyone is encouraged to c l ean t h e i r  
houses thoroughly 

I nt roduce and manage a dog program 

Ensure g r a s s  is kept s l a shed 

Reduce a r e a s  o f  possible breeding grounds 
f o r  mosquitoes 

A c l eaner and healthier community 

Less people presenting to the c l i n i c  with 
sores and other symptoms which r e l a t e  to 
poor hygiene 

1 �+ .  
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SERVICES TO B E  PROVIDED BY NT DEPARTMENT OF HEALTH & 
COMMUNITY SERVICES 

MEDI CAL TREATMENT : 

OBJECTIVES : 

STRATEG I ES :  

OUTCOME : 

To ensure that adequate routine and 
emergency medical treatment is available 
t o  a l l  residents o f  the Shady Tree 
community 

Routine and regular clinics conducted by a 
Medical Officer 

Availability of medical evacuation 
services to the community 

NT Department o f  Health and Community 
Services w i l l  provide professiona l .  advice 
and a s s i s tance when required 

Routine and and/or specialised medical 
treatment ava i l a b l e  for a l l  residents 

Attachment B provides a l ist of support services 
avai lable from the NT Department of Health and Community 
S e rvices Rural District . 
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ATTACHMENT B 

AIRMEDICAL: 

Provision of Routine Medical Visits in AMS aircraft with 
D i s trict Medical O f ficer and Registered Nurse 2 4 - 2 6  times 
a yea r ,  o r  as required . 

Provision o f  a 2 4  hour 7 day a week emergency evacuation 
� and patient consultation servi ce . 

Co-ordination and organisation o f  PATS and MEDIVAC 
appointments , trave l ,  accommodation and transpo r t . 

Organi�ation of appointments 

Support to CHC s t a f f  including , if and where possibl e ,  
s t a f f i ng in emergency situations 

A s s i s t  with community health programs as requested . 

DI STRICT MEDICAL O F F I CER : 

Provide c l inical care for CHC patients 

Provide advise and a s s i stance where required for program 
provision and oversighting 

Provide on-site training for health s t a f f  

Provide o n - s i t e  community medical assistance 
� approximately 8 5  days per year in conjunction with other 

Medical O f f i cers and Airmedical service s t a f f  

Provide advise regarding public health matters rel evant 
to the community 

Advocate on behalf of the community on matters of concern 
·t o  i t ' s  people 

AUDIOLOGY : 

Depending o n  time and resources available the f o l lowing 
services w i l l  be provided : -

Hearing a ssessments 

AHW training in awareness of hearing problems and 
ear d i s e a s e  
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DENTAL SERVICES : 

Provide 3 0  days of on-site dental services each year 

Survey a l l  school children and distribute findings to 
appropriate areas . 

Treat a l l  decayed permanent teeth where possible 
according to age and patient co-operation 

Treat decaying deciduous teeth where possible according 
to age and patient co-operation 

Provide emergency ( re l i e f  of pain ) treatment to adults a s  
requir�d 

I 
Provide routine dental treatment to adults as required 

Refer patients for speci a l i s t  treatment as required 

ABOR I G I NAL HEALTH PROMOTIONS : 

Support community initiated hea l th promotion programs 

Facilitate health promotion education on community 
i s su e s . Discuss available options and how resources may 
be accessed . 

A s s i s t  i n  providing i n formation on health related topics 
and encourage community participation 

Provide training for AHW and other interested community 
members in health promotion strategies 

L i a i s e  with community groups and other agencies and act 
as co-ordinator between Council and community i f  and when 
required . Promote community awareness of health issues . 

LEPROSY CONTROL : 

A s s i stance with setting up Leprosy screening services 

Provision of l i s t s  of people needing review 

Provision of expertise in the form .. of nursing and medical 
sta f f  

Training o f  local CHC s t a f f  i n  the care o f  Leprosy 
patients 

1 5/ .  
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TUBERCULO S I S  CONTROL : 

Provision of support services to a s s i s t  i n  the screening 
of " a t  r i s k 11 peopl e ,  patient reviews , school Mantoux 
screening and other support as required 

Maintenance of a central record of TB screening 

Provision of education and t ra in ing for s ta f f , 
orientation of new staff and regular i n - s ervice training 

ENVIRONMENTAL HEALTH : 

A s s istance with a s s e s sment of essential potential public 
h ea l th I hazards 

Support for community initiated environment a l  health 
programs 

Sharing of ski l l s ,  teaching aids and specialised 
equipment 

Supervision of the training of community based 
Environmental Health s t a f f  

Program evaluation 

OCCUPATIONAL THERAPY/REHAB I L I TATION SUPPORT : 

Provide a s sistance where required with community 
awa r en e s s

.
and education programs 

Provide a s s essment of homes , equipment and d a i l y  living 
functions for people with disabilities 

Support the development of community based rehabilitation 
services 

Provide training in the development o f  appropriate 
exercise and activity programs 

Advise on treatment for acute conditions a n d  i n j uries 

A s s e s s  c h i l d  development and provide appropriate 
programs/advice f o r  c h i l dren with developmental delay, 

� neurological impai rment and any other conditions causing 
d i s a b i l i ty 

Provide regular review and intervention services where 
required 

Be a source o f  l i a i s o n  with other A l l i ed Health 
P r o f e s s i o n a l s  a n d  services for people l iving on 
commu n i t i e s  who have specific needs due to physical 
d i s a b i li t y  
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DIETITIAN/NUTRITIONAL I S T :  

Support community initiated nutritional programs 

Provide support and training for CHC s t a f f  

Provide advise regarding "good food" and nutrition to 
both CHC s t a f f  and Store s t a f f  as required 

MENTAL HEALTH SERVI CES : 

Provide crisis couns e l ling and support when required 

Providb training in mental health issues to CHC s ta f f  

AIDS/STD : 

Provide educatioh on communicable diseases 

Provide training i n  AIDS/STD education to CHC s t a f f  

FAMILY YOUTH & CHILDREN ' S  SERVICES : 

PROFES S I ONAL DEVELOPMENT, TRAINING & ASSISTANCE; 

BUDGETARY/ADMINISTRATION ASSI STANC E :  

Assist service providers with preparing funding 
submissions 

Provide assistance where required with budget preparation 

Assist community service providers with service 
evaluation where required 

A s s i s t  in the identi f i cation of service needs and 
development of new services 

Provide information to help service providers to 
understand Departmental expectations 

Provide on-going support and liaison as required 
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APPENDIX 4 

DEPARTMENT OF HEALTH AND COMMUNITY 
SERVICES 

POLICY INITIATIVES INFLUENCING 
PRIMARY HEALTH CARE 

A DETAILED EXAMINATION OF A NUMBER OF INITIATIVES THAT WERE 
TAKEN BY THE DEPARTMENT OF HEALTH AND COMMUNITY SERVICES 

THAT WERE INTENDED TO IMPACT ON SERVICE DELIVERY AND 
EMPHASISE THE IMPORTANCE OF PRIMARY HEAL TB CARE 

AUTHOR 

Vic feldman 

PART OF MASTERS DISSERTATION 1995 
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DEPARTMENT OF HEALTH AND COMMUNITY SERVICES: POLICY 

INITIATIVES INFLUENCING PHC 

Chapter 4 looks at the evolution of Darwin Rural District through the period 1986 to 1 994 in 
an attempt to describe how the District evolved during that period and the PHC influences that 
facilitated the changes that occurred. 

A major influence on any operational area of a Department is the policies and initiatives that 
are developed and introduced at the corporate level. This appendix details some initiatives 
taken by the Department which had a significant impact on service provision within Darwin 
Rural District. 

1. PROVISION OF HEALTH SERVICES IN ABORIGINAL AND REMOTE COMMUNITIES 

The first real indication from HACS that it wanted to explore and change the way it was 
delivering services to rural communities came with the production of a draft document in 
October 1988 titled "Provision ofHealth Services in Aboriginal and Remote Communities" 
{HACS, 1988). The significant aspect of this paper was that it recognised the different 
understandings of the term "health" between Aboriginal people and non-Aboriginal 
Australians. 

The draft document went on to define Aboriginal health as incorporating the social, emotional 
and cultural well-being of the whole community (Saggars and Gray, 1991;  Hunter, 1993). This 
definition of health was different to that applied to mainstream services and consequently it 
was going to require a different approach to the delivery of services. Focusing only on the 
individual and his/her particular medical problem would no longer be enough. 

The document also described the Department's goal in this area as being: 

The improvement of the health and well-being of Aborigines throughout the 
Northern Territory to thereby close the gap between Aborigines and non
Aborigines. 

The method identified in this policy document to achieve the goal was PHC, whereby 
Aboriginal people would be encouraged and assisted to: 

• 

• 

• 

identify their problems and determine their own solutions; 
take an active and decisive role in the provision of their health services; and 
have management control of their health services . 

As a result, it was assumed that: 

• Aboriginal people would have access to PHC in their own communities, 
• Aboriginal people themselves would be the key deliverers ofPHC services, and 
• there would be increased Aboriginal involvement in the provision and management of 

health programs and services. 
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This was the start ofHACS quest to improve Aboriginal health through the use ofPHC. 

2. DEPARTMENTAL DEFINTTION OF PRIMARY HEALTH CARE 

During 1988 the Aboriginal Health Branch of the Department produced a definition of PHC 
which it had adopted from the original Alma-Ata Declaration (WHO, 1978). HACS's definition 
was as follows: 

Primary health care is essential health care based upon practical, 
culturally acceptable methods that are easily accessible to all 
individuals and families in the community, through their full 
participation to promote self-reliance and self-determination. It brings 
health care as close as possible to where people live and work and 
provides the first level of contact with the total health system. Essential 
elements ofPHC are: 

• promotion and good nutrition 
• adequate safe water and basic hygiene 
• maternal and child health care, including family planning 
• immunisation against major infectious diseases 
• appropriate treatment of common diseases and injuries 
• provision of essential drugs 
• promotion of mental health 
• community participation in determining priorities and developing 

programs 
Primary health care is a means to facilitate self-reliance, social 
awareness and community development and is therefore applicable 
across all programs. 

3. NT GoVERNMENT ABORIGINAL HEALTH POLICY 

The goals and strategies for Aboriginal health developed by HACS were incorporated into the 
Northern Territory Government's Aboriginal health policy in 1992 (HACS, 1 992a). The 
purpose and goals of this policy were: 

Purpose 
To remove the gap between the health and well-being of Aboriginal 

people and the wider Territory community. 

(;()a Is 
• To foster preventative health care which results in lasting 

improvements for Aboriginal health� 
• To meet the current health needs of Aboriginal people aimed at 

restoring health and well-being� 
• To use the PHC model building self-reliance at a personal and 

community level� 
• To ensure community participation in planning and operating 

services they use� and 
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• To practice integrated service delivery across work disciplines and 
functional responsibilities. 

The policy also adopted the Department's definitions of Aboriginal health (refer to I above) 
and PHC (refer to 2 above). 

The policy also identified that strategies would be developed to address the need for: 

• greater participation by Aboriginal people in health planning and administration of services; 
• use of the PHC approach/model� 
• intersectoral planning; 
• targeting and measurement of services; 
• employment of Aboriginal people in the health system; and 
• development of information and technology leading to health care records. 

At least the rhetoric being espoused by both the NT Government and HACS, about Aboriginal 
health and PHC, were the same. 

4. NORTHERN TERRJTORY TRIPARTITE FORUM 

Aboriginal people had been struggling for many years to improve their health care and increase 
their control over health services. As a result of this struggle, the Federal Government in 198 7 
established the National Aboriginal Health Strategy Working Party (NAHSWP). 

This Working Party, following two years of consultation and discussio� developed the 
National Aboriginal Health Strategy (NAHS, 1989) wruch was endorsed by all Federal, State 
and Territory Governments in 1990. As a result, HACS were required to implement the 
Strategy in accordance with NT Government directions. 

The NAHS became a landmark report in the area of Aboriginal health. It contained some one 
hundred recommendations relating to issues such as: 

• upgrading and expanding the environmental and public health infrastructure� 
• increasing the number of community controlled health services; 
• increasing educatio� training and employment in health service delivery and infrastructure, 

repair and maintenance; 
• developing and increasing health promotion and prevention programs; and 
• improved and increased access to appropriate treatment in hospitals and clinics, specialist 

services, mental health services and hospital liaison services. 

Probably the most significant issue addressed by the NAHS was community control. In the 
words of ATSIC Commissioner, Mr Sol Bellear (NTTPF, 1 992, 8): 

Community control and direction are considered to be the lynch pin of the NAHS -
communities will be able to reach into government decision making processes to 

which they have previously been denied access. 
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The NAHS also recommended the "joining forces" of government and Aboriginal health 
services to fundamentally change the health care system (NTfPF, 1992). The idea was to set 
up a structure for intersectoral collaboration and partnership between health providers. The 
structure that was to be put in place to achieve this was the Northern Territory Tripartite 
Forum (NTTPF). This forum would comprise the Commonwealth Government, Territory 
Government and Aboriginal Health Service representatives who would meet on a regular basis 
to discuss Aboriginal health funding and policy. 

