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ABSTRACT 

Background 

Australian Aboriginal youth experience significant morbidity but may find it difficult to 

access culturally appropriate health care. Access may be even more difficult for those who 

live in remote areas. The Derby Aboriginal Health Service (DAHS) is an Aboriginal 

Community Controlled Health Service (ACCHS) which provides primary health care (PHC) for 

people living in the remote town of Derby and surrounding Aboriginal communities. DAHS is 

a local, contextualised and culturally aware organisation but still experiences difficulties 

engaging with Aboriginal youth. 

Aims 

The overall aim of this research was to help improve access to PHC for young Aboriginal 

people in Derby and surrounding communities.  The research aimed to identify barriers and 

enablers for youth in accessing services, identify service related challenges in providing 

youth friendly health care, and contribute to strategy development processes to improve 

services for young people. 

Methods 

This was a qualitative project and involved semi-structured interviews with youth and 

service providers. Interviews were with 26 young Aboriginal people aged 16-25 years from 

Derby and three Aboriginal communities serviced by DAHS, aiming to identify barriers and 

enablers in accessing health care. This was followed by interviews with 24 staff at DAHS who 

work with young Aboriginal people; two group interviews, followed by individual interviews 
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with two staff members considered to have expertise in working with Aboriginal youth. Staff 

were asked to comment on utilisation of the health service by 16-25 year olds, 

communication with people in the target age group, and the interface between the service 

and youth. In both parts of the research, the data was interrogated through an iterative 

process of thematic analysis undertaken by the research team, which included Aboriginal 

researchers. 

Results 

Young people prioritised the health staff as key to accessing health care. They valued 

relationship and communication with Aboriginal, long term, gender-matched and local staff. 

They identified that communication and interpersonal interactions with staff were central to 

decisions made about access. The young people were concerned about confidentiality and 

shame during their health care interactions. They acknowledged that they did not seek 

preventive health care, but were more likely to present when acutely unwell. They had 

many suggestions regarding the “ideal” clinic, in terms of staffing, infrastructure and 

organisation, and suggested methods for minimising shame and maximising confidentiality 

and communication. Health education and promotion were identified as important 

priorities for a health service.  

The health staff, when interviewed, identified challenges in providing care to the 16-25 year 

old age group, many of which resonated with the barriers identified by the young people. 

The challenges related to the interface between the health service and the youth, adequate 

resourcing, and health literacy. The staff also identified a number of strategies on the 

individual and health service levels to enhance access. At the individual level, these 
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strategies were aimed at augmenting communication and developing relationship. At the 

service level, the strategies involved infrastructure reform and partnering with other 

services.  Both individual and organisational strategies were flexible and went the extra mile 

in providing care. 

Conclusions 

The primacy of the relationship between the health service user and provider has been 

clearly demonstrated by this research and is supported in the wider literature. However, 

around this relationship a number of supportive approaches are required. Recruitment, 

training and retention of appropriate health staff is a key strategy. In addition, the health 

service needs to look inwards to hone infrastructure and look outwards in order to form 

partnerships and reach out into the community. Both the staff and the service need to be 

willing to provide expansive and accommodating care. Youth themselves will be key to the 

process of optimising an accessible, acceptable and available service. These findings are 

potentially useful for Aboriginal youth accessing care in many settings in other settings in 

Australia, and also relevant for Indigenous youth internationally and vulnerable non-

Indigenous youth.  
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CHAPTER 1 Introduction 

Research overview 

Aboriginal people in the 16-25 year age bracket living in remote Australia experience 

significant morbidity but may not access the health care they need. Derby Aboriginal Health 

Service, situated in the remote Kimberley region of Western Australia, has found it difficult 

to engage with young people in this age group. This research aims to explore the interface 

between the young people and the health service from the perspective of the health service 

users and providers. It aims to identify the barriers and enablers experienced by Aboriginal 

youth in accessing care, and the challenges experienced and strategies utilised or planned 

by the health service in providing youth friendly care. 

 

Thesis Outline 

This introductory chapter will place the thesis in context. First, the geographic context will 

be described. This will be followed by the medical context, which will outline the morbidity 

experienced by Aboriginal youth living in remote areas and provide context in the Kimberley 

region of Western Australia. The contextual discussion will then move to placing the 

research questions in the setting of the existing literature around the issue of access to 

health care services in general. It will then focus the discussion on access for youth, and 

finally, access for Australian Aboriginal youth. Chapters two and three will present the 

research papers which form the heart of this thesis. Chapter four will conclude the thesis by 

outlining the findings of the research; placing the research back in the broader literature 
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context; reviewing its strengths and limitations; and discussing outcomes and future 

directions both for the health service and for further research. 

 

Definitions & Terminology 

The World Health Organization (WHO) defines adolescence as the period from 10 to 19 

years of age, youth as the period from 15 to 24 years of age and young people as those 

people in the 10 to 24 year age group.1 The young people who participated in this study 

were 16 to 25 years of age, so would be most accurately described as youth, according to 

those definitions. 

Throughout this paper, the term “Aboriginal” will be used to refer to Australian Aboriginal 

people, as opposed to “Indigenous” which will be used to refer to First Nations people from 

a variety of countries. No Torres Strait Islander people participated in this research. 

The Australian Bureau of Statistics has utilised the Australian Statistical Geography Standard 

as a measure of remoteness. Five classifications of remoteness have been described, based 

on road distance from five categories of service centres. The classifications are as follows: 

1. Major cities 

2. Inner regional Australia 

3. Outer regional Australia 

4. Remote Australia 

5. Very remote Australia2 

Derby, Western Australia, and surrounding districts, where this research was based, are 

classed as “very remote”. The words “remote” and “very remote” will be used specifically 

when quoting statistics. In a general context, however, the word “rural” will be used to 
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denote non-metropolitan areas, and the word “remote” to describe rural areas which are 

further from major centres.  

Setting 

The town of Derby is set in the Kimberley region of Western Australia. The Kimberley region 

covers 424, 517 square kilometres,3 which is approximately three times the size of the 

United Kingdom.4 According to the 2016 census, the region has a population of 34 364 

people,5 giving it a very low population density.3 41.6% of the population are Aboriginal 

people, in comparison with 2.8% of the wider Australian population.5 The area has distinct 

wet and dry seasons.3 The local economy is based on agriculture, mining, construction, retail 

and tourism.3 Yet despite these resources and industries, the Kimberley region has high 

levels of socio-economic disadvantage.6 The Derby-West Kimberley Local Government Area 

(LGA) ranked 31 of 563 Australian LGAs (where a rank of 1 indicates the most disadvantaged 

area) in a comparative table of socioeconomic disadvantage calculated from 2016 Census 

data. 7 The area could be characterised as a place of superlatives – sparse population, 

extreme climate, long distances, rich resources, intense colours, striking beauty and 

pervasive poverty.  
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Figure 1: Map of the Aboriginal Communities of the Kimberley3 

There is a strong Aboriginal cultural tradition and a very long Aboriginal history in the 

Kimberley. The area is home to around 30 different Aboriginal groups who have a diversity 

of languages and traditions.8 The Kimberley Aboriginal Caring for Culture Report describes 

over 60 community controlled organisations which deliver culturally based services and 

programs across many sectors including health, justice, education, arts, enterprise, 

childcare, land management and aged care. The report asserts that a vibrant culture is key 

to Aboriginal health and wellbeing and calls for services to operate with this cultural 

worldview.8 Language is a mainstay in maintaining culture,8 as is connection with Country.9 

The Kimberley Aboriginal Caring for Country Plan emphases the strong link in the Kimberley 

between the wellbeing of the land, and the wellbeing of the people – “Healthy Country 

Healthy People”.9 The Plan goes on to argue that being on Country, living on the land with 
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which one’s people are connected, strengthens the spirit and improves physical and mental 

health.9 

Against this positive setting of culture, land and language exists a social, political and 

historical landscape which impacts the lives of the Aboriginal people of the Kimberley. The 

Fogliani Inquest into the deaths of young Aboriginal people in the Kimberley highlighted 

intergenerational trauma in the Kimberley related to deaths of family and friends, child 

removals, family disintegration, high incarceration rates, and accidents and illness, among 

other factors.10 Saggers and Gray suggest dispossession and exclusion involving land, culture 

and family are inextricably linked to the story of poor health in Aboriginal Australians.11 

However, empowerment and ownership are key to stemming the tide of disempowerment 

and exclusion: Campbell et al reviewed the literature around community development 

interventions designed to improve health, and found that strategies involving local 

community involvement, ownership and empowerment were some of the critical factors for 

success.12 This reinforces the fundamental importance of the community controlled 

organisations identified in the Caring for Culture report.8 

Background 

Morbidity  

Young Aboriginal people in rural Australia need quality health care as they are situated at 

the intersection of three risky health demographics related to their location, their age and 

their ethnicity.  

In terms of location, rural Australians have poorer health outcomes than their urban 

counterparts.  This is thought to be related to income, education and employment 
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opportunities, but also to access to health services.13 Many health risk factors are more 

common amongst rural Australians: smoking, risky alcohol consumption, physical inactivity, 

and overweight and obesity.13 Life expectancy was inversely proportional to degree of 

remoteness in the period 2015-2017.13 In 2015, the total disease burden in remote and very 

remote areas was 1.4 times as high as the burden in major cities.14 In the 2015-2016 period, 

the rate of potentially preventable hospitalisations, which are usually prevented in the 

primary care or community care settings, was highest for residents of remote or very 

remote areas.13 

The remaining two demographics come into play in the lives of young Aboriginal Australians. 

Aboriginal Australians in the 10-24 year age group are more than ten times as likely to suffer 

from rheumatic heart disease, pneumococcal infection and gonorrhoea than their non-

Aboriginal counterparts.15 In this age group the most common health burden is suicide or 

self-inflicted injury (13%), and it is followed by anxiety disorders, alcohol use disorders and 

road traffic accidents.16 In 2014-2015 data, one third of 15-24 year old Aboriginal people 

experienced high to very high levels of psychological distress.16 Remoteness increases the 

risk for Aboriginal youth of communicable diseases, assault, obstetric complications, 

rheumatic heart disease and admission to hospital with type 2 diabetes.15  

The Kimberley region is an area of particular concern regarding the health and wellbeing of 

youth. This region has one of the highest rates of suicide in the world,10 and a retrospective 

study published in 2016 determined that death by suicide in the Kimberley was correlated 

with being Aboriginal, male and under the age of 25.17 In 2018 notification rates of 

chlamydia and gonorrhoea in the Kimberley region were the highest in the state and peaked 

in the 15-24 year age group.18 Similarly, rates of infectious syphilis were highest in the state 
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but peaked in the 20-24 year age group.18 The potential for morbidity and distress in young 

Aboriginal people living in rural Australia, and in the Kimberley region in particular, should 

not be underestimated. 

A further consideration in this age group, however, is the impact of present health issues for 

the future of the young person and the next generation. Young people enter the 16-25 year 

old age group as adolescents and emerge as adults. Adolescence can be seen as a stage 

where the foundations for future health or ill-health are laid.19 It is a time of development, 

growing independence and increasing choices.  Future health is affected by adolescent 

decisions, such as use of alcohol and tobacco, and levels of physical activity. Health 

behaviours of a life-time may be initiated in this crucial developmental stage.19 The 

generation to follow may also be affected by the health of the current generation of young 

people. Maternal pre-conception health and substance use have implications for fetal and 

infant development.19 Trans-generational epigenetic inheritance raises the prospect of pre-

conception health altering patterns of gene expression in the next generation.19 Neglect of 

the health of young people can negate some of the gains made in maternal and child health, 

while emphasis on adolescent health is an investment in health of the future.19  

Additionally, it has been argued that because of the burden of disease, early onset of health 

risks and high adolescent birth rates, addressing health in Aboriginal young people is key to 

addressing the health inequities between Aboriginal and non-Aboriginal Australians of all 

ages.15 

Access 

In 2016, people living in remote areas were more likely than their urban counterparts to 

report barriers in accessing both general practitioners (GPs) and specialists.14 Meanwhile, 
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Aboriginal Australians are more likely than non-Aboriginal Australians to report difficulty in 

accessing health services which are affordable and in close proximity.13 They are 14 times 

more likely to live in an area with GP workforce supply issues.13 It has been estimated that 

53% of the health differences between Aboriginal and non-Aboriginal Australians can be 

attributed to 11 factors: employment, highest non-school qualification, level of schooling 

completed, housing, household income, rates of binge drinking, hypertension, overweight 

and obesity, levels of physical activity, intake of fruit and vegetables and smoking rates. It is 

thought that access may be one of the important factors contributing to the remaining 

47%.13 Thus a concerning scenario is created in which Aboriginal youth are at risk of serious 

morbidity and at risk of not accessing health care.  The complexity of the access issue is not 

fully addressed in these statistics and will be addressed in the following literature review. 