In October 1987, at the time the Working Party was conducting its review of Aboriginal 
health, a Royal Commission into Aboriginal Deaths in Custody (RCADC) was established. It 
handed down its findings, including 339 recommendations, in May 199 1 .  The findings of this 
Royal Commission, which showed just how disadvantaged the Aboriginal people were, also 
impacted dramatically on Aboriginal health. 

The recommendations associated with health related matters from the Royal Commission were 
also taken up by the NTTPF. 

The NTTPF was meant to be established for the purpose of developing a partnership between 
Aboriginal people and government in improving health, based on the NAHS and RCADC 
recommendations. It was to provide policy advice to the NT Minister for Health. The NTTPF, 
once formed, expanded its role beyond what was intended in the NAHS to include the 
following::  

• providing policy advice to government decision makers and funding structures, 
• coordinating negotiations between Aboriginal communities and governments, and 
• coordinating policy, program/service delivery and funding arrangements (NTTPF, 1992). 

The NTTPF therefore had the potential to significantly affect the way in which HACS provided 
its services to Aboriginal people. 

5. RECRUITMENT, RETENTION AND EDUCATION OF ABORIGINAL HEALTH WORKERS 
IN THE NORTHERN TERRITORY 

The following summary is taken from the Abstract to the final Report "Recruitment, 
Retention and Education of Aboriginal Health Workers in the Northern Territory" 

Aboriginal Health Workers (AHWs) are integral to the delivery of health services in the 
Northern territory. They are involved in all aspects of health service delivery. Without them it 
would be impossible to deliver an effective health service to Aboriginal communities. 

The 1991 review of HACS by CRESAP recommended that the number of registered AHW 
positions be increased and that management ad training of AHWs be improved. Part of the 
Department's response to these recommendations was to investigate the low retention rates of 
AHWs and to define factors likely to contribute to job satisfaction and improved retention 

rates. 

Consultancies conducted in the Top End and Central Australia during 1992 identified a number 
of factors contributing to AHW dissatisfaction. These included: 
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• inadequate training and support structures; 
• lack of policy definition; 
• the need to define the role and responsibilities the AHWs; 
• literacy requirements for entry to training courses; and 
• cross-cultural issues affecting AHWs in regard both to their traditional community 

responsibilities and their status in respect to non Aboriginal health professionals. 

These reports summarised the findings of the consultancies and proposed a set of 
recommendations which included the development of a Departmental Employment and training 
Strategy, consideration of the role of the AHW in relation to other health professionals (with 
specific reference to the Community Health Nurse and District Medical Officer) and 
negotiation with Batchelor College in relation to training issues. 

It is noteworthy that the most frequently mentioned reason for AHWs leaving their jobs were 
personal, family or social problems. Seelcing an understanding of these issues, the development 
of appropriate support networks and recognition of Aboriginal interests, particularly cultural 
an ceremonial responsibilities, in award and employment practices are strategies which may 
reduce stress and lessen the frequency of resignation for these reasons. 

6. DEPART ME NT OF HEALTH AND COM:MUNITY SERVICES' CORPORATE PLANS FOR 
1989, 1991/92 AND 1992/93 

Between 1989 and 1 993 there were a number of Corporate Plans developed and endorsed, 
each for a period of twelve months. 

The 1989 Plan did not identify any key result areas and certainly gave no corporate priority to 
the improvement of Aboriginal health and well-being. It did identify PHC as a program in its 
own right and endorsed the principles ofPHC as in 2. above. Performance indicators however 
related to purely medical interventions and had no reference to outcomes such as increased 
community control and participation, improved education, and development of preventative 
programs. There was little involvement at the Branch and Unit level in the development of this 
Plan and as a consequence there was no ownership or knowledge of its contents and outcomes 
at the "grass roots" level. This Plan had no real impact at the operational level, ie it did not 
bring about a change in focus or methods of service delivery. 

The 1991/92 Plan on the other hand, did identify rural and remote area services, and 
consultation and community participation amongst its identified priority areas. It also stated, 
for the first time, a set of Departmental Principles which included the following: 

Services will be directed towards meeting community needs in a culturally 
appropriate manner, ensuring equity of service. 

The 1991/92 Plan for the first time began to identify Aboriginal health as a key priority. It also 
sought to change the focus of service delivery by better addressing the causes of ill-health and 
social dysfunction which existed amongst Aboriginal people. Increased consultation with 
Aboriginal people in a culturally appropriate manner was seen as a high priority. 
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As was the case with the 1989 Plan, the objectives set for this Plan related to medical care and 
service efficiency and had little to do with the broader objectives expected from a PHC 
approach which the Corporate Plan espoused. Whilst the rhetoric became stronger it had no 
real impact on the ground. 

The 1 992/93 Plan espoused more of the same. The organisational structure implementing the 
Corporate Plan changed as a result ofthe CRESAP Review. Energies of the staff were focused 
on implementing the major structural changes and as a result the major outcomes sought from 
the Plan were put on hold. 

It is my observation that the planning process over the period 1 989 - 1 993 had a major flaw. It 
involved mainly the upper management level of the Department and was not sold to 
operational staff. There were very few employees in the Department during this period who 
would have seen the documents let alone know what was in them. 

7. DEPARTMENT OF HEALTH AND COMMUNITY SERVICES' CORPORATE PLAN 1 993/95 

Until February 1993, the Department had prepared their Corporate Plan on an annual basis 
with little strategic focus (Corporate Plan, 1993). The 1 993/95 Plan was the first attempt by 
HACS to provide a three year strategic focus and set specific performance targets for each of 
its programs. 

Whilst the previous two plans had provided a strategic focus for the improvement of 
Aboriginal health, they were not developed with the support and input of the large majority of 
HACS staff The 1 993/93 Plan on the other hand had been developed following a great deal of 
discussion with staff located throughout the Territory. Because of this involvement the 
1993/1995 Plan was more refined, acceptable, presentable and understood than the previous 
Corporate Plans. 

The 1993/95 Plan, because of its strategic directions and priorities, emphasised the importance 
of implementing many of the PHC principles as a means of improving the health and well-being 
of individuals and communities throughout the Northern Territory. Examples include: 

• priority being given to improving Aboriginal Health and well-being with particular 

emphasis given to; 
developing PHC services with increasing community control and responsibility, 
cross cultural training for departmental staff, 
improving recruitment, retention, support and training of Aboriginal health workers, 
and 
improving coordination with other government and non-government agencies to 
achieve the provision and maintenance of appropriate infrastructure (7); 

• changing the focus ofHACS services by placing less emphasis on "acute care" and greater 
emphasis on prevention with a key priority being the transfer of resources from hospitals to 
community services (8); 

• improving the effectiveness of services through improved client focus with priority being 

given to; 
developing a multi-skilled workforce to improve service delivery to clients, and 
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providing cross cultural education for all staff to achieve appropriate service 
outcomes(9- 1 0); 

• increasing community participation and partnership with non-government service providers 
in policy development, planr.ing and evaluation of health services( 1 0). 

For the first time, the Department had a Corporate Plan to bring about change through a PHC 
approach that had the full support of staff throughout the Territory. 

8. ABORIGINAL CULTURAL AW AR.ENESS PROJECT 

Real concern about the continuing high burden of morbidity and mortality among Aboriginal 
people and the need for culturally appropriate services and service outcomes, provided the 
impetus for the Department's Aboriginal Cultural Awareness Project. Additionally, cross
cultural education for non-Aboriginal staff and the development of real working partnerships 
with Aboriginal people were identified as priorities in the department's Corporate Plan for 
1 993/95. 

The major aims of the project were to develop: 

• curricula for a Four Stage Aboriginal Cultural Awareness Program; 
• individual learning packages to support each of these stages; 
• strategies for a staged implementation within the Department dependent upon resources 

and the level extent of employee contact with Aboriginal clients; 
• strategies for evaluating these programs; 
• a handbook on "Consulting with Aboriginal Communities"; 
• a handbook on "Working with a Multidisciplinary Interagency Steering Committee"; 
• other resources depending on available project time and resources and/or recommendations 

on future resource development; and 
• good will and positive working partnerships. 

This project represents an achievable vision for greater understanding and acceptance between 
the predominantly non-Aboriginal service providers, the predominantly Aboriginal clientele and 
those few Aboriginal people who work silently and tirelessly between the Department and their 
people (Palmer-Thompson and V artto, 1993 ). 

The final report of the project team, published in December 1993, marked a significant 
milestone in the Department's efforts to provide a client-focused, quality health service 
consistent with PHC principles. 

The recommendations from the report set the frame work for the Department to implement a 
four stage Aboriginal Cultural Awareness Program to be attended by all staff of the 
Department. The program, when implemented, will be arguably the most comprehensive and 
effective program of its type in Australia. 
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APPENDIX 5 

DARWIN RURAL DISTRICT - PHC EVALUATION 

Chapter 2 details the development of a model to evaluate PH C. The extent to which PHC has 
been successfully implemented is determined by examining input and outcome components and 
their essential features. 

The components and features that make up the framework for the model are as follows: 

INPUTS OUTCOMES 
• As a PhilosoQh:Y • social justice & equity • Resources & Needs • accessible e�:pertise & 

• a social view of health resources 
• self responsibility • resources based on need 
• international • equitable allocation of 

solidarity resources 
• impact on mortality & 

morbidity 
• within budget reach of 

Govts & commuruties 
• As a Strateey • needs based planning • Personal & Social • social, emotional & 

• decentralised Context cultural well-being 
management addressed 

• accessible, acceptable • services are culturally 
& affordable services appropriate 

• intersectoral • individuals accepting 
collaboration responsibility for health 

• local control care 
• community • consumer involvement 

participation • empowerment of 
• appropriate individuals, families & 

technology communities 
• redistribution of 

resources 

As an Activity • health education • Services & • continuity of care for the 
• food supply & proper Programs individual 

nutrition • continuity of care 
• safe water & basic between all sectors of 

sanitation the health care system 
• maternal & child • full collaboration 

health care between all agencies & 

• immurusation all workers 

• prevention and • services provided by 

control of endemic interdisciplinary teams 

diseases • simple, low cost 

• basic treatment of interventions 

health problems • broader issues being 
• provision of essential addressed, eg; alcohol & 

drugs other drugs, poor 

• mental health care housing & malnutrition 
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• As a service • health promotion • Community • communi�· set prionties 
• illness prevention • locally elected health 
• treatment & curative co rnmi t tees 

services • locally trained people 
• rehabilitatjon • community invoh·ement 

in health planning. 
implementing & 

• devolution of services to 
local level 

• services tajlored to 
communi�\• needs 

• Is undertaken by • a variety of health • Infrastructure • simple & self-reliant 
workers technology 

• allied health • health centres 
professionals constructed , equipped 

• auxiliary workers & rrutintajned 
• family members • community health 
• indjviduals workers trruned & 
• lay people skjlled 

• use of appropriate 
technology 

• morutoring system in 
place to measure health 
status 

A matrix is then drawn using this framework to show the relationship between the input and 
outcome components. This matrix then becomes the model for evaluating PHC. 
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There are twenty segments to the Evaluation Model and ideally, for PHC to be successfully 
implemented, the activities, programs and services undertaken, in this case by Darwin Rural 
District, should impact on all twenty segments. 

The purpose of this Appendix is to evaluate specific projects, workshops, services, etc using 
the PHC Evaluation Model to determine the extent to which PHC has been successfully 
implemented. 

The workshops, projects, etc evaluated below are not an exhaustive list of everything that has 
happened in Darwin Rural District. They are however a good cross-section of initiatives taken 
by the District in its endeavour to implement PHC in Aboriginal communities throughout it's 
District. 

1. MEETING WITH ANTHROPOLOGISTS - 3 SEPTEMBER 1988 

Abstract: 

A group of leading Anthropologists, who had come to Darwin to attend the conference 
'Hunter Gatherer Societies', were invited to spend a day with the then Rural Health Branch 
Team (RHBT). The purpose of the visit was for all parties to share perspectives on service 
planning and delivery issues using Maningrida (a remote Aboriginal community in the Darwin 
District) as a case study to focus the discussion. 

Following much exchange of information and extensive discussion, in both small focus groups 
and the larger forum, it was conceded by all parties that there were no clear answers to many 
of the issues raised and the problems encountered when trying to provide PHC services in a 
cross cultural setting. It became clear that the Team would have to find many of its own 
answers to both practical and philosophical questions because known solutions were just not 
available. 

As a result of this meeting with the Anthropologists, three working parties from within RHBT 
were formed to focus on the issues of recruitment and orientation to the work area, service 
delivery models, and information gathering and storage. By early 1989, each working party had 
produced a report and made recommendations. 

The meeting with the Anthropologists was an important milestone for the District. Although it 
comprised a large number of individuals committed to the PHC philosophy, they had neither 
the knowledge nor the practical experience to make changes to the medical model of providing 
services. Following this meeting, the Team had the inspiration and desire to search for the 
solutions to such questions as: How do Aboriginal people view health and sickness? What are 
valid means of determining the health priorities of individuals and communities? How should 
services be designed and structured so as to be meaningful to the client group? What special 
training and skills do non- Aboriginal people require to work in this field? 

In hindsight, it was never going to be possible for this meeting to do anything other than 
exchange information and raise awareness because it did not include any remote Aboriginal 
people who were the object of the discussion. According to Curry ( 1993, 5) earth-shattering 
insights and knowledge were never likely to arise from such an academic forum". 
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It was a beginning. The quest for new knowledge, new solutions and new models had begun. 

Primary Health Care Impact Evaluation: 

i) Input Components 

• PI-llLOSOPHY: This was the first real attempt by the District to gain a philosophical 
understanding ofPHC and how to provide services in a cross cultural setting. It was 
the beginning ofwhat would become a long process to implement the concept ofPHC. 

• STRATEGY: The meeting had no immediate impact on developing and implementing 
PHC strategies. It would be another two years before strategies were developed to 
improve Aboriginal participation and control. 

• ACTIVITY: Many activities such as prevention and control of endemic disease, 
environmental health, immunisation, provision of essential drugs, maternal and child 

health care, etc would continue to be undertaken based on the medical health care 
model. 

• SERVICE: Major emphasis on treatment and curative services would continue. Some 
emphasis would start to be placed on health promotion and prevention services. 

ii) Outcome Components 

• RESOURCES & NEEDS: Resources continued to be allocated in accordance with 
Departmental priorities. These were determined without involving Aboriginal 
communities and people. Aboriginal community needs and priorities were not generally 
taken into account. 

• PERSONAL & SOCIAL ISSUES: The meeting certainly attempted to improve District 
staffs understanding of some of the cultural issues associated with providing services to 
the Aboriginal people. Consumer involvement and empowerment did not result from 
this meeting. 

• SERVICES & PROGRAMS: There was no immediate impact on improving the 
services and programs were being provided by the District. 

• COI\1MUNITY EMPOWERMENT: Communities were not involved in the meeting 
and as a result it had no impact on increasing community empowerment. It did 
however raise staffs understanding of the importance of this component and would 
have an affect on them and how they might operate in the future. 

• INFRASTRUCTURE: The meeting had very little impact in this area. 

Transferring the above assessment onto the evaluation model, this project will impact on PHC 
in such a way that three of the twenty segments will be effected. 
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Contact: 

Mr Rob Curry, Physiotherapist, Darwin Rural Services, Block 4, RDH, Darwin, Phone No. 
(089) 228234. 

2. STRONG WOMEN, STRONG BABIES, STRONG CULTURE PROJECT (1989 ONGOING) 

Abstract: 

(The following abstract was taken from a Draft Report titled "Strong Women, Strong Babies, 
Strong Culture Project" prepared by Mr Phil Elsegood of Cross Cultural Consultants.) 

Cheryl Rae undertook research in 1 988-89 to gather data on maternal nutrition and health 
status among Aboriginal women and its impact on birth weight . The findings from this research 
were discussed with the communities concerned. This resulted in funds being successfully 
sought from Rural Health Support, Education and Training (RHSET) in July 1992 to develop 
and implement bicultural strategies to improve the health status of Aboriginal women and 
infants. 

The "Strong Women, Strong Babies, Strong Culture Project" began with the simple aim, 

"to consult with Aboriginal women and health workers in a range of 
communities about poor nutrition and infection during pregnancy 
with the aim of developing bicultural strategies to reduce the 
occurrence and effect of these conditions." 
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This aim has been greatly surpassed. Though it was hoped that the project would change the 
way Aboriginal people accessed currently available antenatal services, the primary outcome 
was for the development of a narrative using graphic images that would access key cultural 
metaphors. The aim was for this narrative to facilitate the sharing of relevant information about 
nutrition and infection in such a manner that Aboriginal women would not only want to access 
antenatal services much earlier, but would want to have a major role in the way these services 
were developed and delivered. This two way sharing of information has become the Strong 
Women's Story. 

With strong direction and guidance from Aboriginal women both in remote communities, and 
i n  Darwin, the Coordinator, Lorna Fejo, has produced a Strong Women's Story that has not 
only interested and excited Aboriginal women, but influenced them to do several things on the 
pilot communities: 

• to reinstate traditional ceremonies related to pregnancy and young infants which had fallen 
into disuse; 

• to create their own form of pictorial presentation of the project to share with other 
Aboriginal women; 

• to access antenatal care much earlier than they did previously; and 
• to decrease the incidence of low birth weight children. 

The most outstanding outcome of this project may well be the process which participants have 
referred to as "partnership". As the degree of Aboriginal control over the process increased the 
equity in the relationships increased. Aboriginal women became teachers of traditional 
knowledge to their non-Aboriginal partners. 

The project has gained a great deal of support and there are increasing demands for it to be 
introduced into other communities throughout the Northern Territory. The project has recently 
secured additional funding for the next three years to allow it to expanded. 

A report is available. 

Primary Health Care Impact Evaluation: 

i) Input Components 

• 

• 

• 

PI-ITLOSOPHY: The process adopted with this project involved Aboriginal women on 
communities developing bicultural strategies to reduce the occurrence of poor nutrition 
and infection during infancy. It addressed the social, emotional and cultural well being 
of the Aboriginal women and took a "holistic" view of health. 
STRATEGY: The project incorporates local community participation and control and 
addresses an area of high priority as identified by both the District and Aboriginal 
communities. The project will result in the provision of accessible, acceptable and 
affordable community based solutions. 
ACTIVITY: This project incorporates a number ofPHC activities, in particular: health 
education; food supply and proper nutrition; maternal and child health care; and basic 
treatment of health problems. 
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• SERVICE: Health promotion and illness prevention services are the keys to 
successfully improving the health status of Aboriginal people. Priority is given to these 
services and as a result the need for treatment and curative services will be reduced in 
the long term. 

ii) Outcome Components 

• RESOURCES & NEEDS: The resources utilised for the project are accessible and 
culturally appropriate and were developed by Aboriginal people. They are utilised to 
address community needs and priorities and will have a positive impact on reducing 
Aboriginal morbidity. 

• PERSONAL & SOCIAL ISSUES: As stated previously, the services and resources 
being used are culturally appropriate. An outcome from the program is Aboriginal 
women beginning to accept greater responsibility for their own and their babies future 
health care. 

• SERVICES & PROGRAMS: The services and programs of this project provide simple, 
low cost interventions to address some ofbroader issues associated with poor health, 
eg. alcohol, food, hygiene, etc. 

• COtvfMUNITY EMPOWERMENT: Individuals and the communities concerned are 
being empowered as a result of this project. Because of their involvement from the 
start, they have owned and controlled the process and subsequent results. The services 
are being tailored to suit their needs. 

• INFRASTRUCTURE: An outcome of the project is the recognition of a community 
empowering process that could lead to change and the development of a model that 
could be utilised for other projects and in other communities. 

Transfening the above assessment onto the evaluation model, this project will impact on PHC 
in such a way that twenty of the twenty segments will be effected. 
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Contact: 

Ms Cheryl Rae and Lorna Fejo, Territory Health Services, Program Development and 
Planning, Health House, Darwin, Phone No. (089) 995 5 1 1  

3. 1HE TEAM BIDLDING WORKSHOP - 17, 30-31 OcrOBER 1989 

Abstract: 

In October 1 989, following the establishment ofthe Rural Services Division, a three day team 
building workshop was conducted for the new Management Team. This was in response to "a 
perception within the Division that firstly, internal coordination and communication required 
further development, and secondly, that there was not a common vision within the 
organisation" (Larkin, 1 994, 3).  The aim of the workshop was to improve team effectiveness 
by clarifying roles, direction, and communication mechanisms. The specific areas covered by 
the workshop included: 

• clarifying team objectives 
• clarifying roles of individual team members 
• identifying and addressing problem areas 
• establishing effective problem-solving practices 
• improving communkation 
• developing healthy approaches to dealing with differences of opinion 
• developing constructive and cooperative working relationships. 

This workshop represented a significant developmental step and milestone along the District's 
path to implementing a PHC model of service delivery. A major outcome of the workshop was 
a mission statement for the District that espoused Primary Health Care as the appropriate 
model from which to plan and deliver services. The Management Team also recognised that 
such a direction would provide a formidable challenge for all staff and that a well functioning 
team would be essential to its successful implementation. 

Because remote area Aboriginal people and other District staff were not given the opportunity 
to contribute and participate in the workshop, there was genuine criticism in establishing an 
organisational vision without involving these people. Some confusion and disagreement over 
directions persisted within the Management Team and the broader organisation as a result of 
this. 

Alinsky ( 198 7, 1 1 3) argues that "change comes from power, and power comes from 
organisation". This workshop certainly empowered the management team and indirectly the 
organisation, and, as a result, it made the likelihood of change to Aboriginal health seem a 
reasonable prospect (Curry, 1993). 

1 58 



Primary Health Care Impact Evaluation: 

i) Input Components 

• PHlLOSOPHY, This workshop resulted in the first formal statement from the District 
that their mission would be to plan and provide services in accordance with the PHC 
philosophy. 

• STRATEGY, The new mission begun a process which questioned past strategies and 
looked to the development of new and exciting strategies that would bring about 
greater community participation and control, improved resource allocation based on 
community needs, and improved coordination of services and programs. 

• ACTIVITY, The new strategies in tum would gradually lead to the District evaluating 
its current activities so as to align themselves closer to the PHC mission. This 
realignment would see the commencement of activities associated with mental health 
care, food supply and proper nutrition, safe water and basic sanitation, and health 
promotion 

• SERVICE, Treatment and curative services would remain the main priority. Greater 
emphasis would start to be given to health promotion and illness prevention services. 

ii) Outcome Components 

• RESOURCES & NEEDS: The mission and strategies developed as a result of this 
workshop would ultimately bring about a change in resource allocation based on needs 
and priorities determined in consultation with communities. This change would take 
many years to evolve. 

• PERSONAL & SOCIAL ISSUES: This workshop ensured that in future the District 

would address not only the health but the social emotional and cultural well-being of 
the Aboriginal people. Future services and programs were more likely to be 
appropriate, acceptable and affordable to the Aboriginal people. 

• SERVICES & PROGRAMS: The workshop begun a process whereby the District 
began to look at ways of providing interdisciplinary services and for programs to be 
delivered by community teams. The broader issues impacting on poor health such as 
hygiene, housing, water, sewerage, dust, etc were also given greater priority. 

• COM:MUNITY EMPOWERMENT: Communities were still not directly involved i n  
determining future directions and setting priorities, however there was a greater 
recognition that this would have to be a major goal if the District's new mission was to 

be achieved. 
• INFRASTRUCTURE: Improved infrastructure would not necessarily result from this 

workshop. 

Transferring the above assessment onto the evaluation model, this project will impact on PHC 
in such a way that twelve of the twenty segments will be effected. 
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Contact: 

Dr D. Devanesen, Director, Primary Health and Acute Care, Territory Health Services, Health 
House, Mitchell Street, Darwin, Phone No. (089) 992808. 

4. THE ANGELA FAIRBROTHER CONSULTANCY - 6 FEBRUARY TO 23 APRIL 1990 

Abstract: 

Following on from the "team building workshop" there was a general perception that 

communication mechanisms and information flows were ad hoc and needed to be improved. 
There was also a feeling that both the management and organisational structure needed to be 
reviewed in order for them to better represent rural Aboriginal communities. As a result, in 
February 1990, Ms Angela Fairbrother was employed as a consultant by Rural Services to 
review the practices and processes of the Division. In short, Ms Fairbrother's brief was to: 

. . .  enhance the effectiveness of Rural Services, with a focus of improved 
client service, through the development of a formal organisational 
structure and improved communication strategies, using the 
multidisciplinary team management concept (Fairbrother, 1 990). 

The challenge for Ms Fairbrother was to improve the effectiveness of Rural Services by 
focussing on PHC principles and concepts which in the long term would bring about greater 
community participation and improved Aboriginal health. 
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For the first time, an understanding of the organisationaJ culture of the District started to 
emerge from the findings. Most staff were found to be happy working with the Management 
Team and the vast majority believed in the District's mission statement and direction. They aJI 
appreciated the chaJienges and stimulation of working with AboriginaJ people in remote areas. 
Many appreciated the freedom given to "do their own thing" and be innovative, however, 
others were concerned that there was not enough accountability in the work place. 

Ms Fairbrother aJso made a number ofpersonaJ observations. On the one hand she saw that: 

• staff were highly committed and motivated to improving "client" services, represented by a 
broad variety of professions and skills, and very enthusiastic; 

• the organisationaJ structure was very flat; and 
• the management style was participatory. 

On the other hand she saw that there was: 

• a general lack of planning for achievement of the Division's mission, 
• no strategic focus, 
• a preference for individuaJity as opposed to team-work, 
• staff being to busy to plan, and 
• some staff having difficulty in re focusing to a support role as required by PHC 

practitioners. 