Literature Review 

Waters, reflecting on equity in health, utilised the following definition of access: “the use of 

health care conditional on the need for care”.20 This is a useful concept in considering health 

equity as it asks whether the person needing the care is utilising it. It also raises the 

concepts of supply and demand, rather than preferentially considering the supply side of 

the equation as has sometimes been done in the past. It identifies two major players in the 

process of access; the health service and the user. Access is a complex issue, because all of 

the previously named concepts deserve further interrogation. What exactly is the service 

which is being supplied? Where is it situated? When is it provided? Is it acceptable to the 

user? Does the user see a need for the service? 

Levesque and colleagues acknowledged the complex nature of access in their definition: 

“the opportunity to reach and obtain appropriate health care service in situations of 
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perceived need for care”.21 They argued that a more complete view of access would 

consider approachability, acceptability, availability, accommodation, affordability and 

appropriateness. The facets listed above mirror the patient’s journey from realisation of 

need for care, to seeking the care, to reaching and obtaining the care and benefiting from 

it.21 The final step in the access journey described by Levesque and colleagues is called 

“consequences of accessing health care” and examines the individual’s ability to engage 

with the offered care and the extent to which the care meets the needs.21 This more 

complete view broadens the gaze from the service and user in order to consider the 

interplay between the individual, the household, social and physical environments, health 

systems, organisations and providers.  

Penchansky and Thomas proposed a succinct definition in which some of the complexities of 

access are reflected. They described access as the “degree of fit” between the patient and 

the health care system.22 Dixon-Woods et al argued along a similar line when they 

synthesized the concept of candidacy.23 Candidacy can be described as eligibility for 

healthcare and focuses on the relationship between the individual and the health service. 

This relationship is subject to many influences and may change over time. The individual 

considers whether he or she requires medical attention in a particular situation. The 

“access” is, as in Levesque et al’s model, seen as a journey. The individual navigates his or 

her way to and through health care utilisation, and the ease with which this is done is 

referred to as the “permeability” of the service. The journey may be difficult or easy. 

Representatives of the health care system may not judge that the journey is the correct one, 

or may offer care that the individual rebuffs.23 This construct by Dixon-Woods et al is useful 

in highlighting the complexity of the access questions, with its emphasis on the journey and 

the everchanging interface between service and user. 
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Thiede asserts that the relationship between the health care provider and the user is a 

crucial factor which influences access.24 He argues that communication and trust can be 

seen as a stimuli for access, driving demand. Good communication develops trust, which 

further enhances communication. This positive feedback loop is particularly important in 

culturally diverse societies, he argues, which are often low trust environments.24 

In a Canadian qualitative study, based on observational and interview data, two inner city 

PHC clinics were studied in order to analyse the concepts of equity and access.25 The two 

clinics catered for Canadian Indigenous patients and people experiencing social and 

economic inequity. Four aspects of care were identified which optimised services: 

1. Inequity responsive – care which addressed the social determinants of health 

2. Trauma and violence informed – care which recognized the pervasive nature of 

trauma and violence, and was respectful and empowering 

3. Contextually tailored – care which responded to local needs and was tailored to the 

individuals seeking assistance 

4. Culturally competent – care which took into account an individual’s cultural 

understanding of health and illness, and the individual’s experiences of racism, 

discrimination and marginalisation 

It was found that care which fulfilled these criteria improved the degree of fit between the 

service and the individual, enhancing trust and engagement. It also shifted the emphasis in 

seeking help from emergency care to ongoing care.26 

Barriers and enablers for young people accessing health care 

In 2016, The Lancet published an article which resulted from an international research 

collaboration on global adolescent health, tellingly titled “Our future: a Lancet commission 
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on adolescent health and wellbeing.”19 Barriers to health care for adolescents and young 

adults around the world were reported as inexperience and lack of knowledge in accessing 

health care, intensified sensitivity around confidentiality, restrictive legislative frameworks, 

stigma and community attitudes. Young people valued patient centred care, where they 

were treated with respect, were listened to and were involved in decisions regarding their 

care. They also valued care which was typified by good communication with health staff and 

was well coordinated. The report emphasized the importance of appropriate training for 

health care workers.19 

From an Australian perspective, the youth of Western Australia, aged 13-18 years of age, 

were asked about barriers to accessing health care.27 Their concerns were similar to those of 

their global counterparts, and included embarrassment, privacy, cost and being unsure 

about whether they could access care without a parent or guardian present. Other concerns 

included knowledge of service availability, transport, opening hours, disclosing health issues 

and being treated respectfully. They also worried about whether they needed a Medicare 

card in order to access services. The enablers they identified also resonated with those 

identified on a global scale. They desired a low cost service which was easy to get to, had 

flexible or drop in appointments and which would allow for unaccompanied and 

confidential visits. They desired staff who were non-judgmental and interacted well with 

young people. Further, they felt they would be more likely to attend if they had a supportive 

parent or guardian and if clinics were situated in schools or youth centres.27  

In two studies, similar in design and intent to our research albeit on a larger scale, 3091 

youth and 32 staff in regional and rural Queensland were interviewed about access to 

sexual and reproductive health services.28,29 The barriers identified by the service providers 
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included confidentiality, stigma, fear, embarrassment, lack of awareness around sexual 

health and health services available, and physical parameters such a transport, cost, 

geographical isolation and hours of operation.29 A GP was the provider of choice for the 

majority of youth, while Aboriginal and Torres Strait Islander youth preferred to visit an 

ACCHS.28 Young people were asked what the markers of quality were in sexual and 

reproductive health services. Their answers primarily focused on the staff, who ideally 

would be good listeners, non-judgmental, friendly and gender matched.28 Staff were 

thought to have underestimated the key role they played in young people accessing 

services.29 The research recommended robust staff training and promotion of non-

judgmental and confidential care.28,29  

Robards et al performed qualitative research interviewing 41 young people from 12-24 

years of age in New South Wales.30 They came from five groups identified by the research 

team as being marginalised: living in rural or remote regions; homeless; of refugee 

background; sexuality or gender diverse; and Aboriginal young people. These young people 

had experienced discrimination in seeking health care and the health journey was more 

difficult if the young person fitted into more than one marginalised group. The participants 

had made health decisions affected by convenience, engagement, effectiveness and 

affordability. The navigation of young people through the health system could be assisted 

with appropriate education and support, and it was thought that technology could assist in 

improving engagement with services.30  

headspace is an example of an initiative purposefully designed to address access barriers for 

young people, primarily regarding mental health, but inclusive of physical and sexual health, 

vocational wellbeing and management of alcohol and drug issues. It was established in 
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2006, funded by the Australian Federal Government, as a response to high rates of mental 

health issues amongst young people and low rates of mental health service utilisation.31 The 

clinics are situated throughout Australia and provide enhanced PHC for young people, 

between the ages of 12 and 25. Young people are at the very heart of the structure, ethos 

and purpose of headspace. They contribute to the ongoing service delivery at the local level 

through the Youth Reference Group and contribute to high level governance.31 Demand is 

outstripping supply for the services provided by headspace.32 The lesson to be learnt here is 

the value of establishing a service which deliberately addresses barriers to access and which 

puts young people at its heart.  

Barriers and enablers for Aboriginal people accessing health care 

A 2020 study interviewed parents and carers as well as health care staff in remote Western 

Australian Aboriginal communities regarding skin infections.33 Participants identified factors 

decreasing health service utilisation as shyness or shame, use of traditional remedies or self 

treatment, negative past experiences with the clinic, language barrier, fear of judgment and 

prejudice. Conversely, they identified that established or positive relationships with staff, 

culturally safe staff practices, short waiting times, an inviting clinic facility, low cost care, 

outreach activities, employment of Aboriginal health workers and notification about clinic 

services would enable access.33 Recommendations from the study included a more 

consultative approach with the community and with parents/carers, and provision of health 

education.33 

Similar concerns emerged in a review article regarding Aboriginal Australians accessing 

mental health care. The stigma around seeking treatment for mental health issues was 

noted as well as fear of hospitalisation or being “locked up”. The study concluded that 
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Aboriginal people have differing concepts of mental health and wellbeing which may well 

affect access to health care.26  

McBain-Rigg and Veitch performed a qualitative study based in north-west Queensland 

exploring cultural factors as barriers for accessing health care by interviewing Aboriginal 

people and non-Aboriginal health practitioners.34 They found that some barriers labelled as 

cultural were actually structural, such as poor communication and complex health 

bureaucracies. However, cultural differences did affect access, such as shame, respect and 

reciprocity in health care settings, and the roles of kin and others in care. The study also 

noted some health staff practices were barriers for Aboriginal patients, one of which was 

difference blindness, that is, health practitioners failing to acknowledge that Aboriginal 

patients have concerns specific to their culture which affect their interaction with the health 

care system.34  

In a qualitative study which interviewed Aboriginal and Torres Strait Islander people and 

health service providers, Davy et al found that trusting relationships with staff were key to 

sustained engagement, and that those relationships were easier to build between 

Aboriginal or Torres Strait Islander staff and patients.35 Other important facilitators of 

engagement included community ownership of the health service and flexibility in service 

provision. Broken relationships related to breach of trust became a barrier for 

engagement.35 

Ownership, trust, relationship and cultural appropriateness are themes running through the 

access literature regarding Aboriginal Australians. This literature, however, does not 

specifically examine the opinions of Aboriginal youth, which is where our research can 

contribute. 
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Who should provide health care for Aboriginal youth living in remote 

Australia?  

PHC can be seen as the frontline of the health care system in Australia, offering a point of 

entry to the system.36 It should provide an equitable and accessible service,37 and is likely to 

be the closest part of the system to most people living in remote Australia. In addition it is a 

cost effective sector.36 The WHO suggests that PHC improves health outcomes, systemic 

efficiencies and health equity, and therefore has economic benefits.38 It also acts as a 

springboard into other health sectors if this is found to be necessary.37 

If PHC is the accessible portion of the greater health system, what is the accessible portion 

of PHC for young Aboriginal Australians? The most obvious answer to this question would 

be the Indigenous-specific primary health care services (ISPHCSs). Two thirds of these are 

ACCHSs,13 which are locally based and governed by a board made up of local Aboriginal 

people. Forty-six percent of these are found in remote or very remote locations.13   

Harfield et al conducted a systematic review of published data regarding ISPHCSs and found 

seven characteristics of these services, all of which were interwoven with the overarching 

characteristic of culturally appropriate care.39 ISPCHSs were accessible, flexible and holistic. 

They employed a culturally aware and skilled workforce. They encouraged community 

participation, self-determination and empowerment.39  

There is evidence that health services owned or managed by Aboriginal communities, which 

are designed to cater for local issues enhance access to primary health care.40 ACCHSs 

deliver patient focussed care, which can extend to family members, may involve a multi-

disciplinary team and occur in settings such as the home.41 They are well placed to deal with 

complex issues such as arise in Aboriginal health settings.41,42 Consistent with the 
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understanding of many Aboriginal people of health as physical, social, emotional, cultural, 

spiritual and ecological wellbeing,13 ACCHSs approach health from a holistic standpoint 

rather than utilising the biomedical model found in most mainstream services.40,43 ACCHSs 

may have infrastructure facilitating access such as low or no cost care, walk-in 

appointments, transport39 and informal child care.42 Furthermore, ACCHSs are local 

generalist clinics. Young people in Matich et al’s research preferred to attend a general clinic 

regarding sexual health issues, perhaps, they hypothesized, because it lessened the 

stigma.28 This may well be more broadly applicable to other health issues with which young 

people are likely to present.  