A major outcome of the consultancy was the recognition amongst staff of the need to criticaJiy 
evaJuate the organisationaJ structure of the Division. Through the research findings of Ms 
Fairbrother, it became evident within the Division that it might be possible to create a new 
organisationaJ structure that better facilitated a true PHC approach than the medicaJ structure 
that was current at the time. A great deal of debate ensued. This resulted in the development of 
three potential models which, in structuraJ terms, attempted to both address the lack of remote 
area community representation in the Division as well as provide greater opportunities for staff 
to work in multidisciplinary teams. 

Unfortunately, despite the debate and the logic of the arguments for change, the Division 
reached an impasse and no model was adopted for implementation. This was because staff and 
management were unable to adequately resolve a number of logistic, operationaJ and service 
delivery issues inherent in each model (Larkin, 1 994). 

A justified criticism of this consultancy and the models presented, was the lack of consultation 
and involvement with ruraJ staff and AboriginaJ people (Curry, 1993). 

Primary Health Care Impact Evaluation: 

i) Input Components 

• 

• 

PHILOSOPHY: This consultancy was another process that was carried out by the 
District as a means of trying to develop an organisational structure that would facilitate 
a true PHC approach. 
STRATEGY: The consultancy focused on developing a structure to improve client 
services, communication and the multidisciplinary management team concept. 
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The ultimate goal was to bring about greater community participation and improved 
Aboriginal health. 

• ACTIVITY: The consultancy found that there had been a general lack of planning to 
undertake activities that would achieve the District's PHC mission. The results of the 
Consultancy would lead to an examination by the District of its activities to ensure that 
they better aligned with PHC. 

• SERVICE: The consultancy confirmed that the District was tiling a medical approach 
to the provision of services and that change was required. Unfortunately, consensus 
could not be reached on the form of change and service provision remained the same. 

ii) Outcome Components 

• RESOURCES & NEEDS: Although the potential was there, the consultancy did not 
result in a better and more equitable allocation of resources and nor did it improve the 
effectiveness of the District. 

• PERSONAL & SOCIAL ISSUES: As with previous attempts to bring about change 
within the District, a criticism of this consultancy was that it did not involve rural staff 
and Aboriginal people. 

• SERVICES & PROGRAMS: No improvements to the provision of services and 
programs resulted from this consultancy. A greater understanding of the need for 
change resulted and it was the catalyst for change in structure some two years later. 

• COM1vfUNITY E.tvfPOWERMENT: Rural staff and Aboriginal communities were not 
involved in the process and as a result the Consultancy had no impact on empowering 
Aboriginal communities to take responsibility for their own health and well-being. 

• INFRASlRUCTURE: No changes or improvements to health infrastructure resulted 
from this consultancy 

Transferring the above assessment onto the evaluation model, this project will impact on PHC 
in such a way that six of the twenty segments will be effected. 
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Contact: 

Dr D. Devanesen, Director, Primary Health and Acute Care, Territory Health Services, Health 
House, Mitchell Street, Darwin, Phone No. (089) 992808. 

5. PRIMARY HEALTH CARE WORKSHOPS (MAY/JUNE 1990) 

Abstract: 

Following the work of Angela Fairbrother, Rural Services cornrrutted itself to the process of 
change by sponsoring three PHC Workshops which were held during the period May/June 
1 990. 

These workshops attended by some ninety rural and urban based participants representing all 

work groups including Aboriginal Health Workers, Doctors, Nurses, Administrative staff, 
Allied Health Professionals, Welfare Workers, and other health and community workers. 

Issues covered at each of these workshops included: defining PHC, local participation, PHC 
practice, program development, empowerment, community development, community 
networks, PHC in a cross cultural context, power structures in remote communities, and 
strategic planning. 

The methods used in the sessions included presentations from expert speakers, both Aboriginal 
and non-Aboriginal who introduced and outlined themes for small participant groups to focus 
on. These small groups feed back to a large forum for further sharing of ideas and discussion. 

There was a free and open exchange ofinformation from which it was hoped all participants 
would benefit and learn. A summary of the discussions and learnings were later documented in 
a Workshop Report (PHC, 1990). 

These workshops represented an exciting step forward for the Division, and raised the profile 
ofPHC. All the members of the organisation were brought together within an interactive 

climate to deal with fundamental questions about the operation of Rural Services Division. 
Many valid and insightful points were expressed and a unique opportunity was provided for 
concerns to be aired and debated (Curry 1993). 

A summary report is available. 

Primary Health Care Impact Evaluation: 

i) Input Components 

• PlllLOSOPHY: These workshops were redeveloped to give all District staff an 
improved understanding of the principles and philosophies ofPHC. Issues such as 
social justice and equity, a social view of health and self responsibility were canvassed. 

163 



• STRATEGY: As a strategy the workshops were successful in ensuring that District 
staff understood why it was so important to implement PHC as the means of improving 
Aboriginal health. They also became aware of the different strategies that needed to be 
put into place to effectively implement PHC. 

• ACTIVITY: District staff gained an improved understanding of the various activities 
that could and should be undertaken in order to impact on the broader issues associated 
with Aboriginal health and PHC. 

• SERVICE: The need to provide a range of services from treatment and curative 
services through to health promotion and prevention was emphasised. The course 
resulted in an expectation that future programs and services delivered by the District 
would be detennined in consultation with Aboriginal people and be culturally 
appropriate. 

ii) Outcome Components 

• RESOURCES & NEEDS: It would be expected that in the longer tenn resources 
would be more effectively utilised and allocated according to Aboriginal identified 
needs and priorities. 

• PERSONAL & SOCIAL ISSUES: A major outcome from these workshops is the 
expectation that in future, services and programs will be far more culturally 
appropriate, will address 'health' as defined by Aboriginal people, and will involve 
community participation. 

• SERVICES & PROGRAMS: A better understanding ofPHC and the District's 
operations would lead to improved consultation between the District and communities. 
This in tum would result in more appropriate programs and services. Improved 
cooperation from District staff was also expected. 

• COMMUNITY EMPOWERMENT: Empowennent of Aboriginal people and 
communities should result as they become more and more involved in developing, 
implementing and evaluating District services and programs. 

• INFRASTRUCTURE: Improved outcomes relating to infrastructure needs would not 
necessarily result from these workshops. Better and more effective utilisation of health 

resources should result 

Transferring the above assessment onto the evaluation model, this project will impact on PHC 
in such a way that sixteen of the twenty segments will be effected. 
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Dr D. Devanesen, Director, Primary Health and Acute Care, Territory Health Services, Health 
House, Mitchell Street, Darwin, Phone No. (089) 992808. 

6. THE DIABETES STORY PROJEcr ON MELVILLE IsLAND - BY ABORIGINAL PEOPLE 
FOR ABORIGINAL PEOPLE (1990 - 1992) 

Abstract: 

Non Aboriginal health professionals had been working on Aboriginal communities on Melville 
Island. In spite of their efforts, Aboriginal people were still on a diet which simply consisted of 
flour, sugar, tea, fatty meat and alcohol. Nutrition education did not seem to have effected 
their dietary lifestyle. The prevalence of obesity and diabetes was still high in the communities. 
A question had arisen as to why nutrition education was not working. 

Aboriginal Health Workers (AHWs) believed it was "because it is white man's story, it is not 
our story". Even though Aboriginal people understood its message, the components were not 
culturally relevant to Aboriginal people. The Nutritionists and AHWs decided to develop "an 
Aboriginal Story" to inform Aboriginal people about diet and lifestyle related to diabetes. 

It was the aim of the project that the participating communities ofPularumpi and Milikapiti on 
Melville Island would: 

• be involved in planning, implementing and evaluating their own community based diabetes 
awareness and prevention package; 
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• develop and implement a local strategy to procure a healthy and equitable community food 
supply; 

• purchase more fresh fruit and vegetables, wholemeal bread and cereal and diet soft drinks; 
and 

• purchase less sugar, soft drinks and fatty food. 

The first workshop was held in Darwin on the 21 November 1 990. Non-Aboriginal 
nutritionists and AHWs from various communities in the Nonhern Territory attended the 
workshop. Following this workshop, a total of five workshops were held till The Diabetes 
Story was completed at the last workshop at Katherine on 1 3  February 1 992. 

The project was also evaluated. The evaluation tools were also developed by the Aboriginal 
and non-Aboriginal project members 

A full repon on the project and its evaluation is available. 

Primary Health Care Impact Evaluation: 

i) Input Components 

• PHILOSOPHY: The project was controlled and coordinated by Aboriginal workers 
and directly involved the community panicipating in activities. It emphasised the 
imponance of community members taking responsibility for their own actions and 
making lifestyle changes that would lead to improved health. 

• STRATEGY: The project was successful because it utilised a number of PHC 
strategies, namely; local community control and participation, use of culturally 
appropriate and accessible resources, and based on community priorities and needs. 

• ACTIVITY: The activities undertaken were mainly associated with health education, 
food supply and proper nutrition, prevention and strong culture. 

• SERVICE: Health promotion and illness prevention services were the keys to success. 
These would ultimately reduce the need for treatment and curative services. 

ii) Outcome Components 

• 

• 

• 

• 

RESOURCES & NEEDS: The resources utilised for the project were accessible and 
culturally appropriate. They were utilised to address community needs and priorities 
and had a positive impact on reducing the morbidity of the community. 
PERSONAL & SOCIAL ISSUES: As stated previously the services and resources 

used were culturally appropriate. As a result of the program, individuals begun to 
accept greater responsibility for their own health care. 
SERVICES & PROGRAMS: This project provided simple and low cost interventions 
to address some of the broader issues associated with poor health, eg. alcohol, food 
and hygiene. There would be a reduction over a period of time in the need for acute 
treatment services. 
COM}vfl]NITY EMPOWERMENT: Individuals and the communities concerned were 
empowered as a result of this project. Because of their involvement right from the start 
they owned it and therefore controlled the process and subsequent results. The services 
were tailored to suit their needs. 
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• INFRASTRUCTURE: More effective use of available resources and infrastructure 
resulted from this project. An outcome of the project was the recognition of a 
community empowering process that could lead to change and the development of a 
model that could be utilised for other projects and in other communities. 

Transferring the above assessment onto the evaluation model, this project will impact on PHC 
in such a way that eighteen ofthe twenty segments will be effected. 
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Ms Robin Lion, Manager Nutrition services, Alberta Puruntatameri and Lois Daniels, Darwin 
Rural District, Block 4, RDH, Darwin, Phone No. (089) 228220. 

7. EMPLOYMENT OF ABORIGINAL MENTAL HEALTH WORKERS (1991 ONGOING) 

Abstract: 

There are at present three community based Aboriginal Mental Health Workers (AMHWs) 
employed in the Darwin Rural District. The positions were created as a response to: 

• the "Ottawa Charter" of 1986, 
• the "National Aboriginal Health Strategy" of 1989� 
• the "Aboriginal Deaths in Custody" recommendations which recognised the lack of 

culturally appropriate mental health services� and 
• frequent mental health problem in Aboriginal communities. 
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The two objectives to resolve these issues were: 

• the development of Aboriginal tenns of reference for mental health; and 
• the development of Aboriginal controlled, commuruty based mental health services. 

This is an on-going program which commenced in 1991 . Its aim is to utilise the skills of local 
Aboriginal people to bring about an improvement in the mental well-being of their people. This 
is achieved using the principles ofPHC and by employing commuruty based workers to work 
in preventing , educating and making the public aware of issues to do with mental health, and 
promoting activities that serve to improve mental health well-being. 

The workers act as counsellors in the resolution of family problems or conflicts in their local 
community. Drawing upon their own experience and cultural knowledge, the workers judge 
how existing cultural networks can be used to address family problems or conflicts. This could 
involve personal interviews, or seeking assistance from other appropriate people. In some 
situations the assistance of departmental staff is also involved. In addition, the workers work 
on projects identified by the local council. 

This initiative represents a real opporturuty to develop an Aboriginal approach to Mental 
Health, utilising PHC principles, rather than simply transposing European values and systems. 

Three full time and two part time Aboriginal Mental Health Workers are currently employed by 
the District. This irutiative is uruque in its concept and the District is not aware of any sirrular 
irutiative elsewhere in Australia. 

The program is extremely successful and a major external evaluation is about to commence. 

Primary Health Care Impact Evaluation: 

i) Input Components 

• 

• 

• 

• 

PHILOSOPHY: The program takes a holistic and social view of health whilst dealing 
with the issues of social justice and equity. The services are provided in accordance 
with Aboriginal terms of reference. 
STRATEGY: The program ensures access by Aboriginal people to acceptable, 
appropriate and affordable health services, and, because of the involvement of local 
mental health workers, its activities are based on commuruty needs and involve 
community participation. 
ACTIVITY: The program is bringing about a greater understanding of the types of 
activities that can be run on and by communities. It is also impacting on a number of 
health care activities, viz; health education, mental health care and basic treatment of 
health problems. 
SERVICE: The program uses a combination of all service (promotive, preventive, 

curative and rehabilative) to achieve the desired results. 
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ii) Outcome Components 

• RESOURCES & NEEDS: The project wiU result in mental health services and 
resources being community based and therefore more accessible to Aboriginal people. 
As a result there should be some reduction in the workload on health centre staff and a 
reduction in the need for institutional care away from the community. 