Davy et al conducted a review of papers regarding access for Indigenous peoples to ISPHCSs 

and thematically analysed them using Levesque and colleague’s framework regarding 

accessibility.40  The study found that Levesque’s framework was useful in cataloguing the 

types of issues which may affect access, however they recommended that emphasis was 

needed on the broader health care system due to systemic issues affecting local service 

provision, such as funding. In addition, they identified that the patient’s journey of access 

was by no means linear, as the Levesque framework proposed, because stages were 

interwoven and complex. In reviewing the literature they found that access was affected by 

social and cultural determinants of health for patients, and their families and communities. 

These factors included poverty, lack of communication infrastructure, unemployment and 

lower levels of education. However, they found that ISPHCSs were able to hone their 

services in order to address the social and cultural determinants of health, and therefore, 

directly address the access issues. Community acceptance of the health service was key to 

the success of that service in delivering health care. Employment of local Indigenous staff 

contributed to engagement of local Indigenous people with the service, as did community 
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ownership of the service. ISPHCSs sought to engage with and learn from the local 

community, and being locally based they were more likely to be attuned to local values, 

norms and needs.40   

In research published in 2017, a systematic review of literature revealed that Aboriginal 

Australians valued the following characteristics of care provided by ACCHSs; pro-active, 

responsive, culturally safe, holistic, longitudinal and individualised.43 Staff were of particular 

importance and were found to be culturally aware, effective communicators, respectful, 

non-judgmental, sensitive, kind and trustworthy. ACCHSs were thought to have a welcoming 

environment and patients felt at home there.43 

Aims of research 

This research project was set up as a response to a perceived lack of engagement of young 

people with the Derby Aboriginal Health Service (DAHS), and a desire to increase the 

accessibility of the service. 

Specific aims: 

• To hear the voices of Aboriginal youth and their opinions regarding health care, 

• To ascertain the barriers and enablers for 16-25 year old Aboriginal people in 

accessing health care in this remote Australian setting, 

• To identify health service related challenges in providing care for Aboriginal youth, 

and 

• To develop strategies to improve services for Aboriginal 16-25 year olds. 
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Methods 

The research presented in this thesis is qualitative and therefore designed to tell a complex 

story in order to facilitate understanding.44 Semi-structured in-depth interviews were 

utilised, so the opportunity existed to explore responses and clarify understanding. 

D’Antoine asserts that qualitative research “holds promise that Aboriginal voices are 

allowed to speak”45 and it is hoped that the young Aboriginal voices and those of the 

Aboriginal staff interviewed will be heard.  

Two local Aboriginal researchers arranged and performed the interviews with the young 

people and participated in the data analysis. This was an essential part of the research 

design in order to enhance engagement of youth with the interview process, and to ensure 

the data and conclusions presented in the research were faithful to the opinions youth had 

expressed. Additionally, the local knowledge of both researchers facilitated the interview 

organisation, both in Derby and in the remote communities. 

What can be added by our research? 

This research takes place in an under-reported setting. The WHO seeks research to ascertain 

which parts of the PHC sector have the greatest promise in improving health outcomes, 

efficiencies and equity.38 Van Dyke et al, in their extensive literature search found a paucity 

of literature evaluating health services and programs catering for young Western 

Australians.27 Campbell, in a review of the efficacy of ACCHSs in improving Aboriginal Health 

concluded that the ACCHS sector is under-researched.42 

This research investigates a small portion of the access narrative, however, it is a key 

portion. It is investigating access to health care for a group of people for whom access is 
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likely to be challenging and in whom interventional and preventive health care is vital, for 

their current and future health and for the generation to follow. Furthermore, it is 

investigating access to health care which should be the most accessible for this group: PHC 

provided locally and governed by local Aboriginal people. The voices of young Aboriginal 

people living in remote Australia, and of front-line staff, may not be loud in the general 

health discourse, but this research assists in the amplification. Finally, this research arises 

within a local service, the lead investigator is a clinician and the Aboriginal researchers 

involved are local people. This is grass roots research. 
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Abbreviations used 

  Aboriginal Community Controlled Health Service ACCHS 

  Derby Aboriginal Health Service   DAHS 

  General Practitioner     GP 

  Indigenous-specific Primary Health Care Service ISPHCS 

  Local Government Area    LGA 

  Primary Health Care     PHC 

  Rural Clinical School of Western Australia  RCSWA 

  World Health Organization    WHO 
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CHAPTER 2 Young Aboriginal people’s perspective on access to 

health care in remote Australia: hearing their voices 

Preface 

As indicated in its title, this paper is based on research designed to hear the voices of young 

Aboriginal people in remote Western Australia. Their opinions were sought about their 

perceptions of health care, particularly the care delivered at DAHS and surrounding 

communities which DAHS services. They were asked to identify what facilitated access and 

what mitigated against it. This was the first step in the journey towards facilitating access 

for local Aboriginal youth to PHC. 

The paper was published in Progress in Community Health Partnerships: Research, 

Education, and Action. This journal seemed appropriate in view of its emphases on utilizing 

community partnerships in order to enhance health and promoting grass roots research 

through community partnership.1 As requested by the journal’s editor, the submitted 

manuscript has been included below, rather than the published PDF. Where any 

typographical errors or inconsistency in terminology was found in the manuscript, it has 

been corrected.  For example, the word “Aboriginal” has been substituted for “Indigenous” 

in keeping with the terminology used in the thesis.  Corrections have been denoted by 

square brackets. 

The young people emphasized the importance of health staff in reflecting on the access 

journey. They felt that who the staff were was important as well has how they performed 

their roles.  What was not apparent during the writing of this paper, but became apparent 

after staff opinion was sought in the second paper and the thesis literature review, was that 
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discussing the “who” was a point of difference: the interviewed staff in the second paper 

did not discuss this at all, and it is not prominent in the literature.  For this reason the 

original transcripts were reviewed after publication and it was found that two participants 

felt that young health staff would facilitate access for young people. This was not 

mentioned in the published paper but is included here for completeness in view of the 

thesis discussion in the fourth chapter. 

In keeping with the theme of local research, this article has been cited by three articles 

based on research done in the Kimberley.2-4 
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Young Aboriginal people’s perspective on access to health care in 

remote Australia: hearing their voices 

Abstract 

Background: Young Australian Aboriginal people experience poor health outcomes, yet 

young people and Aboriginal people have low utilisation of health care. 

Objective: To identify barriers and enablers of access for adolescent and young adult 

Aboriginal people at Derby Aboriginal Health Service (DAHS), a remote Western Australian 

Aboriginal Community Controlled Health Service, to assist improving access. 

Methods: This qualitative study was in the remote Kimberley town of Derby and three 

Aboriginal communities serviced by DAHS. Semi-structured interviews with 26 young 

Aboriginal people in 2014 and 2015 were used to identify barriers and enablers to accessing 

local health care services.  

Results: Participants appreciated interacting with Aboriginal staff, local staff and longer-

term DAHS staff. This improved communication and interpersonal interactions, which were 

reported to be of prime importance for young Aboriginal people accessing health services. 

Maintaining confidentiality, minimising shame and gender matching with health staff were 

also key issues for young people. Seeking health care was often based on acute need rather 

than proactive or preventive care, however participants recognised that providing health 

education and health promotion should be a priority for the service. 

Conclusion: A number of approaches to improving health service utilisation by young 

remote Aboriginal people may be effective. Improving youth engagement appears to be 

central to increasing acceptability and hence utilisation. This requires that staff able to 
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engage with young people are recruited, trained and retained. More immediately, a range 

of simpler changes to service provision focus and environment for young people could 

potentially make important differences. 
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Introduction 

Nearly 40 years ago, the World Health Organization affirmed access to health care as a basic 

human right.5 Aboriginal and Torres Strait Islander people utilise health services at much 

lower rates than the non-[Aboriginal] population,6 despite experiencing poorer health 

outcomes.7,8 Access to health services is dependent not just on provision of services, but 

also acceptability of services from the perspective of the intended utiliser.9 The relationship 

between the service and intended utiliser is key,10 in facilitating or impeding access. 

Communication and trust are crucial to well functioning relationships.11 Trust is 

acknowledged as vital to Aboriginal and Torres Strait Islander people investing in and 

engaging with health service provision.12-14 Unfortunately, relationships between non-

[Aboriginal] health care providers and Aboriginal users have been corroded in the past.15 

Communication has often been poor, resulting in lack of trust of both individual providers 

and the wider health system.16  

Confidentiality and the perception there-of also affects the relationship. In Central Australia, 

relationships between health service staff and young pregnant Aboriginal women were 

enhanced by respect for privacy and eroded by breaches of confidentiality, and by shame, 

which occurred when the patient was the centre of attention or subject of discussion.17 

While shame can be seen as a universal emotion, it is experienced in a cultural milieu which 

will affect its manifestation.18 The concept of shame spoken of in Australian Aboriginal 

communities reflects a low view of self, related to intergenerational discrimination, 

marginalisation, poverty and disadvantage.19 The combination of these stressors, trauma 

and disempowerment creates significant barriers to Aboriginal people successfully adopting 
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and maintaining healthy lifestyles,20-22 contributing significantly to the current epidemic of 

chronic diseases.  

In Australia, Aboriginal community controlled health services (ACCHSs) have been identified 

as significant facilitators in improving Aboriginal health.7 Community representation, key to 

ACCHSs, is a cornerstone of the primary health care (PHC) model as it improves the local 

health service, trust and access to care.14 Although ACCHSs should be a step forward in 

improving relationships, trust and community involvement,23 few published evaluations of 

programs to improve health service access for Australian Aboriginal people exist.24 A 

Canadian study (2003) asked Aboriginal women living in the Downtown Eastside of 

Vancouver to comment on Urban Aboriginal Health Centres, which have some similarities to 

Australian ACCHSs. These women valued culturally appropriate services offering safe refuge 

from the urban ghetto where they lived. They wanted a service offering preventive health 

and incorporating traditional [Indigenous] medicine into modern healthcare. They 

appreciated staff being culturally and historically informed and welcoming their children.25 

Health care for young Aboriginal people is of particular importance as they experience 

significant morbidity related to mental health disorders, substance use, injuries, sexually 

transmitted infections and early signs of chronic disease.8,26 Australian young people in 

general are also less likely to access health services than other age groups.27 This study, 

therefore, aims to assess barriers and enablers of access for adolescent and young adult 

Aboriginal people in the remote Australian town of Derby, and thereby identify how Derby 

Aboriginal Health Service (DAHS) could improve the acceptability and accessibility of 

services for young Aboriginal people. 
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Methods 

Setting 

Derby is a remote town in the West Kimberley region of Western Australia, population 

approximately 3500, with half identifying as Aboriginal or Torres Strait Islander people.28 

DAHS opened in 1998, is an ACCHS providing health services in Derby and the surrounding 

area through its main clinic, and by resident and visiting services to remote communities, up 

to 900 kilometres from Derby. During the study, DAHS employed around 50 staff, half of 

whom were Aboriginal and provided services for about 4000 patients, including transport to 

the main clinic for residents of Derby and surrounds. DAHS is managed by a Chief Executive 

Officer answerable to a Board of local Aboriginal people. [It] emphasises preventive health, 

PHC and chronic disease management with infrastructure designed to be accessible to 

Aboriginal people. It has a track record of significant and sustained improvements in 

intermediate outcomes for patients with diabetes.29 The only other health service in Derby 

is the hospital which provides emergency, obstetric and inpatient care as well as a primary 

care clinic.   

DAHS has a history of involvement in research through partnership with the Rural Clinical 

School of Western Australia (RCSWA),29-36 a collaboration between The University of 

Western Australia (UWA) and Notre Dame University (NDU). Rural clinical schools (RCS) 

were established across Australia in 2002 through a government funded initiative designed 

to train medical students in rural and remote areas, aiming to increase future rural 

workforce. RCS funding is contingent on, among other things, community engagement, 

collaboration, involvement in Aboriginal and Torres Strait Islander health and progressing 

the rural health agenda through initiatives such as research.37   
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RCSWA has been a presence in Derby since 2005.37 The model of research developed by 

Kimberley ACCHSs and RCSWA embeds research into existing health services and includes 

Aboriginal people, health service providers, administrators and policy makers as core 

members of the research team, working to determine what information is required to help 

improve PHC services to Aboriginal people. This also ensures the research process, 

interpretation, dissemination and implementation of results are culturally secure.  

Concerns about patient attendance and access were raised by and discussed amongst local 

DAHS staff: Aboriginal Health Workers; Field Workers; nurses and doctors. SW works as a 

General Practitioner with DAHS, and a medical coordinator with RCSWA. Sharing the 

concerns of her DAHS colleagues, SW proposed the research question. JM (Principal 

Research Fellow) and DA (Director) work for RCSWA (based in Broome, 220 km from Derby), 

and have conducted several research projects in partnership with DAHS since 2006. JM and 

DA acted as mentors including providing training for the local Derby team (SW, TK and ML).  

The two Aboriginal workers (TK and ML) were DAHS employees, one with research 

experience through previous partnership with RCSWA,34-36 the second with no previous 

experience in research. TK and ML were invited to be part of the research team because 

they are local, grew up in the Derby area, have extensive local contacts and have experience 

in healthcare.  

Interviews with Aboriginal young people 

Semi-structured interviews were conducted with 16 to 25 year old Aboriginal people from 

Derby and three surrounding communities within 90 minutes’ drive of Derby, to assess 

perceptions of health care, local health care providers, and access to local health services. 

Recruitment and the content of the interview questions were discussed with a selected local 
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reference group (n=4, 2 Aboriginal participants) who had links to the local community, or 

worked with Aboriginal people in the target age group. Young people in the target age range 

were then recruited by snowball sampling38 through local youth organisations, local 

contacts of the Aboriginal researchers, and visits to participating Aboriginal communities. 

Interview questions were trialled with initial participants and then modified to include 

explanations and examples to help elicit further information (Appendix 1). A female and 

male Aboriginal researcher (TK and ML) conducted interviews with 26 participants (13 

female) in 2014-2015. At the start of every interview TK and ML assured participants they 

could speak freely about the organisation, that the interviews were confidential, and 

responses would be de-identified. Twenty-one interviews were gender-matched between 

participant and interviewer. In the context of Aboriginal health, gender matching is 

important because of a divide between men’s business and women’s business. Some issues 

can often only be discussed with a person of like gender.39 Two interviews were conducted 

with small groups (two and three participants), the remainder were with individuals. Twenty 

three (88%) and three (12%) participants identified DAHS and Derby Hospital, respectively, 

as their main health provider. Study findings were presented by TK and ML to a focus group 

recruited opportunistically in one community for further comment (five Aboriginal males, 

two older than 25).  

The findings of the research were presented to the Chief Executive Officer of DAHS, and 

subsequently the Board in 2018, and will be presented to the Lead Clinicians Forum, 

consisting of senior clinicians from five Kimberley ACCHSs early in 2019. The next step will 

be to discuss findings with senior DAHS management and other employees so information 

can be disseminated, and recommendations acted upon. This research forms part of SW’s 
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post-graduate study which was fitted in around a busy clinical and academic schedule and 

caring responsibilities, delaying completion. 

Thematic Analysis 

Interviews were transcribed, de-identified, and integrated into a textual database using the 

tabular functions of Word 2010 (Microsoft). SW, TK, ML and JM reviewed and conducted 

thematic analysis of the data during two workshops, with JM initially leading the analysis at 

the first face-to-face workshop. JM joined the second workshop via video-conference; SW, 

TK and ML completed coding the interviews during a subsequent workshop and follow-up 

discussions. The initial focus was exploring young people’s perceptions of health care to 

document barriers and enablers to access. Initial coding categories were then further 

divided and refined and a hierarchical coding scheme developed based on consensus. The 

content of the coding categories was reviewed and catalogued, and important and recurring 

themes were identified. Conclusions were developed and tested against data from the 

database. Clarification was sought by re-interviewing participants (n=3) and through 

discussion with the two Aboriginal researchers (TK and ML). 

Ethics approval and consultation 

The Chief Executive Officer and the board of DAHS supported this project. Senior 

community members were consulted prior to interviews commencing in the Aboriginal 

communities. The project received ethics approval from the Western Australian Aboriginal 

Health Ethics Committee (reference 496) and the University of Western Australia Human 

Research Ethics Office (reference RA/4/1/6270). 
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Results 

Health care staff: the who and the how 

Both the identity of the health care providers and their skills were of utmost importance to 

the participants. The gender of staff was particularly significant. Many always wanted to be 

gender matched and this did not always occur, particularly in remote communities. 

However, other participants felt gender matching was only important for sensitive issues. 

One participant noted the predominance of female staff at DAHS, both clinical and non-

clinical, which made choice of gender of his health care provider difficult.  

Many participants commented that staff levels were low at DAHS, [hence] the need for 

more doctors, and Aboriginal doctors in particular. Derby Hospital was perceived to have 

less Aboriginal staff than DAHS, which was seen as a negative. Continuity of staff was seen 

as important with one person stating: 

“When they get used to seeing one doctor all the time then a new one comes in, … 

it’s like they don’t have the trust for them. (Male, 25 years) 

Communication  

Staff were also valued for the skills they possessed. Effective communication was an 

important consideration in accessing care. When reception staff informed them of the likely 

wait this helped mitigate the effects of waiting times. Many participants believed effective 

communication was linked to cultural awareness and employing Aboriginal or local staff. 

New unfamiliar staff were seen as a barrier to communication.  One participant suggested 

locally trained staff were more likely to be retained. Words used by health staff were also 

significant. For example, the term “check-up” may be frightening for people, as they did not 

understand the term. 
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“I think that it’s…..a better way of communicating between the local people, because 

there are local people who run the AMS [Aboriginal Medical Service]. It’s designed 

for black fellas [Aboriginal people] like myself…..who feel comfortable in talking to 

their own people. And as an AMS, the doctors….respond to my questions a lot more 

better.” (Male, 21 years) 

“It’s not like you’re a number, you’re actually a person when you walk through these 

doors.” (Male, 21 years) 

“I find that the doctors are more culturally aware of, you know, Aboriginal people 

and that’s the best thing about it. … the doctors allow themselves that extra bit of 

time to explain what the situation is… and I think that’s one of the best things about 

it and that’s probably the main reason why I do go to DAHS.” (Male, 21 years) 

“Yeah. Most, most black people around here might not talk to strangers or white 

people around here, like people they don’t know.” (Male, 16 years) 

Confidentiality  

While 9 of 26 (35%) participants interviewed felt having local people working in the ACCHS 

was positive, three (12%) participants were concerned about confidentiality. For one 

participant familiarity with staff is a reason he chooses not to attend. This was also an issue 

in remote clinics, due to a perception confidentiality may be threatened. A crowded waiting 

room in the main Derby clinic was perceived as another threat to confidentiality.  

“….they [clinic staff] might talk about you, and might say other stuff…there’s some 

nasty people might be there and they might end up telling, ‘Oh yeah, we checked 

this girl, this girl got this and that….” (Female, 23 years) 
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 “You know, sometimes they [other patients in the waiting room] want to sit down 

with you and have yarn with you. And they all ask you the same questions: ‘What are 

you here for?’” (Female, 22 years) 

While there was an acknowledgment by some participants that confidentiality is part of the 

professional duties of staff, one participant, when reminded about this obligation 

responded “Sometimes blackfellas, you know, they haven’t got that trust” (Male, focus 

group). 

Many young Aboriginal people feel shame when attending health services 

A number of the participants raised shame as a barrier in seeking help. Likelihood of shame 

depended on reasons for seeking help, becoming more of an issue if presenting with 

women’s issues (e.g. Pap smears or pregnancy). The presence of older respected people, a 

crowded waiting room, speaking to non-Aboriginal staff and the presence of known 

members of staff were reported to engender shame.  

“…most people [have]..shame, don’t…like to talk to non-Indigenous people [that 

don’t] understand.” (Male, 23 years)  

“I’m really shy with that sort of stuff…and most of my friends around me…when we 

talk amongst each other it’s the same situation. We’re very shy of our womanhood. 

So it is…a bit difficult to come in, you know…in the clinic with a lot of people in the 

audience [waiting room]…..So, that was my thing, is I’m shame. (Female, 23 years) 

Participants commented on what might mitigate the shame issue. Some suggested a 

friendly health service and Aboriginal staff as helpful. Another participant identified 

confidence as key to the shame issue. 
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“Well some, some girls and even some boys, they grew up, sometimes they won’t 

grow up being confident in themselves, and … they find it hard later on in life when 

they … need to go into a clinic, that they… just get shame. They don’t want to tell 

people what’s wrong with them. And usually they ask someone older to follow 

[attend with] them.” (Female, 25 years) 

Although many participants discussed the concept of shame, opinions differed on whether 

or not it affected them seeking health care.  

“I’ll talk to anybody, I’m not ashamed or… it’s the best … for you to find out, you 

know? Instead of just sitting at home and you’re getting sick and sick and then 

you’re waiting for dying or whatever?” (Female, group interview) 

Health Care Expectations 

For some participants, seeking health care was for acute need rather than preventive care.  

“I only go and see a doctor or nurse if I think that it’s really bad. If I think it’s … 

nothing I … just stay at home until I think it’s really bad….” (Male, 25 years) 

Participants identified competing life priorities as influencing access to health care.  

“…everyone got different sort of life, you don’t know what they’re going through. 

You know, like, maybe this person’s stressed out, ‘Well, I can’t go.’ Or maybe young 

mothers, ‘I can’t go, I got to look after my kids’. You know?” (Female, 25 years)  

A number of participants identified excessive waiting times as a major barrier. In addition, 

some participants felt the health of older respected people in the community should be 

prioritised over their health. 
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Although less important, some physical infrastructure affects access 

Most participants stated they were happy they could attend on their own or be picked up by 

DAHS transport. The exception was participants from remote communities, who highlighted 

lack of transport as a barrier to accessing care. Difficulties included unavailability of a 

registered vehicle, lack of current driver’s licence and difficulty in accessing a ride with 

family or friends. The cold air conditioning in the main clinic was also a barrier for some 

participants. 

Suggestions made by participants 

Although participants highlighted concerns about DAHS during the interviews (e.g. gender-

matching, limited doctors) 21 of 26 (81%) participants described positive perceptions of 

DAHS, with 7 (27%) being very positive, using descriptors such as welcoming, relaxed, 

friendly, comfortable or helpful. Other participants did not report negative overall 

perceptions of DAHS. Despite positive overall perceptions, many participants could see 

areas in which services could be improved (see Figure 1).  
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Health education was a priority for many, and the suggestion of a young person’s clinic was 

well received by most participants.  

“I would like to see something more for the younger teenagers … just letting them 

know that their health is important, and if there was some way to connect with that 

younger … group of people and make them realise how important that would be, I 

think that would be a major step in … just building … DAHS up.” (Male, 21 years) 

A confidentiality policy, availability of gender matched health staff where possible and 

interpreter if needed were already in place prior to the study. Other strategies such as 

young people’s clinic, booked appointments, and better temperature regulation in the main 

clinic were implemented from 2014.  
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Discussion 

This is the first study to give a voice to young Australian Aboriginal people regarding access 

to a remote ACCHS. The young people envisage a comprehensive and sizable clinic, staffed 

by gender-balanced, long term local Aboriginal staff, in which confidentiality, a trusting 

relationship and effective communication are key attributes.  