• PERSONAL & SOCIAL ISSUES: The project has a significant impact on the social, 
emotional and cultural well-being ofthe individual as well as the community. Mental 
health services are provided by Aboriginal people in a culturally appropriate manner. 
The success of the project should lead to the empowennent of individuals, families and 
the community to be responsible for their own health problems. 

• SERVICES & PROGRAMS: The project will impact on the broader issues of health 
such as alcohol abuse, physical abuse etc and look to simple low cost interventions. 

• COMMUNITY EMPOWERMENT: A major outcome of this program is the training 
and employment of local community based Aboriginal Mental Health Workers. Mental 
health services tailored to the community's needs will also result. 

• INFRASTRUCTURE: Additional trained and skilled community mental health workers 
could be made available to the community. Other infrastructure needs might not 
necessarily result from this project. 

Transferring the above assessment onto the evaluation model, this project will impact on PHC 
in such a way that nineteen of the twenty segments will be effected. 
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Mr Glen Norris or Ms Chicky Darling, Mental Health Services, Darwin Rural District, Block 
4, RDH, Darwin, Phone No. (089) 228709. 
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8. HEALTH WEEKS IN ABORIGINAL COMMUNITIES (1991 ONGOING) 

Abstract: 

Community health weeks are a community initiated and driven innovation which has developed 
over a number of years as a celebration of community involvement in "health as life ... In the 
past four years health weeks (or weekends) have been held in several Top End communities. 
These health weeks have taken various forms and included a range of community initiated 
activities. 

The Health Weeks have, from their inception, been community controlled and organised events 
with outside assistance from the District being provided on an "as requested by community" 
basis. The outside assistance has generally been logistic, with the community remaining 
responsible for the planning and organising of events. 

The process of organising these Health Weeks has strengthened community identification of 
the lifestyle and environmental factors that are part of determining health. The activities 
encourage healthy lifestyles and are chosen because they are relevant at the local level. 

The success ofHealth Weeks has been such that several new communities have requested 
financial and logistic support for their own event. Other communities have requested support 
to make the Health Week an annual event. 

Primary Health Care Impact Evaluation: 

i) Input Components 

• PHTI...OSOPHY: Health Weeks are initiated and driven be communities and require 
different individuals to become responsible for organising the various events, etc. The 
activities are culturally appropriate and reflect the Aboriginal perspective of "health is 
life".  

• STRATEGY: Aboriginal people have access to acceptable, appropriate and affordable 
health events during the week. Because of the involvement of local people, its activities 
are based on community needs and involve community participation. 

• ACTIVITY: The activities undertaken during the week are generally associated with 
health education, food supply and proper nutrition, health screening programs, strong 
culture and sporting activities. 

• SERVICE: Health promotion and illness prevention services are the major focus of the 
various activities. These are seen as having a long term benefit in reducing the need for 
treatment and curative services. 

ii) Outcome Components 

• 

• 

RESOURCES & NEEDS: The resources utilised during health weeks are accessible 
and culturally appropriate. They are utilised to address community needs and priorities 
and have a positive impact on reducing the morbidity of the community. 
PERSONAL & SOCIAL ISSUES: As stated previously the services and resources 
used are culturally appropriate. An outcome from these events is that individuals begin 
to accept greater responsibility for their own health and well-being. 
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• SERVICES & PROGRAMS: The activities undertaken during health weeks provide 
simple and low cost interventions to address some of broader issues associated with 
poor health, eg. alcohol abuse, food, poor hygiene and fitness. 

• COMMUNITY EMPOWERMENT: Individuals and the communities concerned are 
empowered as a result of this project. Because of their involvement right from the start 
they own and control the process and subsequent results. The activities are tailored to 
suit local needs. 

• INFRASTRUCTURE: Additional or improved infrastructure will not necessarily result 
from these Health Weeks, however local expertise and resources should be utilised far 
more effectively. 

Transferring the above assessment onto the evaluation model, this project wiU impact on PHC 
in such a way that eighteen of the twenty segments will be effected. 
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Mr Brian Lynch, Director, Family Services, Darwin Rural District, Block 4, RDH, Darwin, 
Phone No. (089) 228350 

9. LIVING WITH ALCOHOL PROGRAM'S COMMUNICATION BOARD: TRIAL HELD AT 
COMMUNITY Y (OCTOBER/NOVEMBER 1992 ONGOING) 

Abstract: 

The ultimate aim of the project was to utilise the skills and knowledge of Aboriginal people to 

develop and implement a "Living with Alcohol" Program based on the use of a 

communications board that was relevant and acceptable to, and understood and supported by, 

Aboriginal people. 
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The program needed to be flexible enough to suit different situations and locations throughout 
the Northern Territory. 

The program was designed to support Aboriginal people in: 

• malcing informed choices about safe levels of alcohol consumption; and 
• addressing the issues of alcohol related harm in their communities. 

The overall goal of the program is to reduce the personal, social and economic aJcohol related 
harm costs ofNorthern Territory Aboriginal communities to at least that of the other 
Australian states by the year 2000. 

The trial was expected to achieve: 

• an understanding of the current community and individual strategies used in Community Y 
to deal with alcohol related problems and their general attitude to drinking alcohol; 

• an understanding of the potential and limitations of the communication board; 
• a record of the community council's and individual's positive and negative responses to the 

board, visuals and program content; 
• a clear directive to modify/refine the board, visuals and program content if required; and 
• an impression of what the community council and individuals saw as future options for 

minimising the harmful effects of alcohol. 

The aims of the trial were met and the Communication Board has now become an integral part 
of the alcohol prevention campaign being conducted throughout all rural communities in the 
Northern Territory. A comprehensive report on the trial is available. 

Primary Health Care Impact Evaluation: 

i) Input Components 

• PI-DLOSOPHY: The project empowered people to take greater personal responsibility 
for the reduction of alcohol related harm in the community, and for their own drinking 
habits. The activities undertaken were culturally appropriate and reflected the 
Aboriginal perspective of health. 

• STRATEGY: The project involved extensive community participation to ensure it was 
relevant, acceptable, understood and supported by the Aboriginal people. The stories 
associated with the Board were based on community needs and priorities. 

• ACTIVITY: The project impacted on health promotion, education and prevention 
activities which, over a period of time, should lead to a gradual reduction in the 
treatment of alcohol related health problems. 

• SERVICE: Priority, including the allocation of resources, was given to health 
promotion and prevention services. 

ii) Outcome Components 

• RESOURCES & NEEDS: If effective, the project will impact on morbidity and 
mortality and result in improving the health and well-being of the community. 
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• PERSONAL & SOCIAL ISSUES: The greatest outcomes from this project will be 
consumer involvement, individuals accepting greater responsibility for their own health 
and the provision of services which are culturally appropriate. 

• SERVICES & PROGRAMS: The broader issues of health, in this case alcohol, are 
addressed in a culturally appropriate manner. The project can also be adapted to meet 
the specific needs of the community. 

• COMMUNJTY EMPOWERMENT: The community will have access to information 
that will assist them to set priorities in relation to alcohol and its effect on their own 
peoples' health. Services can then be tailored to suit the community's needs. 

• INFRASTRUCTURE: Improved outcomes relating to infrastructure would not result 
from this project. 

Transferring the above assessment onto the evaluation model, this project will impact on PHC 
in such a way that fourteen of the twenty segments will be effected. 
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Ms Bernadette Shields, Alcohol and Other Drugs, Health House, Darwin, Phone No. (089) 
892692 

10. BELYUEN COMMUNITY: JARAKU - BOOJE REK NGADARRA BOOTUNG (STRONG M�-ns 
IN OUR COMMUNITY) - AN ALCOHOL INTERVENTION INITIATIVE (1992 ONGOING) 

Abstract: 

Belyuen is a small community of some 250 people situated on the Cox Peninsula about 160 
kilometres by road from Darwin. 
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Alcohol abuse and its ramifications has been a difficulty within this community for a long time. 
However in recent years the problem has appeared to worsen, and particularly since 1989 
when a new liquor outlet opened up close to the community. There have been extremely high 
rates of alcohol related illness and trauma and consequent alarming rates of emergency medical 
evacuation and hospitalisation. The toll in human tenns for community residents would be hard 
to estimate. 

In response to this situation the Community Council at Belyuen approached the Northern 
Territory Liquor Commission in late 1992 for its assistance in addressing the problems as a 
matter ofurgency. In April 1993, the Liquor Commission negotiated an infonnal agreement 
between the Belyuen Council and representatives of the three liquor outlets on the Cox 
Peninsula. The agreement came into effect on 1 May 1993, and included a ban on the sale of 
cask moselle to Belyuen residents and a limitation on the amount of full strength beer that can 
be purchased on credit. The effects of this agreement so far appear to have been profound. 
There are reports of a quieter more relaxed community, less stress for staff at the Belyuen 
health clinic, and a marked reduction in the rates of alcohol related medical evacuations, 
hospitalisations and hospital days utilised by Belyuen residents. 

A detailed report was published in December 1993 

Primary Health Care Impact Evaluation: 

i) Input Components 

• PHILOSOPHY: This project empowered a community to take responsibility for 
decreasing their high rates of alcohol related illness and trauma. It utilised the expertise 
of community members and the justice system to improve the health and well-being of 
the community. 

• STRATEGY: The project involved a number of strategies, namely: extensive 
community consultation and participation; intersectoral collaboration between the 
community, government bodies, local liquor outlets; and accessible, acceptable and 
affordable interventions. The community initiated and controlled the whole project. 

• ACTIVITY: The project impacted on health promotion, education and preventative 
activities which in a period of six months led to a significant reduction in the rates of 
alcohol related medical evacuations and hospitalisations. 

• SERVICE: Priority was given to health promotion and prevention services. Support 
services associated with rehabilitation and treatment were also utilised. 

ii) Outcome Components 

• 

• 

RESOURCES & NEEDS: All the interventions were within the budget reach of the 
community and undertaken within available resources. The interventions targeted 
community needs and priorities. The project will have a positive impact on reducing 
alcohol related morbidity and mortality rates. 
PERSONAL & SOCIAL ISSUES: The greatest outcomes from this project are 
community and consumer involvement, individuals accepting greater responsibility for 
their own health, interventions being culturally appropriate, and improved social and 
emotional well-being. 
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• SERVICES & PROGRAMS: The broader issues of health, in this case alcohol 
consumption and related harm, were addressed in a culturally appropriate manner. 
Improved coordination and cooperation between the community and government 
bodies also resulted. 

• CO:tvfMUNITY EMPOWERMENT: The community controlled the development and 
implementation of strategies to reduce alcohol related harm to its people. They used 
their resources to address their needs and priorities. 

• INFRASTRUCTURE: Better and more efficient utilisation of the health service 
infrastructure would result from this project, particularly a reduction in the need for 
emergency acute care resources. 

Transferring the above assessment onto the evaluation model, this project will impact on PHC 
in such a way that nineteen of the twenty segments will be effected. 
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Mr Rob Curry, Physiotherapist, Darwin rural Services, RDH, Block 4, Darwin, Phone No. 
(089) 228234. 

1 1. EMPLOYMENT OF ABORIGINAL ENVIRONMENTAL HEALTH WORKERS (EHWs) (1992 
ONGOING) 

Abstract: 

The aim of this program is to employ and train at least ten community based Aboriginal EHWs 
to implement environmental health programs (particularly those associated with hygiene and 
sanitation) at a community level throughout the Northern territory. 
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The aim is for the Aboriginal EHWs to have an impact on improving the health of their 
community by some, or all, of the following: 

• consulting with the communities to prepare Environmental Health Plans; 
• recognising and assessing environmental health conditions and determining whether local 

or outside interventions are required; 
• planing, implementing and supervising environmental health activities; 
• assisting Council and health centre staff to undertake environmental health programs; and 
• designing and preparing suitable health promotion material. 

The ten Aboriginal EHWs have been employed and are being trained through Batchelor 
College (an Aboriginal educational institution). When not attending the College they work in 
their community on environmental health projects and are supported by Environmental Health 
Officers. 

Primary Health Care Impact Evaluation 

i) Input Components 

• PI-Ill..OSOPHY: The program should empower the community to take greater 
responsibility for their own environment and to take a more holistic view of health. 

• STRATEGY: The community will have control ofthe program and participate in the 
identification of solutions that are appropriate and affordable. 

• ACTIVITY: The program includes activities associated with health education, safe 
water and basic sanitation, prevention and control of diseases, hygiene, housing and 
roads. 