As reported for other Australian young people,27,40 participants prioritised good 

communication and trusting relationships with staff in accessing health care. In the main, 

participants affirmed DAHS, and valued communication skills of local and Aboriginal staff . In 

order to craft the workforce valued by these young people, both the who and the how of 

the health care providers are important. Longer term workforce planning and education are 

vital. A sustainable workforce can be achieved by support and ongoing education for staff.41 

Regional workforce planning in Far North Queensland emphasises the skills of workers; and 

partnerships between workforce planners, educators and training providers.41 This 

approach could be utilised as a model for workforce development in the Kimberley.  

DAHS is invested in recruitment of local Aboriginal staff, capacity building of staff and 

empowering local Aboriginal community members. DAHS has a track record of participation 

in the education and training of health professionals at the undergraduate and postgraduate 

levels. This makes a significant contribution to the future health workforce. Moreover, as an 

independent organisation with local oversight and governance, it can respond to Kimberley 

specific requirements. The organisation’s capacity to change is displayed through its 

flexibility in service delivery and in responding to local issues. Unfortunately there are some 

access issues identified in this study which cannot be completely resolved at a local level. 
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For example, Aboriginal medical practitioners, including people from Derby, are being 

trained in increasing but not yet sufficient numbers. 

Shame was a particular concern for many participants. It was identified as a negative 

emotion, negatively impacting on health care access. The crowded waiting room was seen 

as a place where shame may be felt and confidentiality eroded. In a rural setting people are 

likely to know many people living in the area and being present in the waiting room may be 

noted by others visiting the service. This can appear to compromise confidentiality despite 

careful adherence to confidentiality by staff. This barrier to seeking health care appears 

prior to any interaction between clinical health staff and young people. It is important staff 

are aware of how shame may be a barrier, and to try to minimise its impact.  

The collectivist nature of Aboriginal cultures is important in the concept of self for young 

Aboriginal people, who define their identity in terms of the practices, history, language, 

kinship, roles and responsibilities of their community.19 Shame can therefore occur when a 

person pursues his/her own goals,19 is singled out from a group or is behaving in a way not 

sanctioned by the group.42 A negative perception of self can adversely affect an individual’s 

health and well-being.19  

Shame can be mitigated through improved self-esteem and self-confidence, and a positive 

concept of self. Sense of self can be enhanced through respect for individuals and their 

culture, initiatives generated within communities by young people, and effective 

communication and collaboration with health workers.19 Shame can also be reframed as a 

positive, and is more likely to be viewed positively in collectivist cultures,18 where it can be 

conceived as bringing social cohesion, self reflection and resilience.18  
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As reported for other Australian young people, confidentiality was a major theme.40 This 

implies that some people have significant issues relating to trust. Establishing trust between 

non-[Aboriginal] and Aboriginal people can be difficult due to historical experience, 

incorrect assumptions, racism, and “white fella” solutions.43 Confidence in the 

confidentiality of a service can lead to improved attendance, improved disclosure by 

adolescents and increased return rates.44 Promotion of DAHS’ policy on confidentiality may 

be useful in allaying some fears, and ongoing staff education about both maintenance of 

confidentiality and improving patient confidence in the policy is important.  

Some suggestions made by participants were for strategies that were already being utilised 

when interviews were held. Other suggestions referred to strategies which have 

subsequently been adopted (see Table 1). These changes did not occur primarily as a result 

of this study, but both the study and the changes happened because DAHS clinicians were 

aiming to improve services for young people. Making changes and supporting this study are 

positive signs that organisational change and quality improvement continue to be important 

for this health service.30 Best practice in youth focused services includes youth participation 

in service planning in a manner which engages young people and promotes respect.27 
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A limitation of this study was that we were unable to elicit opinions from young people from 

more remote Aboriginal communities serviced by DAHS. Participants from the two closer 

communities were more concerned about infrastructure such as transport and clinic design, 

so potentially infrastructure would have been a larger concern if more remote participants 

had been involved. There were also a limited number of participants (three) who did not 

attend DAHS, so we have limited information on why other young Derby Aboriginal people 

may not attend DAHS.  

A further limitation is that the two Aboriginal researchers involved in the study were 

employees of DAHS which may have influenced participants to give more positive feedback 
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about the service. These researchers were key to the success of the interviews: they were 

local, had extensive local contacts, were Aboriginal people, and in the main, were gender 

matched with participants. These qualities were identified by participants during the 

interviews as being important in establishing trust and ensuring good communication. The 

group interviews may have been less intimidating for participants than the individual 

interviews, and also allowed for discussion amongst the participants.  

The concept of relationship, the interface between health service and prospective patient, 

as identified in the access literature,10,23,45,46 has been reinforced in this study. Relationship 

is facilitated by appropriately skilled staff; enhanced by effective communication, 

confidentiality and trust; and eroded by shame. Workforce planning by health services for 

Aboriginal young people needs to ensure staff who are trusted and able to engage with 

young people are recruited, appropriately trained and supported to stay long-term. 

Recruitment and support of Aboriginal staff is also a priority. These factors are central to 

improving acceptability and hence utilisation of services by Aboriginal young people. While 

these strategies are complex and long term, some simple changes to the clinic environment 

and fostering a youth focus may contribute to improved access. 
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Appendix 1  

Questionnaire 

1. Where do you go for your main health care? 

• In the last couple of years, have you been sick/ill? 

• What did you do about it? 

• Did you get help from anyone? Like family member or a doctor or health worker 

or someone else. 

• Where did you go? 

• Why did you go there rather than somewhere else? 

• Have you had a health check recently? 

• Where did you go for it? Who provided it? 

• If you don’t see a doctor/nurse/health care worker much, why is that? 

2. DAHS is an Aboriginal Health Service set up for Aboriginal people. What do you think 

about having an Aboriginal Health Service in Derby? 

• Do you think that DAHS provides a service that is right for your culture? 

• Why do you think that? 

• Do you think that having Aboriginal people working at DAHS is helpful? 

• Do you think that having local people work at DAHS is a good thing? 

• In what way should an Aboriginal health service be different to the hospital 

or other health services? 

3. What do you like about DAHS? 

4. What don’t you like about DAHS? 

• Think about getting to DAHS, the waiting room, the building, the 

environment, the staff, the service, the programs. Is there anything you don’t 

like about these things? 
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5. Is there anything that stops you from going to DAHS? 

6. What would make it easier for you to get health care? 

• This question is referring to any health care and could include seeing 

specialists, going to the emergency department, getting tests done, being 

admitted to hospital. 

• Think about health care in Derby, Broome and Perth. 

• Would it be easier for you to go to a health service if the service had a 

specific young people’s clinic? 

7. What would make it easier for you to access services at DAHS? 

• Think about everything that needs to be in place for you to get services, for 

example, transport, opening hours, enough staff, the gender of the staff, 

cultural appropriateness, visiting specialists. 

8. What sort of health service would you like? 

• If you could imagine a perfect health service, what would it look like? 

• Why are those things important to you? 

• If we had a perfect health service in Derby, would you use it? 
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Chapter 3 Above and Beyond: Fashioning an accessible health 

service for Aboriginal youth in remote Western Australia 

Preface 

After listening to the voices of the Aboriginal youth in the first paper, it became clear that 

the PHC professionals working with young people should be consulted. The youth 

interviewed had characterised them as key access influencers so it became important to 

explore their experiences and challenges in working with 16-25 year olds. It was hoped that 

this practical exploration of the interface between staff, DAHS and youth could further our 

understanding and assist in fashioning an accessible PHC service. Paper 2 has been 

submitted to Progress in Community Health Partnerships: Research, Education and Action 

seeking publication, as again, the paper fits well with the journal’s ethos of grass roots 

research in partnership with the community. One change has been made to this paper 

subsequent to submission for publication.  It is denoted by square brackets. 
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Abstract 

Background: Young Aboriginal people are at an important stage in the development of their 

health and wellbeing. They experience significant morbidity and mortality, and their access 

to medical services may be limited by geographic remoteness and difficulty obtaining 

culturally appropriate care.  

Objective: This study is one component of research aiming to enhance access for young 

Aboriginal people in a remote area and follows our study exploring the perceptions of local 

young people. 

It aims to add to our previous study through exploring the understandings of health care 

staff regarding access for young Aboriginal people in a remote area of Western Australia. 

Methods: This is a qualitative study that involved semi-structured individual and group 

interviews with 24 staff who work with young Aboriginal people at a remote Aboriginal 

Community Controlled Health Service. Data was examined through iterative thematic 

analysis by the research team. 

Results: Staff identified a number of challenges in working with 16–25 year old Aboriginal 

people, which revolved around the interface between the service, its staff and the young 

people. They also suggested strategies designed to engage these young people. The 

strategies included relationship-building, communication, trust and confidentiality with 

individuals; and targeted clinics, partnerships, health promotion, and an open door policy by 

clinics. The strategies utilised by staff were flexible and expansive in nature. 
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Conclusion: Young people can be engaged by a health service willing to ‘go the extra mile’, 

with a strategic, enveloping and innovative approach, the right people with the right 

attitude and sufficient resources.   
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Introduction 

Youth who are in the 16–25 year age group enter this period as adolescents and emerge as 

adults. This is a period of transition and increasing independence. The bourgeoning 

independence of young people plays out in the health sector as they try to navigate health 

systems with diminishing input from adult figures.1 For these fledgling health service users, 

barriers emerge. A New South Wales report found youth in that State were reluctant to seek 

health care due to concerns about confidentiality, lack of a trusting relationship with service 

providers, embarrassment in discussing personal issues, lack of knowledge about services 

available, and cost.2 In response to these barriers, it was recommended that Primary Health 

Care (PHC) for youth conform to the tenets of physical accessibility, evidence based 

practice, consultation with young people, collaborations and partnerships, professional 

education for staff around youth culture, and sustainability.2 The headspace model 

(National Youth Mental Health Foundation), which could largely be said to have adhered to 

these tenets,1 has been successful in providing enhanced PHC in mental, physical, sexual, 

vocational, and alcohol and drug related health care for young people around Australia, 

with demand outstripping supply.3 These services place youth at the centre of the care 

model.3 

In Australia, young Aboriginal people need access to quality health care. This group has the 

double burden of communicable diseases usually encountered in childhood, extending into 

teenage years, and non-communicable diseases that are usually encountered in adulthood 

developing early.4 A recent synthesis of population data quoted smoking rates for Aboriginal 

15–24 year olds at 43% with overweight or obesity at 45%. These health risk factors are 

predictors of future morbidity,4 as well as having immediate implications. It is thought that 
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up to 40 percent of young Aboriginal people suffer from mental health issues; however, 

they do not access services commensurate with this level of morbidity.5 Access for this 

vulnerable group is imperative, but Aboriginal people are more likely to report difficulty 

accessing health services than non-Aboriginal Australians.6  

In our previous study, we asked young Aboriginal people (16–25 years old) to reflect on 

accessing medical services provided by their local Aboriginal Community Controlled Health 

Service (ACCHS) in the remote Kimberley region of Western Australia.7 These young people 

identified that effective communication and interpersonal interactions with health staff 

were key in facilitating access to health care. Further, they identified the value of Aboriginal, 

local, long term and gender matched staff. They stressed the importance of maintaining 

confidentiality and minimising shame. Young people also acknowledged that they were less 

likely to attend for preventive health encounters and were more likely to attend for acute 

health issues, but highlighted the importance of health education and promotion.7 As the 

young Aboriginal participants in this earlier research identified ACCHS staff as key to the 

accessibility of the service, the current study examines Aboriginal youth access to PHC from 

the perspectives of those vital staff, with a view to identifying challenges and strategies for 

engagement. 

Methods 

Setting 

The Derby Aboriginal Health Service (DAHS) is an ACCHS which services the town of Derby, 

in the remote West Kimberley region of Western Australia, and nine surrounding 

communities up to 900 kilometres from Derby. DAHS employs approximately 63 staff, half 

of whom are Aboriginal, including 13 Aboriginal men. The DAHS Board of Directors 
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consisting of nine local Aboriginal people provides governance of the service through a Chief 

Executive Officer. The service emphasises PHC, preventive health, chronic disease, and 

social and emotional wellbeing management. 

DAHS runs a general ‘Clinic’, where adults and children can be seen through appointments 

or on a “walk-in” basis. DAHS also runs ‘Programs’, which target maternal and child health, 

chronic disease, palliative care, rheumatic heart disease and sexual health. Consultations 

through Programs are usually instigated by DAHS rather than the patient, and are focussed 

on preventive health care and management of chronic health issues. Patients are given 

appointments or may be seen at home. The DAHS Social and Emotional Wellbeing (SEWB) 

unit is a distinct entity embedded within the organisation and provides comprehensive 

wrap-around care for adults and children needing assistance with mental health, 

psychological and social issues. At the time of the study, the unit’s staff consisted of a 

psychologist, social worker, family support worker, Aboriginal mental health worker, 

perinatal support worker and youth worker.  

DAHS has a robust record of participation in research. This study has come about as part of 

a long-standing partnership between the Rural Clinical School of Western Australia (RCSWA) 

and DAHS through research and medical student training. The collaboration has facilitated 

the entry of local Aboriginal staff into the field of research and has built local research 

capacity and expertise. Local involvement has woven research into the fabric of the health 

service and into the careers of health workers and administrators. 

Interviews with DAHS staff 

Semi-structured interviews were conducted in August 2019 with 24 staff (17 females) 

working in three sectors of DAHS: Clinic, Programs, and the SEWB unit. All staff present at 
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two area staff meetings on the same day were invited to participate, one involving Clinic 

staff and the other involving Programs staff. The area meetings were chosen so that a 

variety of health professionals working as a team in a specific part of DAHS could contribute 

to the discussion. Every attendee agreed to participate. Group interviews8 were conducted 

with Clinic staff (n=12), followed by Programs staff (n=10). Two SEWB staff were 

interviewed individually as they were identified as employees with a special interest in the 

target age group and with expertise in working with young people. Every participant 

provided informed consent prior to commencing the interviews, including consent for audio 

recording.  

The interviews were semi-structured, and the basic interview outline was written by SW 

who also acted as the interviewer (Appendix A). SW is a general practitioner and researcher 

who has been working at DAHS since 2010, and was therefore a colleague of the 

participants. She works both in the Clinic and Program areas, so had a collegiate relationship 

with all participants. SW is not in a managerial position; managers of both areas were 

present for the interviews. The discussions were conducted in the spirit of teamwork and 

collaboration between fellow staff. All interviewees were asked questions under three 

themes: utilisation of the service by 16 to 25 year olds, the interface between the service 

and young people, and communication with young people. 

Thematic Analysis 

All audio recordings were transcribed verbatim. Transcripts were de-identified and 

integrated into a textual database using the tabular functions of Word 2010 (Microsoft). In 

the data analysis process, SW was joined by ML, a local Aboriginal man, health professional 

and former DAHS employee; and KS, a researcher and former Derby resident who had 



 60 

previously collaborated with DAHS. Data were analysed during three workshops using an 

iterative process of coding, categorising and deducing themes.9 The inclusion of this whole 

team throughout the coding and thematic analysis was adopted as a strategy to minimise 

any potential bias in interviewer-interviewee relationships. The initial focus was assembling 

broad categories of perceptions particularly around utilisation of the service by the target 

age group, barriers, enablers, techniques and strategies. Initial coding categories were then 

further divided and refined and a hierarchical coding scheme developed based on 

consensus. Important and recurring themes were identified. Themes were further 

developed and interrogated during the third follow-up workshop, in which the data were 

reviewed to ensure a rigorous and accurate process.  

Ethics approval and consultation 

The Chief Executive Officer and the Board of Directors of DAHS supported this project. The 

project received ethics approval from the Western Australian Aboriginal Health Ethics 

Committee (reference 496) and the University of Western Australia Human Research Ethics 

Office (reference RA/4/1/6270). 

Results 

Participants 

Nine of the 24 participants were Aboriginal. The age range was 20 to 64 years, with a 

median age of 33 years. The median year of commencement at DAHS was 2019 (i.e. 

employed <1 year, interquartile range 7.5 years), while the longest serving staff member 

had commenced more than 20 years previously. A number of respondents had worked for 

the service intermittently since the date of their commencement rather than continuously. 

The staff were Aboriginal health practitioners (n=2), an Aboriginal medication support 
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officer, an Aboriginal youth support worker, an Aboriginal mental health worker, preventive 

health workers (n=2, both Aboriginal), an Aboriginal engagement officer, enrolled nurses 

(n=2, one Aboriginal), registered nurses (n=6), general practice registrars (n=3) and general 

practitioners (n=5). 

Health Service Challenges 

Pattern of access 

DAHS staff asserted that 16 to 25 year olds, particularly males, were infrequent users of the 

service. Precipitants for presentation tended to be trauma; acute illness; presentations with 

their children; or in association with a health check as part of their employment, schooling 

or organisational affiliation. One staff member noted that a subset in the target age group 

would be relatively frequent presenters, while others would rarely be seen and were 

difficult to engage. 

Patient accessibility 

A number of staff members identified difficulty in locating patients in order to arrange 

appointments or follow up. Staff enumerated the methods which were used by the service 

and the shortcomings of each method. Phone calls were identified as being of limited value 

due to frequently changing phone numbers. Email was seen as a more stable alternative, 

but had limited uptake and was not identified by the service’s data management program as 

a preferred method of contacting a patient. In addition, it was noted that a system would 

need to be established in which staff members could access a generic health service email 

address for sending and receiving emails, rather than use their personal work email address. 

Mail was also seen to be problematic, as there is no letter box delivery system in Derby. 

Residents need to rent a post office box, which many DAHS patients do not do, or mail can 
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be sent care of the post office. The most effective method of contacting patients was 

reported to be utilisation of the Aboriginal field or engagement officers.  

So nurses who are doing the [patient] recalls, if they can’t contact them by phone 

they’ll print off a recall letter, hand it to the driver, the driver then tries to find them. 

Occasionally they’re successful. But it is really hard. (Staff Member 17) 

DAHS staff asserted that multiple attempts to communicate with patients in this age bracket 

could be perceived as “humbugging”, which is a term for pestering or pressuring someone. 

This was viewed to be counter-productive and resulted in patients who were less, rather 

than more, engaged with the service.  

One staff member, responsible for recalling patients who need follow up, felt that a barrier 

to some patients returning was a lack of health literacy.  

…a lot of the time the challenge is conveying to the patients how important the 

recall is. And if they don’t understand how important it is then they won’t prioritise 

it to come in. (Staff Member 4)  

Overcoming shame 

Shame was identified as a reason why young people may be reluctant to engage with a 

health service. Locally, shame is a term used to describe a negative emotion that may be felt 

when an individual does something which singles him or her out from the group. Shame was 

thought to arise as a barrier in a number of circumstances: particular health presentations, 

such as sexual health issues, presenting to a clinician known to the patient, or generally 

asking for help. One respondent felt that males were more likely to experience shame and 

another staff member felt that shame may be generated in the waiting room because of the 

presence of family members.  
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And then it’s sitting in the waiting room too was one of the big factors that they 

think that everybody knows why they’re coming in too…sometimes you’ve got to 

bring them in through the back door because they’re shame; they don’t want 

anyone to know that they’re coming here. Or I’ll try and take them in straight away. 

(Staff Member 17) 

Resources and Staffing 

A number of staff directly identified or alluded to resourcing issues. Some strategies thought 

to be effective in targeting the 16 to 25 year age group were identified as costly and 

resource intensive, such as hand delivered letters and an independent young person’s clinic. 

The tolerance of patients for an extended consultation where preventive health issues could 

be raised was thought to depend on the time already spent in the waiting room, which in 

turn relied on staff availability.  

So if they’ve waited a long time they’ll probably leave – if you say, look, we’re 

checking on these things once a year they will – generally the majority [will] show 

interest or feign interest. But I feel…if they haven’t waited long they’re more likely to 

stay. (Staff Member 7) 

But everything always comes down to funding and the manpower, and that's just 

brutally honest. It comes down to that because if we had more funds we could do it. 

DAHS could be so much more outside of what the structure is. (Staff Member 23) 

Strategies 

Staff simultaneously spoke about challenges, and strategies to address them (Figure 1). The 

strategies were unified by two themes, and included individual and health service 

approaches.  
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Figure 1. Challenges and strategies in working with 16–25 year old Aboriginal young people 
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Above and beyond 

DAHS staff went to great lengths to engage and maintain engagement with young people. 

SEWB staff members identified that they were often approached by patients out of regular 

hours. They described a wrap-around service including assistance with setting up emails, 

accompanying young people to venues and services, and care in a variety of settings at a 

variety of times. An exemplar of this theme is the comments made about a client contacting 

the staff member on the weekend by text message.  

[Staff:] Yeah, and then I will ask, "Are you safe? Are you all right?" "Yeah." "Do you 

have a car?"  

[Patient:] "Can you come pick me up? I've got no car."  

[Staff:] "If you need to get to the hospital ring [emergency services number]"  

[Patient:] "No. It's not that bad. I just, yeah."  

[Staff:] I said, "If you need to - I'm not doing anything. Come around and just have a 

cup of tea with me or something." Usually they will say, "Yeah, we'll come there." 

(Staff Member 24) 

Flexibility 

The second overarching theme identified was that the staff felt they needed to treat each 

person as an individual and tailor the service to that individual’s needs. It was seen as 

expedient to see patients in different settings at variable times, according to what suited 

that patient and minimised confrontation and shame. Often SEWB staff would meet a 

patient in a work vehicle, the advantage being that it could do double duty as a consultation 

venue and a means of transport. In addition, conversations in the vehicle were seen to be 

less confrontational. It was also thought to engender less shame, in that if the patient was 
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seen by others, he or she could be assumed to be getting a lift rather than having a 

consultation. Another useful venue identified was the patient’s home:  

It’s the 20 to 25 year old gap that we’re finding really hard to actually engage with 

them. They do talk to you but they just don’t want to give up anything. They’re at 

the stage where “I’m going to experiment with acid”. But if we do home visits to 

them they’re happy for us to do that. They don’t particularly like coming to the clinic 

to talk about some things. (Staff member 14) 

One staff member suggested that the service for young people could be improved through 

greater organisational flexibility, for example by supporting weekend work with 

compensatory time off during the week being granted. 

Individual  

Relationship and Communication 

The relationship between the staff member and the young person was identified as a 

priority, and good communication was seen as a facilitator of that relationship (Table 1). 

One staff member identified integrity, reliability and acting as a role model as important 

characteristics to display when establishing a therapeutic relationship with young people. 

This extended outside the work environment, due to the visibility of health staff in the small 

community. A recurring theme in discussion around interactions of staff with young 

Aboriginal people was the importance of confidentiality. While absolute in their insistence 

on confidentiality, staff were nuanced in their approach to putting it into practice in various 

situations and encounters.   
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Table 1: Relationship and communication strategies identified by staff  

Strategy Examples 

Establish 

relationship 

  So it is around forming relationships first, you know, getting that comfortableness – 

the amount of effort going into the relationship side of it first (Staff member 20) 

  If…I don't know the young person I'll get them to do a meet and greet and then I'll 

explain what I do and how I can help…(Staff Member 23) 

Gentle 

approach 

  …a gentle approach…. Just try and get over that bridge just….get them to talk 

more…(Staff member 21) 

  It’s about taking small steps first so you get to the big step. Don’t push them…(Staff 

member 17) 

Humour   You can say, "How are you? How are you?" If they knew I was supposed to come I 

say, "I was supposed to catch up with you bro," and you make it into a fun, like a bit 

a joke thing and I always put it out. (Staff member 23) 

Build rapport   And it takes time to build that rapport, doesn’t it? Yeah. You need extra time to just 

talk about the non-medical things, then to get to the medical things, then to get to 

the important medical things that they’ll actually talk about. (Staff member 1) 

  I think common ground is the biggest thing that comes to me to feel comfortable. 