• SERVICE: The services provided by the EHWs are associated with health promotion 
and disease prevention and are carried out away from the community health centre. 
These will have the long tenn benefit of reducing the need for treatment and curative 
services. 

ii) Outcome Components 

• 

• 

• 

• 

• 

RESOURCES & NEEDS: Environmental health resources are now accessible to a 
number of communities and as a result their environmental health needs are being met 
in a more equitable and realistic manner. 
PERSONAL & SOCIAL ISSUES: The solutions to many of the environmental health 
problems will result in more appropriate, acceptable and affordable community based 
services. The use of appropriate technology is also encouraged. 
SERVICES & PROGRAMS: This program has a significant impact on the broader 
issues impacting on poor health such as hygiene, housing, water, sewerage, dust, etc. 
Simple, low cost interventions are provided. 
COMMUN1TY EMPOWERMENT: The community is empowered to make decisions 
relating to their environment and have locally trained workers implementing 
environmental activities. Services are tailored to suit community needs and priorities. 
INFRASTRUCTURE: Additional trained and skiJled community based EHWs are 
made available to communities. Other infrastructure needs might not result from this 
program. 
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Transferring the above assessment onto the evaluation model, this project will impact on PHC 
in such a way that fifteen of the twenty segments will be effected. 
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Mr Jeff Standen, Environmental Health Manager, Darwin Rural District, Block 4, RDH, 
Darwin, Phone No. (089) 228292. 

12. THE DEVELOPMENT AND IMPLEMENTATION OF SERVICE AGREEMENTS BETWEEN 

DARWIN RURAL DISTRICT AND NORTHERN TERRJTORY FuNDED COMMUNITY 

CONTROLLED HEALTH SERVICES (1992 ONGOING) 

Abstract: 

HACS in 1992 introduced the concept of Service Agreements which set out the operating 
arrangements between an organisation which delivered a service funded by HACS and the 
Department. The agreements were to reflect the particular role and function of the individual 
organisation, with the final document being a negotiated agreement between the organisation 
concerned and the Department(HACS, 1 992b ). 

Darwin Rural District saw the negotiation of these agreements as a key to increasing 
Aboriginal participation in the delivery of health and community services. The Service 
Agreements provided a standard framework for consultation, discussion and negotiation 
between communities and the District to develop agreed outcomes in line with identified 
priority needs and targets. 
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It was intended that the agreements would reflect the particular role, function and priorities of 
individual communities, and be flexible in the content and degree of detail they incorporated. It 
was also expected that the agreements would be developed through a community consultation 
process involving many groups and individuals so that it clearly reflected the needs and wishes 
ofthe community. 

Primary Health Care Impact Evaluation 

i) Input Components 

• STRATEGY: The negotiation and final agreement between communities and HACS will 
impact on features such as local control, community participation, needs based planning 
and resource distribution. The process of implementing Service Agreements will also 
bring about a change of strategic direction for the District. 

• ACTIVITY: The agreements could have considerable impact on features associated with 
the number and type of programs that could be undertaken by the District and by 
communities. 

• SERVICE: Decisions made by the District and communities will impact on services and 
the way they are delivered. These services will be based on the priorities and needs 
identified by communities and delivered by interdisciplinary teams. 

• PHTI.-OSOPHY: The project will have a broad impact across the District. It will impact 
on issues such as community responsibility, self detenrunation and equitable distribution 
of resources. It will empower communities to take responsibility for their own health 
outcomes. 

ii) Outcome Components 

• RESOURCES & NEEDS: Service Agreements will result in an improved and a more 
equitable distribution of resources, services and programs being provided within the 
budget reach of both the government and community; community control of health 
services; greater individual responsibility; and ultimately improved morbidity. 

• PERSONAL & SOCIAL ISSUES: It will result in increased individual and community 
involvement, and a greater program emphasis on the "holistic" concept of health 
(physical, emotional and cultural). 

• SERVICES & PROGRAMS: Services and programs will be adapted to meet the needs 
of the community and target broader issues associated with alcohol, smoking, nutrition, 
etc. Services will also be provided by interdisciplinary teams. 

• COMMUNITY EMPOWERMENT: The greatest outcomes from the project are 
expected to be: increased community participation, communities setting priorities, 
services being tailored to the community's needs and services being devolved to the local 
level. 

• INFRASTRUCTURE: Improved outcomes relating to infrastructure needs would not 
immediately result from this project. Resources would be more effectively utilised and 
gaps in resources clearly identified. 

Transferring the above assessment onto the evaluation model, this project will impact on PHC 
in such a way that eighteen of the twenty segments will be effected. 
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Mr Vic Feldman, District Manager or Ms Barbara Sharp, Non-Government Liaison Officer, 
Darwin Rural District, Block 4, RDH, Darwin, Phone No. (089) 228220. 

13. NEW MODEL OF DELIVERING SERVICES TO REMOTE ABORIGINAL COMMUNlTIES IN 
THE DARWIN RURAL DISTRICT (1993) 

Abstract: 

This project was undertaken by Mr Vic Feldman as part of the Northern Tenitory Public 
Service's "Executive Management Program". The aim of the project was to develop a new 
model of delivering health services that would: 

• increase the level of Aboriginal participation and involvement; 
• incorporate a multidisciplinary approach to the delivery of health services; 
• highlight Primary Health Care (PHC); and 
• emphasise health promotion and prevention. 

The new model was to be a catalyst in combining the following PHC elements: 

• the provision of services which provide communities with the best physical, social and 
emotional preconditions for good health, prompt treatment for basic health problems and 
support for the chronically ill; 
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• an approach to health care which depends on the active participation of the community in 
the organisation ofthe health care system, is responsive to local needs, promotes team 
approaches in health care delivery, involves sectors outside the heaJth care system, and 
emphasises an equitable distribution of resources and outcomes; and 

• a strategy for change which shifts the existing medical model towards a social model of 
health care and is the leading edge in redirecting the total health care system. 

The short term outcomes from the project were: 

• a clear District definition ofPHC; 
• increased participation by remote Aboriginal people in the planning, implementation and 

evaluation services and programs delivered on their communities; 
• the development of a model of service delivery that accords with the PHC philosophy; and 
• progressive implementation of the model in Aboriginal communities throughout Darwin 

Rural District. 

A comprehensive report on the project is available. 

Primary Health Care Impact Evaluation: 

i) Input Components 

• PHILOSOPHY: The project sought to bring about a broader understanding of health 
and related issues. In addition it was designed to bring about greater community and 
individual responsibility for the improvement of health and well-being. 

• STRATEGY: The model involved a number of strategies including: community 
participation in the identification and prioritising of needs; communities talcing control 
of their own health services; communities influencing District goals and objectives; and 
more effective use of resources. 

• ACTIVITY: The project educated and empowered the communities and as a result 
brought about a greater understanding of the number and type of programs that could 
be undertaken on their communities. 

• SERVICE: Appropriate services were identified to meet the needs of the community. 
These services ranged from acute care services through to alternative interventions 
such as health promotion and education. Culturally appropriate services such as mental 
health services, nutrition services and rehabilitation services were also considered. 

ii) Outcome Components 

• 

• 

RESOURCES & NEEDS: The project would have a significant impact on: ensuring 
resources were based on need and equitably distributed; improving the health status of 
the aboriginal people; and ensuring that service delivery was within the budget reach of 
communities. 
PERSONAL & SOCIAL ISSUES: The project should result in increased individual 
and community involvement in the provision of the health services and the 
empowerment of individuals to take greater responsibility for their own health. 
Services, because of the community's involvement, are more likely to be culturally 
appropriate. 
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• SERVICES & PROGRAMS: Coordination of services between all sectors of the 
District's health care system will improve because of better collaboration between all 
workers. Broader health related issues are more likely to be addressed including issues 
such as alcohol abuse, poor housing and adequate food supply. 

• COMMUNITY EMPOWEIUvfENT: The project will result in communities having far 
greater control of the District's health services. They will be determining priorities, 
electing health boards/committees, and in many cases managing their own services. 
Services will be tailored to meet the needs of the communities. 

• INFRASTRUCTURE: Better and more efficient utilisation of the health service 
infrastructure would result from this project. Resources would be allocated in 
accordance with community priorities and needs. 

Transferring the above assessment onto the evaluation model, this project will impact on PHC 
in such a way that eighteen of the twenty segments will be effected 
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Mr Vic Feldman, District Manager, Darwin Rural District, Block 4, RDH, Darwin, Phone No. 
(089) 228220. 

14. DARWIN RURAL DISTRICT REMOTE ABORIGINAL COMMUNITIES - SERVICE 

DELIVERY WORKSHOPS (1993) 

These workshops, for the first time, involved Aboriginal representatives from each of the 
twelve major remote Aboriginal communities throughout Darwin Rural District in determining 
policies, and considering a range of issues, that were fundamental to PHC and the delivery of 
services to Aboriginal people. Three workshops were convened during 1993: at Mandorah on 
24-25 March; at Jabiru on 5-6 May; and again at Mandorah on 24-27 August. 
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The aim ofthe first workshop was to establish an acceptable definition ofPHC that Aboriginal 
people could identify and work with, and to gain their insight into what they saw as necessary 
to improve health service delivery. The second workshop focused on the same issues, whilst 
the third sought to raise awareness about the District's Business Plan and to develop a 
partnership approach to health service delivery, priority setting and strategic planning (Curry, 
1993). 

The workshops were very significant. Through a process of group discussion, small group 
work and feedback sessions, the participants worked up a definition ofPHC that not only 
accorded with the principles being espoused by Darwin Rural District, but matched the 
understandings, expectations and aspirations of the Aboriginal participants. This definition read 
as follows: 

Aboriginal Community Health Care is: 
The negotiated development of a culturally acceptable health care system 
which empowers a community to have control of their own health 
services. In particular the community must have major responsibility for: 
• planning (deciding on the types of programs, funding and priorities) 
• implementation (delivering the programs); 
• monitoring (ensuring the programs are being carried out in 

accordance with the community's priorities); 
• evaluation (ensuring the programs are meeting the needs of the 

community); and 

It must: 
• be negotiated in a way that meets the traditional needs of the 

Aboriginal people; 
• acknowledge the broad social factors that impact on health; and 
• be easily accessible. 

The workshop also encapsulated this definition in the illustration depicted below. This 
illustration has become a symbol for the District as it recognises that PHC, Aboriginal 
participation and involvement, the role of the Aboriginal Health Worker and Aboriginal law 
and culture are all essential elements in improving the health and well-being of Aboriginal 

people. · - - ----

L A N D  

(Dlustration developed at the PHC Workshops, Mandorah and Jabiru, 199�) 

IS� ----- · --- . . . ·-· . ·-" . 



These workshops represented the start of a major paradigm shift for Darwin Rural Services. 
There was a shift in power and decision making. Aboriginal people were being empowered to 
make decisions that would have an impact on the way the District would provide its service. 

The future challenge for Darwin Rural Services was to continue to support this shift as a basic 
pre-requisite of successful PHC activity (Curry, 1993). 

Primary Health Care Impact Evaluation: 

i) Input Components 

• PHILOSOPHY: These workshops were the first attempt by the District to involve 
Aboriginal communities in setting the vision and principles about how the District should 
operate. The definition ofPHC has set the philosophical base by which Darwin Rural 
Services now operate. 

• STRATEGY: The results from these workshops have provided the framework to 
detennine the strategic directions of the District. It ensures that priority is given to 
strategies that focus on decentralisation of resources, community control and 
participation, and accessible and affordable services. 

• ACTIVITY: The workshops educated and promoted the community representatives and 
as a result brought about a greater understanding ofthe number and type of programs 
and activities that could be undertaken in communities. 

• SERVICE: Culturally appropriate services were identified to meet the needs of the 
communities. These ranged from acute care services through to alternative interventions 
such as health promotion and education. 

ii) Outcome Components 

• RESOURCES AND NEEDS: The outcomes from the workshops would ensure that 
resources were allocated in accordance with community needs and that service delivery 
was within the reach of all communities. 

• PERSONAL AND SOCIAL ISSUES: The workshops should result in increased 
individual and community involvement in the provision of health services and the 
empowennent of individuals to take greater responsibility for their own health. Services, 
because of the community's involvement, are more likely to be culturally appropriate. 

• SERVICES AND PROGRAMS: The services provided by the District will better 
address community needs and be properly coordinated because there will be better 
collaboration between all workers and the community. All health related issues are more 
likely to be addressed, including the broader factors such as alcohol abuse, poor housing, 
and adequate food supply. 

• CO.M11UNITY EMPOWERMENT: Aboriginal people will have far greater input into 
the strategic directions of the District and control over the provision of services in their 
communities. They will be determining priorities, electing health boards/committees, and 
i n  many cases managing their own health services. Services will be tailored to meet the 
needs of the community. 

• INFRASTRUCTURE: Better and more efficient utilisation of the health service 
infrastructure would result from this project. Resources would be allocated according to 
community priorities and needs. 
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Transferring the above assessment onto the evaluation model, this project will impact on PHC 
in such a way that twenty of the twenty segments will be effected. 
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Ms Esther Manson, Manager, Aboriginal Health Worker Program, Darwin Rural Services, 
Block 4, RDH, Darwin, Phone No. (089) 228220. 

15. STRATEGIC PLANNING WORKSHOP (APRIL 1993) 

Abstract: 

This was one of the first major attempts by the District to develop a twelve month operational 
plan. The workshop proceeded over three days and was attended by all members of the 
District's Management T earn and a few additional individuals invited from the broader team. 
The eventual product of the workshop was the "Darwin Rural Business Plan 1993/94" 

This document was significant in that it was a clear attempt by the Managers to realign the 
District with PHC principles by changing the way services were being provided, by 
empowering communities, and by reinforcing their support for Aboriginal people as the key 
deliverers of health services. It acknowledged that the District had been paying lip service to 
PHC and that the lack of any real improvement in the health status of Aboriginal people made 
it necessary to seek alternative ways of doing things. 
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As with previous attempts by the District in developing a District vision and goals, there were 
no community based staff and people involved in determining the future directions of the 
District and the outcomes were no necessarily owned by all District staff 

Nevertheless there were some significant outcomes that resulted from this Workshop. These 
were: 

• the definition ofPHC, developed by the Aboriginal PHC Workshop, was endorsed; 
• a commitment was given to implement an interdisciplinary organisational structure; 
• support was given for Aboriginal people to control their own health services; and 
• the endorsement of nine PHC principles, to which the District would be bound. 

The outcomes and principles of the 1 993/94 Business Plan formed the foundation for the 
development of future Business Plan. 

Primary Health Care Impact Evaluation: 

i) Input Components 

• PHll...OSOPHY; This workshop reaffirmed the PHC philosophy in that it formally 
endorsed a District definition of PHC and developed a set of principles by which it 
would provide its services. 

• STRATEGY, The Business Plan endorsed a number of important strategies to move 
the District closer to its vision of providing a PHC service. These strategies included 
improving community participation and control, developing and implementing a new 
interdisciplinary organisational structure, and providing culturally appropriate services 

• ACTIVITY, These new strategies and work principles would gradually lead to the 
District aligning itself with PHC. These new strategies were the catalyst to give greater 
emphasis to activities associated with a "holistic" approach to providing health services. 

• SERVICE: All services were given equal priority. There was no longer an emphasis on 
the provision of treatment and curative services to the detriment of health promotion 
and prevention, and rehabilative services. 

ii) Outcome Components 

• 

• 

• 

RESOURCES & NEEDS: The mission, principles and strategies developed as a result 
of this workshop began to change the way resources were structured and allocated. 
Resource allocation begun to be based on needs and priorities determined in 
consultation with communities. 
PERSONAL & SOCIAL ISSUES: This workshop ensured that the District addressed 
not onJy the health but the social emotional and cultural well-being of the Aboriginal 
people. Services and programs were more appropriate, acceptable and affordable to the 
Aboriginal people. 
SERVICES & PROGRAMS: The workshop resulted in the District developing ways of 
providing interdisciplinary services and for programs to be delivered by community 
teams. The broader issues impacting on poor health such as hygiene, housing, water, 
sewerage, dust, etc were also given greater priority. 
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• COM:MUNITY EMPOWERMENT: Communities started to be involved in 
determining future directions and setting priorities. Communities began to establish 
locally elected health committees and devolution of services to the local level 
commenced. 

• INFRASTRUCTURE: Mechanisms were put in place to improve health infrastructure 
on communities and to make more efficient and effective use ofboth District and rural 
based staff 

Transferring the above assessment onto the evaluation model. this project will impact on PHC 
in such a way that sixteen of the twenty segments will be effected. 
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Mr Vic Feldman, District Manager, Darwin Rural District, Block 4, RDH, Darwin, Phone No. 

(089) 228220. 

16. A CUSTOMER CENTRED MODEL OF EVALUATION FOR COMMUNITY HEALTH 
PROGRAMS AND ACTIVITIES IN DARWIN RURAL REMOTE ABORIGINAL 
COMMUNITIES (1994) 

Abstract: 

This project was undertaken by Ms Robin Lions as part of the Northern Territory Public 
Sector Management Course. 
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There was minimal evaluation of community based health projects and programs by operational 
staff in Darwin Rural District. No suitable process or framework had been developed for 
operational staff at the work unit level in remote Aboriginal communities to evaluate their 
community health programs and activities in a manner consistent with PHC principles. 

The key mission of this project was to develop a client/customer centred model of evaluation 
and performance monitoring of health services to remote Aboriginal communities in the 
Darwin Rural District. This model was to incorporate staff participation in the strategic 
planning stage. 

The outcomes from the project were: 

• the development of a customer-centred, participatory model of evaluation for community 
health programs and activities in Darwin Rural District's remote Aboriginal communities; 

• the development of a Needs Survey Plan and a Needs Survey Evaluation Plan which is 
owned by community health centre staff and the Community Health Board/Committee; 

• the community council committed to the needs survey and its implementation and 
evaluation; and 

• the Darwin Rural District Management Team and the Work-Place Project Planning Team 
committed to providing on-going support to: 
- the implementation and evaluation of needs surveys, and 
- the development of community work unit plans for the delivery of health related 

services. 

A detailed report on the project is  available. 

i) Input Components 

• PHILOSOPHY: The project had minimal impact philosophically, although it did assist 
the community to look for their own solutions and set their own time frames and 
priorities. They accepted responsibility for the process and its outcomes. 

• STRATEGY: The development of a culturally appropriate participatory model of 
evaluation would have a significant impact when developing future strategies for the 
provision of services. The model would help to ensure that services and programs were 
accessible, acceptable, affordable, and needed. 

• ACTIVITY: The model would assist in evaluating whether programs and activities 
were being effectively run in communities. 

• SERVICE: The model could also assist in evaluating other services and options to 
bring about improvements. 

ii) Outcome Components 

• 

• 

RESOURCES & NEEDS: The project would have an impact on assessing and 
evaluating different community based programs and services to ensure that they were 
accessible, meeting identified needs, and impacting on Aboriginal mortality and 
morbidity. 
PERSONAL & SOCIAL ISSUES: The project will ensure that there is individual and 

community involvement in the development and evaluation of projects, programs and 

servtces. 

187 



• SERVICES & PROGRAMS: Services and programs will not necessarily increase. 
although improvements in the effectiveness of existing services and programs will 
result. 

• COMMUNITY EMPOWERMENT: Communities will have control of the evaluation 
process and this should result in services being tailored to meet the needs of the 
community. 

• INFRASTRUCTURE: The project will require the establishment of appropriate and 
effective monitoring systems to store data and measure health status. 

Transferring the above assessment onto the evaluation model, this project will impact on PHC 
in such a way that eleven of the twenty segments will be effected. 
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Ms Robin Lions, A/Director Public Health Services, Darwin Rural District, Block 4, RDH, 
Darwin, Phone No. (089) 228220. 

17. A PERFORMANCE MANAGEMENT SYSTEM FOR DARWIN RURAL DISTRICT HEALTH 
CENTRE STAFF, INCORPORATING STAFF SELECTION IN THE STRATEGIC PLANNING 
(1994) 

Abstract: 

This project was undertaken by Mrs Dana Dabrowska as part of the Northern Territory Public 
Sector Management Course. 
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This project aimed to introduce a performance monitoring system for nurses, Aboriginal Health 
Workers, Aboriginal clerical assistants and other people working in remote Aboriginal 
communities. There was no system available to do this. Before the performance monitoring 
system could be developed there was a need to implement some form of strategic planning that 
would allow health centres to develop goals and objectives. These would need to be in line 
with the Department's Corporate Plan and measurable. 

Although the original goal of the project was to introduce a performance management system 
into two rural community health centres within the Darwin Rural District, it became apparent 
that the project would need to refocus and concentrate on the strategic aspects of planning and 
human resource management. 

Modification of the original goal allowed for the development of work unit plans and training 
for work guidance (a performance management system) to be attended to concurrently. Work 
unit plans and training for work guidance were developed in four target communities instead of 
the original two. 

A detailed report is available. 

Primary Health Care Impact Evaluation: 

i) Input Components 

• PI-ULOSOPHY: This project did not seek to bring about a greater understanding of 
health and its related issues or to increase the communities understanding of the 
broader concepts of health. 

• STRATEGY: The project sought to improve strategic planning at the community 
health centre level. Strategic planning at this level helped to ensure that services and 
programs were provided to meet the needs and priorities of the community. Resources 
were allocated accordingly. 

• ACTIVITY: All activities and programs were considered and assessed to determine 
those most appropriate to meet the community health centres' identified strategic 
objectives. 

• SERVICE: As with "Activity" above, the project also assessed and determined the best 
use of all services available to the community, whether community based or from 
within the department. 

ii) Outcome Components 

• 

• 

• 

RESOURCES & NEEDS: The project would have a significant impact on the 
allocation of resources and their efficient use to meet the needs of the community. 
PERSONAL & SOCIAL ISSUES: There would be little impact in this area because of 
the minimal input from the community as a whole. The project would empower health 
centre staff and provide motivation for improvement. 
SERVICES & PROGRAMS: More effective and efficient services and programs would 
be developed. Issues that would be addressed included: continuity of care for the 
individual; interdisciplinary team-work; simple and low cost interventions; and the 
development of programs to address the broader issues of health such as smoking, 
alcohol and malnutrition. 
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• COM1vfUNITY EMPOWERMENT: To accord with PHC the broader community 
should be involved in the planning process. This did not happen with this project, 
although the staff were community based. 

• INFRASTRUCTURE. The project would be able to identify and justify the most 
appropriate use of all the infrastructure to meet the strategic goals and objectives. 

Transferring the above assessment onto the evaluation model, this project will impact on PHC 
in such a way that ten of the twenty segments will be effected. 
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Mrs Dana Dabrowska, Director Community Based Services, Darwin Rural District, Block 4, 
RD� Darwin, Phone No. (089) 228220. 

18. DARWIN RURAL DISTRICf PLANNING WORKSHOP (1 994) 

Abstract: 

This was the first attempt by the District to involve community health staff in the development 
of strategies to implement programs that were to be undertaken on communities by District 
staff The participants consisted of: 

• community based Aboriginal Health Workers; 
• community based Nurses; 
• district based program staff; and 
• central office program staff. 
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The aim of the workshop was to produce plans in plain English that could be sent out to 
communities about: 

• Women's Health� 
• Family and Food; 
• Welfare: and 
• Children's Health. 

During this workshop these programs were discussed in detail. An overview of each program 
was supplied and then staff were given the opportunity to raise issues, priorities them and 
develop strategies to achieve the desired outcomes. 

A draft report summarising the results of the workshop is available. 

Primary Health Care Impact Evaluation: 

i) Input Components 

• PlllLOSOPHY: This workshop was the first real attempt by the District to actively 
involve community based health staff in determining operational strategies. It reflected 
the desire of the District to action the PHC principles and philosophy it had previously 
endorsed; particularly those principles associated with increased community 
participation and control. 

• STRATEGY: The workshop provided the framework to develop specific strategies 
that were to be determined by both district and community based staff It ensured that 
these strategies focused on community needs, community participation, equitable 
resource distribution, and accessible and affordable services. 

• ACTIVITY: A large number of different community based activities and programs 
were identified to meet the strategic goals. These activities covered such areas as 
education, food and nutrition, alcohol abuse, disease control, environment 
improvement, etc. 

• SERVICE: Culturally appropriate services were identified to meet community needs. 
These ranged from acute care services through to alternative interventions such as 
health promotion and prevention. 

ii) Outcome Components 

• RESOURCES & NEEDS: The activities to be carried out were affordable, accessible 
and acceptable. They were directed at meeting identified needs and were within the 
budget reach of the communities. 

• PERSONAL & SOCIAL ISSUES: The social, emotional and cultural well-being of 
Aboriginal people were addressed by ensuring that culturally appropriate solutions 
were identified. The activities should result in communities and individuals taking 
greater responsibility for their own health. 

• SERVICES & PROGRAMS: Services and programs provided on communities will be 
better coordinated because they were developed in close consultation with all 
disciplines involved in the various programs. All health related matters were addressed 
including the broader factors such as alcohol abuse, smoking, poor nutrition, etc. 
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• COMMUNITY EMPOWERMENT: Community and Aboriginal people have greater 
control over the development and implementation of community based programs. 
Services are tailored to meet the needs of the communities. 

• INFRASTRUCTURE: More efficient and effective use of health resources and 
infrastructure should result from this workshop. 

Transferring the above assessment onto the evaluation model, this project will impact on PHC 
in such a way that eighteen of the twenty segments will be effected. 
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Mr Vic Feldman, District Manager, Darwin Rural District, Block 4, RDH, Darwin, Phone No. 
(089) 228220. 