Because, you know, if you find something to chat about – that they know and I know 

or “I’m a woman, you’re a woman, don’t be shy about it…”…That realisation really 

comes through. So I think that rapport, that common ground and obviously…if they 

feel comfortable with her they’ll come back. (Staff member 4) 

Establish trust   [I say to them] "Whatever you tell me it's your own decision whether you tell me. If 

you don't want to talk to me I'm cool with that, I'm fine, because I can point you to 

other people who you can talk to who can make you feel comfortable. You don't 

have to say anything to me." Just putting that boundary in and giving them the 

option to say, well, I'll test you out…. (Staff member 24) 

Confidentiality   [I say to them,] “Whatever you tell me will stay with me unless you're about to 

harm yourself or others…But if….you want me to tell someone something on your 

behalf …what you say to me and how you say it I'll say it back to you and that's what 

exactly I'm going to tell that person.” (Staff member 23) 

  It’s always important to point out that it’s confidential – usual spiel about as long 

they’re not harming to themselves or other people. But I think for a teenager, in 
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particularly in a small town, to know that mum and dad aren’t going to find out or 

everyone else – aunties and uncles and stuff – that seems to put them at ease a bit, 

open up a bit more. Someone may never have explained that to them and we 

understand that. (Staff member 9) 

Non-

judgmental 

approach 

  I guess being non-judgmental, I think, that’s probably what a lot of people will be 

worried about saying something because they think you’re going to judge them for 

their behaviour and probably got drunk and had sex and can’t remember anything. 

But it’s just focusing on what needs to be done and try to help them. (Staff member 

9) 

 

Health Service 

Targeted clinics and partnerships 

A number of strategies had been tried in order to engage well with young people. Evening 

clinics had been trialled as well as women’s health clinics. Staff reflected on a specific young 

person’s clinic that had been run by DAHS, called “Bodyshop” which was thought to be a 

successful innovation. Young people were seen in a building away from the main clinic site, 

and were sometimes seen in groups of two or three, which was perceived to be helpful in 

improving communication and minimising shame during the consultation. Another targeted 

intervention identified was the “Shine” group, which provided regular contact for 12 to 18 

year old females who had poor school attendance. The program was designed to increase 

awareness around alcohol, tobacco and drug related harm, as well as providing one on one 

counselling. The sessions included health promotion and life skills education. Staff felt that 

partnership with the Clontarf Foundation, a not-for-profit Australia-wide education 

engagement organisation designed to increase school attendance through the use of sport, 

had been particularly valuable in improving engagement of young men enrolled in the 

program. Staff identified that they aspired to future partnerships with the Men’s Shed 

program and local football teams.  
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Health education and promotion  

Staff sometimes visited the local school to meet students and let them know the services 

available. The Shine group devoted time to medical education, with a series of sessions 

covering information about sexual and gynaecological health. Another staff member with 

the SEWB unit spoke about facilitating medical review for young people through the DAHS 

clinic, and assisting with education about medical conditions. One Programs staff member 

educated young people about sexually transmitted infections by showing them pictures of 

the conditions, which she hoped would inspire them to take preventive measures. A mobile 

phone app specific to DAHS was suggested as a useful interface between the health service 

and young people. To promote healthy lifestyle choices, young women were given a health 

promotion shirt and all young people were given a voucher for healthy food at a local store 

after completing an Aboriginal Health Check.  

Open door approach 

The open door approach identified by staff extended to service availability through multiple 

routes of referral and by value adding to consultations. Services could be accessed through 

self-referral or referral by family, friends, health agencies or schools. In addition, extension 

of a consultation was offered through opportunistic preventive care. One staff member 

identified that she would offer an “eight minute” health check to young people. She felt that 

quantifying the time required, and identifying a short time, would encourage young people 

to stay on for a more thorough check that went beyond the reason they presented. Staff 

might also offer to see a young person if he or she accompanied a patient.  
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Table 2: Strategies to engage young people: Primary Health Care Toolkit  

Theme Current strategies 

identified by DAHS staff 

Future strategies 

identified by DAHS staff 

Strategies identified by 

young people 

interviewed in previous 

publication7 and other 

literature10,11, 12,13 

Staff Tools 

Who   • Aboriginal staff7 

• Local staff7 

• Long term staff7 

• Gender matched 

staff7,10 

• Access to specialist 

care if needed7 

• Younger staff1,11 

• Multidisciplinary 

teams12 

Communication1 

 

• Gentle approach 

• Use of humour 

• Initial “meet and greet” 

prior to consultation 

• Listening well10 

 • Cultural awareness7 

• Previous records 

available to staff7 

• Interpreter if needed7 

• Appropriate language7 

• Appropriate staff 

training10,11, 12,13 

Relationship11 

 

• Build rapport1,13 

• Non-judgmental 

approach10 

 • Friendly7  

• Approachable10 

 • Individualised care   

 • Assurance of 

confidentiality1,11,13 

 • Privacy during triage 

process 
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 • Extended staff 

availability10 

  

Organisational Tools 

Waiting room • Minimising wait time7 

• Waiting in private areas 

 • Waiting room 

entertainment1 

including internet 

access11 

• Food and 

refreshments 

available7 

• Privacy and space in 

waiting room7  

Consultations 

 

• Flexible timing and 

location of 

consultation1,7, 

including home visits7 

and walk in service10 

• Open door or no wrong 

door11,12 policy – a 

number of avenues of 

referral to service 

including self-referral 

• Opportunistic care 

ethos 

• Quick check-up offered 

• Group consultations • Regular outreach visits 

to remote 

communities7 

• Online or phone 

consultations1 

• One stop shop 

integrated services1,10-

12 

• 24 hour help line7 

• Appointments 

available7 

Health 

promotion 

• Health promotion t-

shirts 

• Healthy food voucher 

  

Communication 

with patients 

 • Email communication 

with patients 

• Health service specific 

app 
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• Health promotion 

Strategic Tools 

 • Outreach to or 

specialised clinics7 for 

specific populations of 

young people 

• Accessing appropriate 

level of funding,11 

sufficient for growth, 

flexibility and 

sustainability.12 

• Consultation with 

young people in 

planning and 

implementation1,11,12 

 • Partnerships with youth 

focussed 

organisations1,13,11 

• Extend partnerships with 

youth focussed 

organisations/community 

integration11 

• Holistic approach7 

• Ongoing review of 

service and quality 

improvement 11,12 

 • Programs designed 

around at-risk young 

people 

• Increased visibility in the 

community 

• Evidence based 

approach1,11,12 

  • Reintroduction of youth 

specific services11 ,1 

• Bridge the gap 

between 

child/adolescent 

services and adult 

services11 

   • Family and friends to 

contribute to patient 

care, service 

development and 

evaluation, and 

governance.12 

Information Dissemination 

 • Inform young people 

about available health 

services1,13 

 • Health education and 

promotion7 

• Build an appealing 

brand, market 

services11 
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 • Health education  • Education about 

services provided7 

• Education about 

confidentiality7 

Built Environment and Infrastructure Tools 

   • Transport available7,10 

• Low cost1,10 

   • Safe environment7 

• Venue in a location 

which is easy to find 

and to get to1,11,12 

   • Child care available7 

 

Note: Referencing in columns 1–3 indicate literature which supports findings of the local DAHS studies. 

 

Discussion  

The insights shared by these health service providers complement and build on the 

perspectives voiced by young service users in our previous study. The views of staff working 

with youth can be woven together with young Aboriginal voices to fashion an accessible 

service. While staff identified some wider systems issues, the access challenges they 

identified were largely congruent with the barriers identified by youth: shame, concerns 

about confidentiality, lack of trust, unfamiliar staff, and long waiting times.7 Both parties 

identified the waiting room as a potential threat to accessing services. Confidentiality was a 

significant concern for the young people.7 The interviewed staff prioritised confidentiality; 

however, they identified it as an existing communication strategy, implying that they felt 

this important parameter had been addressed.  
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In terms of strategies, while both emphasised the importance of how a relationship is built 

between them, only the young people spoke about who the service providers should be,7 an 

emphasis largely absent in the wider literature. The young people sought health staff who 

were culturally sensitive, an attribute not mentioned by the service providers. The high 

standard of integrity for staff was identified by the service providers, particularly in the rural 

context, and is congruent with research in Canada.14 In that study, trusting relationships 

were identified as fundamental in enhancing current and ongoing engagements with 

Indigenous young people; this involved confidence that a health professional will have 

appropriate conduct, that they are genuine and that they are aware of how people interact 

through cultural praxis.14 Neither the users nor providers in our studies identified the 

importance of specialised and appropriately trained staff, a theme prominent in the 

literature.10-13 Perhaps youth-specific professional development was not raised as the 

majority of staff interviewed were generalists, working with adults and children as well as 

young people. Staff may have underestimated how much they contribute to accessibility of 

youth health services, as was [surmised from] research in regional and rural Queensland 

regarding youth access to sexual and reproductive health care.10,13 The high rate of staff 

turnover, reflected in the median length of service of the staff interviewed, means that 

continuity of well trained staff will be challenging for this service. 

While both staff and young people7 identified waiting room reform as important in 

improving access, staff did not emphasize the built environment or infrastructure. This may 

be due to the setting of an ACCHS, where much of the service ethos and governance already 

addresses several barriers1 identified by young people in the literature.  
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Staff identified that providing optimal health care to a group of people who could be 

described as inaccessible is costly in various ways. The cost for Aboriginal Health Workers is 

high, as they battle with blurring of the line between their professional and private lives, 

and the feeling that they are always on duty.15 The cost is also high for the health service. 

The ACCHS sector takes on complexity, with integrated and holistic care,16 so while the 

sector is well placed to rise to the challenge, it requires robust resourcing to do so. PHC has 

been identified by the World Health Organization as a sound investment through its input in 

improving health outcomes, health system efficiency and health equity.17 The sector is the 

gateway through which health care can be accessed, so it should be thoroughly provided for 

in the health budget. This is particularly the case for services reaching out to vulnerable 

groups, such as Aboriginal youth living in remote Australia. 

The strength of this study is its groundedness: it originated in this remote community and 

the respondents are staff attempting to enhance engagement with young people. While its 

groundedness gives it authenticity and uniqueness, there are lessons for the wider health 

community in approaching young Aboriginal people. The interviewer was a colleague of the 

participants, and while this may contribute to the grass roots nature of the research, it is 

possible that participants’ responses were influenced by this. Opinions may not have been 

voiced if they were thought to be self-evident to a colleague or were thought to be 

contentious, particularly during groups interviews.  

The lesson to be learnt is that although costly in many ways, young people can be engaged 

by a health service willing to go the extra mile. What is needed is a combination of the right 

people with the right attitude, backed by sufficient resources. Both the service and the staff 

need to respond to local conditions and to individuals in order to fashion an acceptable and 
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accessible service. In order to optimise access for this important cohort, health services 

need to be prepared to evaluate, promote, consult and partner. What was not mentioned 

here, but has been reported elsewhere,1,11,12 is that the local young people themselves need 

to be key to this process. What is required is a multifaceted, well resourced, innovative and 

contextualised service staffed by individuals who themselves share many of these 

characteristics. 
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Appendix A 

DAHS Access Study Staff Interviews 

1. Do you think we see many 16–25 year olds in our service? Why do you think this is? 

2. Do 16–25 year olds respond to our recalls? 

3. How does DAHS contact 16–25 year olds at the moment? Is this working? Any 

suggestions for improvement? 

4. What sort of problems do 16–25 year olds present with? 

5. Do 16–25 year olds present for preventive health issues/check-ups? 

6. What strategies have you found useful in engaging 16–25 year olds when they do 

attend? 

7. How do you communicate well with a 16–25 year old? Any strategies or tips? 

8. What strategies have you seen used in DAHS to engage 16–25 year olds while you’ve 

been working here? 