19. SENlOR ABORIGINAL HEALTH WORKERS' WORKSHOP 26-29 APRIL 1994 

Abstract: 

The aim of the project was for nine Senior Aboriginal Health Workers (AHWs) from 

communities spread throughout Darwin Rural District to gain a better understanding of health 

promotion and its use, and to develop health promotion strategies to address community 

tssues. 
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The workshop objectives were that participants, after two days, would be able to: 

• define health promotion; 
• identify activities that are health promoting; 
• better understand the principles of community development and PHC; 
• know the difference between community based and community orientated programs; 
• identify barriers as well as enabling factors to health promoting activities; 
• identify some key strategies in health promotion; 
• detennine culturally appropriate strategies; and 
• develop, implement and evaluate a health promotion project as per community identified 

needs 

The participants each went back to their communities to develop and implement a specific 
health promotion project. These projects were to be evaluated at a later workshop to be held in 
early 1995. 

All objectives of the workshop were met. A comprehensive report has been produced on the 
proceedings of the workshop and the outcomes of the community based projects. 

Primary Health Care Impact Evaluation: 

i) Input Components 

• PlllLOSOPHY: The project would have minimal impact, although it would assist the 
community to look for their own solutions to some of the underlying causes of 
Aboriginal ill health. 

• STRATEGY: The involvement of local health workers ensured the activities would be 
based on community needs and involve community participation. In addition, it assisted 
in making services accessible and acceptable. 

• ACTIVITY: The project brought about a greater understanding of the number and type 
of programs that could be undertaken on communities. 

• SERVICE: Alternative interventions such as health promotion and education, and the 
development of preventative services were being considered in addition, or as 
alternatives, to acute care services. 

ii) Outcome Components 

• RESOURCES & NEEDS: The project would have little impact on obtaining additional 
resources, although there would be better utilisation of community based resources . 

• PERSONAL & SOCIAL ISSUES: The project should result in increased individual and 
community involvement and the empowennent of individuals to be more responsible 
for their own health. The services developed through the community process will also 
be culturally appropriate. 

• SERVICES & PROGRAMS: The project will have some impact on addressing the 
broader issues of health and look to simple, low cost interventions. 

• COMMUNITY EMPOWERMENT: The outcomes expected from th.is project are 
better trained local health workers, increased community participation, and services 
being tailored to the community's needs. 
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• INFRASTRUCTURE: Improved outcomes relating to infrastructure needs would not 
necessarily result from this project. 

:ransfening the above assessment onto the evaluation model, this project will impact on PHC 
m such a way that twelve of the twenty segments will be effected. 
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Mr Greg Smith, Manager, Health Promotion, Darwin Rural District, Block 4, RDH, Darwin, 
Phone No. (089) 228766. 

20. GOOD TUCKER WORKSHOP, SPRINGVALE HOMESTEAD (16-19 MAY 1994) 

Abstract: 

The "Strong Together - Good Tucker" workshop was the first ever Aboriginal controlled and 

organised nutrition workshop. It addressed community issues impacting on the nutrition and 

health of Aboriginal people, families and communities. The workshop was attended by over 

200 people from all over the Northern Tenitory, including community elders and community 

leaders. 

The workshop was held over three day. The focus of the first two days was on women's and 
men's health, store foods, bush foods and traditional medicines. Day three focused on 
strengthening the family unit and traditional law. 
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The broad aims ofthe workshop were to: 

• increase the number of community based nutrition initiatives and programs in Aboriginal 
communities in the Northern Territory, through raising the awareness of healthy foods 
within a supportive environment; and 

• increase the number of initiatives in Aboriginal communities which focus on strengthening 
women, men and the family unit. 

The workshop was evaluated using participatory evaluation techniques. Process evaluation 
addressed the areas of participant satisfaction, program reach and the performance of program 
materials and resources. Overall the workshop was judged a huge success. 

Primary Health Care Impact Evaluation: 

i) Input Components 

• PHILOSOPHY: The process adopted for this workshop involved Aboriginal nutrition 
workers developing an agenda to improve the social, emotional and cultural well-being 
of Aboriginal people through discussion and learning associated with food and family 

• STRATEGY: This workshop sought to change and improve nutrition programs on 
Aboriginal communities by making them accessible, relevant and affordable. It involved 
community and individual participation and addressed their needs. 

• ACTIVITY: The workshop gave priority to activities associated with education, food 
supply and proper nutrition, and women's and men's health. 

• SERVICE: The workshop stressed the importance of community based primary and 

preventative care. 

ii) Outcome Components 

• RESOURCES & NEEDS: This workshop will result in the allocation of additional 
resources. It will identify needs and ensure that priority is given to develop strategies to 
improve food and nutrition services to Aboriginal people. 

• PERSONAL & SOCIAL ISSUES: An outcome from this workshop was individuals 
and communities taking greater responsibility for their own health care. Culturally 
appropriate solutions were also developed and shared. The workshop actively sought 

the input of Aboriginal people. 
• SERVICES & PROGRAMS: The services and programs discussed at this workshop 

were concerned with simple low cost interventions to address some of the broader 
issues associated with poor health, particularly food and nutrition, alcohol and hygiene. 

• COMMUNITY EMPOWERMENT: Individuals and communities are being 

empowered as a result of this work shop. Because of their involvement from the start, 
they have owned and controlled the process and subsequent results. Programs will be 
tailored to suit their needs. 

• INFRASTRUCTURE: In the short term, no additional infrastructure will result from 

this workshop, however community resources will be utilised more effectively to 
provide simple, affordable and appropriate services and programs. 

Transferring the above assessment onto the evaluation model, this project will impact on PHC 

in such a way that thirteen of the twenty segments will be effected. 
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Ms Robin Lions, Manager Nutrition Services, Darwin Rural District, Block 4, RDH, Darwin, 
Phone No. (089) 228220. 

21.  DARWIN RURAL DISTRICT ORGANISATIONAL REVIEW (JULY-DECEMBER 1994) 

Abstract: 

Following the development of the Service Delivery Model, it became apparent that the 
Districts organisation would have to be restructured if services were to be delivered along the 
lines espoused in the model, that is: 

• using interdisciplinary teams; 
• in accordance with community needs and priorities; 
• in accordance with Aboriginal tenns of reference; and 
• in a way that encouraged community participation and control. 

As a result, the following objective became a priority in the District's 1994/95 Business Plan 
( 1 994) 

By June 1995, Darwin Rural District will have implemented an 
organisational structure that accords with the Aboriginal Community 
Care philosophy 
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From that objective came the need to undertake a detailed review of the organisational and 
administrative structures in relation to: 

• all professional groups, work units and program areas within the District; 
• the present role and function of each group; 
• the internal and external relationships of each group; 
• the expectations of community groups and organisations within the Darwin Rural District: 
• the external and internal reporting mechanisms within Darwin Rural District; 
• examining and exploring alternative team structures appropriate to the goals and objectives 

of the District and the Department which are congruent with the needs of the communities 
and PHC; and 

• infonnation access and communication. 

In June 1 994, Mr Steve Larkin, the then Manager of Family, Youth and Children's Services 
Program within the Darwin Rural District was given the task of undertaking the review. The 
final report from that review was presented to the District Manager in late December 1 994. 

The key findings of the report (Larkin, 1 994) were: 

• workers are finding the skills and tasks required under PHC difficult in that the majority of 
staff do not know how to achieve the specified outcomes; 

• a substantial number of staff operate from and/or influenced by the medical model 
philosophy and health issues within the District are defined within this framework; 

• a significant number of staff remain unclear in their understanding of the interdisciplinary 
team approach and as a result have retreated to their own program areas; 

• the Management Team remains inconsequential and irrelevant to a large number of staff, 
with its role and functions being seen by many as ambiguous and ineffective; 

• dissemination of infonnation occurs effectively within program areas but was poor across 
programs; and 

• a major concern was the failure of the District to effectively access the Aboriginal agenda. 

As with the Angela Fairbrother Consultancy some three years previous, there was again a 
recognition among staff that the current structure was not working effectively and was not 
facilitating a PHC approach to the delivery of services. 

It remained to be seen however, whether the District had matured enough in the three years 
since the Angela Fairbrother consultancy to challenge how they were currently structured and 
develop a new, more effective organisational structure. That task would commence in early 
1995 

A detailed report is available. 
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Primary Health Care Impact Evaluation: 

i) Input Components 

• Pl-llLOSOPHY: The review was initiated by the District to provide an alternative 
organisational structure that would facilitate the provision of PHC services and better 
accord with its PHC definition and principles. 

• STRATEGY: The review examined and explored alternative team structures that 
would be appropriate to meet the PHC goals and objectives of the District. Some of the 

goals were associated with decentralisation, improved coordination and team work, 
increased community participation, and redistribution of resources. 

• ACTIVITY: The review also examined the structure and its effectiveness to coordinate 
and undertake a broad range of PHC activities and programs. 

• SERVICE: The results of the review ensured that a full range of services would 
continue to be provided to Aboriginal communities throughout the District and that 
where possible these services would be community based and controlled. 

ii) Outcome Components 

• RESOURCES & NEEDS: The findings from the review and its recommendations have 
resulted in a restructure and redistribution of resources to better impact on community 
needs and priorities. The resources were allocated on a more equitable basis. 

• PERSONAL & SOCIAL ISSUES: The focus of the restructure which followed was on 
community based services, empowerment of individuals and the community in setting 
District goals and directions, and ensuring that service delivery was culturally 
appropriate. 

• SERVICES & PROGRAMS: Major outcomes ofthe review were the development of 
interdisciplinary teams to provide services, an increased emphasis on continuity of care 
between the various disciplines, a shift in emphasis from programs to broad issues 
requiring a District response, eg. diabetes, alcohol abuse, malnutrition, renal disease, 
etc. 

• CO.M:MUNITY EMPOWERMENT: The greatest outcomes were the formation of an 
Aboriginal Health Advisory Board to provide advice and direction to the District and 
the increased emphasis on community based and controlled health services. Priority 
would be given to tailoring health services to meet individual community needs. 

• INFRASTRUCTURE: Greater emphasis was placed on improving the health 
infrastructure on communities and increasing the number of trained and skilled 
community health workers. 

Transferring the above assessment onto the evaluation model, this project will impact on PHC 
in such a way that eighteen of the twenty segments will be effected. 
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Mr Vic Feldman, District Manager, Darwin Rural District, Block 4, RDH, Darwin, Phone NO. 
(089) 228220 

22. ABORIGINAL HEALTH NEEDS PILOT PROJECT: COMMUNITY X (1994/95) 

Abstract: 

The Aboriginal Health Needs Pilot Project is the first step towards the development of a 
resource allocation methodology based on identified health needs of an Aboriginal community. 

The aim of the project was to quantify the existing level of morbidity for a single remote 
Aboriginal community, to assess the adequacy of the existing health care service provision, and 
to project the health care service required to meet the measured needs of the community. 

The following requirements were identified in the needs assessment of Community X: 

• a dedicated community service for preventative health care, health promotion and 
education; 

• a dedicated community based service for the provision of high quality primary health care 
for those with existing illness and medical conditions; 

• improved access to secondary and tertiary level and other follow-up health services, 
ensuring better management of chronic or deteriorating conditions, which will reduce the 
need for crisis management; 

• improvement in the amount and quality of residential accommodation for community 
residents; 
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• greater attention to standard setting and regulation of the environmental health issues; 
• increased community responsibility and management of their own health care resources. 

and support for greater awareness and involvement in the health issues; and 
• increased interdepartmental coordination of service provision. 

An estimate of the resources and costs required for the health service to meet the needs 
identified above was provided. 

Primary Health Care Impact Evaluation: 

i) Input Components 

• PlllLOSOPHY: The aim of this project was to identify the gap between health needs 
and resource allocation. Philosophically it was an attempt to highlight the inequities 
associated with resource allocation to Aboriginal communities. 

• STRATEGY: The focus ofthe project is on providing equitable resources relevant to 
the needs ofthe community. It was a medical approach seeking out health status data 
with little involvement or participation (apart from the screening) of Aboriginal clients. 

• ACTIVITY: The project attempted to examine and identify community needs 
associated with all PHC activities. 

• SERVICE: The project also aimed at identifying community based PHC services that 
would reduce the need for acute hospital care. 

ii) Outcome Components 

• RESOURCES & NEEDS: This project would provide the factual data to justify 
increases in resource allocation based on the identified needs of the community. An 
outcome would be a more equitable allocation of resources based on the use of health 
indicators . 

• PERSONAL & SOCIAL ISSUES: The project did not impact significantly on these 
issues. As stated previously there was little individual or community participation as the 
project was not evaluating whether services were culturally appropriate or not. 

• SERVICES & PROGRAMS: All workers and disciplines were involved in determining 
the likely needs of the community and the most appropriate interventions. All services 
and programs were assessed, including those addressing issues such as housing, 
alcohol, nutrition, environment, etc. 

• COMMUN1TY EMPOWERMENT: The community was not given the opportunity to 
plan, implement and evaluate their own services. 

• INFRASTRUCTURE: This project should result in the allocation of additional 
resources for the health service and more efficient use of the infrastructure that is 
already there. 

Transferring the above assessment onto the evaluation model, this project will impact on PHC 
in such a way that eleven of the twenty segments will be effected. 
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Dr Jo Wright, District Medical Officer, Darwin Rural District, Block 4, RDH, Darwin, Phone 
No. (089) 228220 
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