9. What strategies is DAHS currently using to engage 16–25 year olds? 

10. What strategies could DAHS consider for encouraging 16–25 year olds to attend? 
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CHAPTER 4 General Discussion 

Introduction 

This research originated in the desire to improve PHC for Aboriginal youth in Derby and 

surrounding communities; to provide accessible, appropriate and acceptable care for this 

important group. We asked Aboriginal youth to identify the barriers and enablers in 

accessing care and through this process the young people envisaged the features of an ideal 

PHC service. Youth identified PHC staff as critical in their access journey, so we went on to 

ask staff to identify the challenges and strategies in providing care for Aboriginal youth.   

Main findings 

As outlined in the previous two chapters, young people and staff identified that there were 

impediments for young people accessing health care. In addition, both groups were able to 

offer some solutions for those difficulties.  Staff and young people highlighted the 

importance of the therapeutic relationship; dependent on trust, effective communication, 

rapport and confidentiality. The young people identified that who was providing the care 

was important in addition to how they provided the care. In fact, the young people linked 

the “who” to the “how”. For example, they felt that effective communication was linked to 

cultural awareness, Aboriginal staff and local staff. Both groups identified confidentiality as 

a priority but while the staff saw it as an issue addressed, the young people saw it as being 

under ongoing threat. Both groups identified shame as a threat to access and the young 

people suggested a number of strategies to address this. Both staff and young people were 

able to suggest methods of improving service accessibility and youth engagement. The 
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youth interviewed envisaged an ideal health service as being expansive and holistic with 

infrastructure specifically addressing the barriers they had identified. Staff suggested 

strategies broadly falling into the themes of going above and beyond in patient care, and 

flexibility in service provision.  

Research in the context of the literature 

This research picks up many of the themes in the broader access literature. Penchansky et 

al’s “degree of fit” notion1 and Dixon-Woods et al’s concept of candidacy renegotiated over 

time and in differing contexts2 resonate well with the flexibility DAHS staff felt was needed 

when engaging with young people, and their sensitivity to the individual seeking help for a 

particular issue at a particular point in time. Browne et al also identify the importance of 

contextualised and culturally competent care in order to improve the “fit” for the individual 

seeking care.3 Thiede’s emphasis on trust, communication and their mutually reinforcing 

stimulus towards engagement4 can be seen in the responses of young people and staff in 

our studies. 

The issue of shame was prominent in our study and has been mentioned in the literature 

with regard to Aboriginal Australians.5-7 It intertwines with a number of other important 

factors in accessing care; waiting room issues, confidentiality, gender of staff. It is important 

to note that the young people in our research had a number of suggestions about how this 

pervasive barrier could be addressed. According to the youth interviewed, the issue of 

shame can be addressed by a number of practical strategies for the service including patient 

education, and emphasizing privacy and space in the waiting and triage processes. Although 

broader approaches to shame, confidentiality and trust have been suggested,8 these specific 
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strategies proposed by the young people themselves are not prominent in the literature and 

offer a vital insight into overcoming shame in the context of health service provision.  

The prominence of staff in the access literature is noteworthy, as is the oft repeated 

recommendation that staff have appropriate training.6,7,9-11 While staff were prominently 

featured in our research too, the training was not mentioned, either by staff or young 

people. However, the young people emphasised who they thought staff should be. This 

does arise in the literature7,11-13, but perhaps with less emphasis than in this research.  This 

may reflect the priority of the therapeutic relationship for the young people and the links 

made by them between who the staff were and how the care was given. The challenge for 

this remote health service is in recruiting, training and retaining appropriate staff. This task 

is made more difficult as the majority of staff working for DAHS are generalist staff who 

need to be well equipped to work with people of all ages. High rates of staff turnover 

contribute to the difficulties. Since the interviews were conducted in late 2019, many of the 

staff involved no longer work for this service. This is not an issue unique to DAHS, but is a 

widespread and ongoing issue for remote health services.14 

Apart from requesting appropriate resourcing to enhance access, the staff interviewed did 

not suggest any strategies that fell outside their organisation. However, Davy et al highlight 

that systemic factors outside of the health service often have major impacts on access,13 so 

strategical planning with an eye to larger context would be beneficial.  

 Appropriate resources are key to providing accessible care. Davy et al point out that time is 

required to develop the trusting relationships needed to ensure ongoing engagement.11 

Time is a resource which is in short supply in much of the wider health care system.  
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Money is another resource required for youth friendly care. Gomersall et al highlighted the 

importance of funding in maintaining the services provided by ACCHSs and discouraged any 

attempt towards “mainstreaming” of Aboriginal PHC.15  

Our research and the relevant literature support ACCHSs as a suitable locus for accessible 

care for Aboriginal youth. Staff and young people identified four of the seven characteristics 

of ISPHCSs as detailed by Harfield et al, as being key in facilitating access; holistic care, 

flexible care, culturally appropriate and skilled workforce and accessible services 

(confidential care, ensuring awareness about services, transport, accessible opening 

hours).16 ACCHSs, a subgroup of ISPHCSs, add the dimension of ownership and 

empowerment. They are in a good position to provide the type of care highlighted in 

Browne et al’s study of equity oriented PHC services; care that is trauma informed, culturally 

competent, contextually tailored and inequity responsive.3 Further, such care would seem 

to fit well in the Kimberley and wider Australian Aboriginal health context. However, such 

care requires support through flexible funding models and supportive government 

policies.17  

Campbell et al recommend that ACCHSs receive appropriate resource allocation 

commensurate with their important roles in improving Aboriginal health and wellbeing. This 

contribution is achieved not only through comprehensive PHC, but also through 

employment of Aboriginal staff, contribution to research, partnership with external 

organisations and community controlled service provision and governance.18 An investment 

in ACCHSs is an opportunity to create a ripple effect of empowerment and wellbeing. 

Certainly mainstream PHC would struggle to provide the services and ethos envisaged for 

the ideal Aboriginal youth friendly service outlined here. 
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Fashioning the ideal service 

If the suggestions by both sets of respondents and the literature are taken into account, an 

ideal service can be envisaged, the blueprint for which could be seen as a way forward for 

DAHS and other PHC services seeking to engage with youth. Youth should be the foundation 

of this blueprint. It should be built on their requirements and they should be consulted as 

the key stakeholders – the quintessential advisory group. The young people in this research 

have demonstrated that they are the ideas people; they are keen to propose the strategies 

to overcome the barriers which they have identified.  

Further, the ideal service should perform six key actions. The ideal service is typified by six 

verbs – active and doing words. It should create, innovate, appropriate, educate, advocate 

and evaluate (Figure 1). These actions will address both the inner workings of the health 

service and the factors external to the service. They speak to the pliable and dynamic nature 

of this ideal service. This service is not inanimate, but instead is animated, particularly by 

the staff who work there and the young people who visit.  
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Figure 1: Blueprint for an ideal PHC service for Aboriginal youth 

The ideal service will create an ethos that is consistent with youth engagement. Relationship 

and communication between staff and young people will be a vital part of this service, and 

time and effort will be expended on engendering trust. It will be set up to prioritise 

confidentiality and minimise shame while providing the physical infrastructure needed to 

facilitate easy attendance. It will value its staff and ensure they are appropriately trained 

and culturally aware. This service will be open to innovation and will adapt to the needs of 
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the individual in its method, location and timing of service delivery. It will adapt its care to 

local conditions and change over time in response to its context. It will be governed by local 

Aboriginal people and consult extensively with local Aboriginal youth. It will educate young 

people about their health and about the services it can provide. Health promotion will be a 

key part of this service and it will innovate in message delivery, using culturally appropriate 

and youth friendly media. This service will be willing to engage with external agencies, both 

in order to partner with them but also to ensure that the model of care is supported with 

appropriate funding and staff. For the latter, the service will need to advocate on the 

political stage in order to influence government policy around broad issues such as 

appropriate funding and regional training for health care professionals. Finally, this service 

will be willing to evaluate itself, ensuring the efficacy and acceptability of the care provided. 

Evaluation affords the service an opportunity to bolster the key features of the service and 

remove elements not consistent with its ethos. 

Strengths and Limitations 

One strength of this research can be found in its embedded nature. The research question 

arose from clinical experiences, shared by a number of staff at DAHS. The management and 

board at DAHS were supportive of it. The chief investigator is a clinician who has been 

working at DAHS since 2010, and the two Aboriginal researchers involved were locals. These 

local Aboriginal researchers conducted the semi-structured interviews with youth and 

participated in the subsequent analysis. A grounded project like this strengthens local 

research capacity. In addition, there is scope for consideration and implementation of 

findings. These are local findings which lend themselves well to local solutions. The findings 

could also be applied in the broader ACCHS sector, particularly ACCHSs in rural areas. For 
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other rural providers, this is relevant research which does not need to be filtered through 

the rural sieve in order to find useful fragments from urban research. The research is also 

more widely applicable to vulnerable peoples in other settings. 

The research has limited numbers, and in particular, representatives of young people from a 

number of more remote communities were not canvassed. It is hypothesized that had 

young people from more remote areas been interviewed, issues around physically accessing 

health care may have been more prominent. Staff interviews were a snapshot in time, and 

opinions may have changed or developed further had the questions been revisited. The 

chief investigator conducted the staff interviews, and it is possible that answers to an 

external interviewer may have differed. However, as noted in the study, the conversation 

was framed as a discussion within a health care team, so it is hoped that all participants felt 

free to answer frankly. 

Outcomes 

The findings from Paper 1 have been presented to the board, management and staff at 

DAHS. They have also been presented to the Lead Clinician’s Forum, which is a collaboration 

of management staff from Kimberley ACCHSs. Paper 1 was circulated to the ACCHS sector in 

Western Australia though the networks of the Aboriginal Health Council of Western 

Australia. 

This research contributes to the increasing local collection of data around the health and 

wellbeing of young people.19-22 On the 30th of September 2020 DAHS launched its “Be 

Healthy Be Anything” campaign.23 The message is an affirmation of choice, health and life. 

The campaign targets young Aboriginal people from their teenage years through to mid-

twenties. It is comprised of television advertisements, promotional posters and information 
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on three social media platforms. The campaign showcases local Aboriginal young people, 

highlighting their talents or careers. Aboriginal people in Derby are featured being active, 

involved and participating in some of the high points of Derby life. The social media 

component will include education regarding the nature of a health check and young people 

will be encouraged to find out more, or to contact DAHS. The campaign was inspired, in 

part, by the issue of access for youth being raised with DAHS staff and other health workers 

in the Kimberley through this research and other local research with youth.  

It is hoped that the synthesis of our research and the literature reviewed can be used to 

develop a practical youth care tool kit which could be utilised by ACCHSs in the Kimberley 

and beyond. While some components of the ideal service blueprint constructed above are 

big picture and long term, others could be implemented locally in the short term.  

Suggestions for future research 

This research opens up a number of avenues for further enquiry. A similar research design 

could target a slightly different group. A study of Aboriginal adolescents may highlight issues 

affecting the slightly younger age group. A study of males may identify issues specific to this 

group. One of the weaknesses in Paper 1 was the under-representation of the more remote 

communities which DAHS serves, so this would be a useful extension to the body of 

research. A multi-centre study involving ACCHSs across regional and rural Western Australia 

could investigate which findings are contextual and which are more generalisable. 

Secondly, implementation of one or more blueprint strategies could be implemented with 

subsequent evaluation of efficacy and workability. For example, partnership with an 

external organisation working with young people could be evaluated in terms of attendance 

at DAHS and markers of health outcomes. 
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Conclusion 

While many barriers to engagement exist for Aboriginal young people in remote Australia, 

there are numerous strategies which can be pursued to engage with young people to 

address this vital part of PHC in Australia. A number of recommendations flow from this 

research. First, that in planning interventions to enhance youth engagement, young 

Aboriginal people are central to the process. Second, recruitment, retention and training of 

health staff should be vigorously pursued as a priority by health services. Third, resources 

proportionate to the support needed to provide high quality youth health services need to 

be made available. It is envisaged that accessible health for Aboriginal youth will impact 

morbidity and mortality of these young people in the short term, improve health outcomes 

for their futures, and should reap rewards for the following generations. 
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