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“Teaming Together in the Bush” Interdisciplinary outreach 
allied health services supporting remote communities through 
clinical and population health services 

Rosemary Box, Team Leader/ Speech Pathologist, Alison White, Senior Occupational Therapist, Child 
Health Team, Country Health SA , Flinders & Far North Community Health Service 

Background 

The Flinders & Far North Community Health Service (F&FNCHS) Child Health Team (CHT) provides 
outreach services to isolated communities in the Flinders and Far North Region of South Australia. These 
services include Dietetics, Occupational Therapy, Physiotherapy and Speech Pathology. The F&FNCHS 
has a partnership with the Royal Flying Doctor Service (RFDS) which enables staff to fly regularly to 
provide services and have increased time in these remote communities.  

Outreach communities receive formal therapy services one, two or three days per month depending on 
location. Service delivery by the CHT staff was targeted towards reactive therapy for high needs children 
due to the demand and need within the communities. The services were provided on a one to one basis 
with disciplines working in isolation. Training, education and health promotion activities were delivered on 
an ad hoc basis as requests were received from the community or agencies as well as needs identified by 
individual clinicians. 

Demographics 

Child population across age groups is relatively evenly distributed within the various health areas serviced 
by F&FNCHS. Children comprise 22.6% of residents of the outreach areas. The mining town of Roxby 
Downs has the highest proportion of children with 30.9% of the total population aged less than 15 years.1  

Child population by State Local Government Area (SLA) for North West Operational Group (NWOG) is 
detailed in table 2.  

Table 1 Child Population by SLA by 5 year age groups2 

SLA 0-4 years 5-9 years 10-14 years 
Coober Pedy 125 135 128 
Flinders Ranges 120 129 150 
Port Augusta 942 1045 1038 
Roxby Downs 413 401 341 
UC Far North 372 437 421 
UC Flinders Ranges 90 103 116 
UC Whyalla 11 17 8 
Whyalla 1489 1590 1654 
NFWRHS 3562 3857 3856 
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Table 2 Child Population by SLA2 

SLA Main Towns Child Population Total Population Percentage Child 
Coober Pedy Coober Pedy 388 2257 17.2% 
Flinders Ranges Quorn, Hawker 399 1775 22.5% 
Port Augusta Port Augusta 3025 13795 21.9% 
Roxby Downs Roxby Downs 1155 3732 30.9% 
UC Far North Woomera, Oodnadatta 1230 5212 23.6% 
UC Flinders Ranges Leigh Creek, Marree 309 1260 24.5% 
UC Whyalla Iron Knob 36 226 15.9% 
Whyalla Whyalla 4733 21604 21.9% 
NFWRHS  11275 49861 22.6% 
 

Rational for change 

The CHT staff identified that there was an increasing client caseload in Roxby Downs with an increasing 
level of complexity. Preschool and primary school staff were identifying children with a range of needs that 
had previously not been referred to early intervention services provided by the CHT. This presented a 
range of challenges for the community as the education system had difficulty catering for these children’s 
needs. Furthermore it was becoming apparent that there was a lack of community awareness amongst 
parents, agencies and General Practitioners (GPs) about child development and the services available to 
support families. 

The CHT staff had been considering reviewing the outreach services for some time however due to 
limited staff resources it had been difficult to progress this review. In 2006 the Regional Health Service 
released funding for population health programmes with a major requirement being sustainability. The 
CHT staff took this opportunity and developed an application to review the service in order to propose an 
interdisciplinary model for an improved “deliver a bull and sustain a bull’ service. The Team also hoped 
that this would be a valuable contribution to the literature for other rural communities and clinicians 
involved in interdisciplinary service delivery.  

A literature search was completed and identified a paucity of papers regarding Allied Health 
interdisciplinary work. There was very limited rural based literature and what did exist focused on the 
interdisciplinary services being considered only as medical specialist and nursing based interventions. It 
revealed that the research papers had been written about services provided by doctors, nurses and 
medical specialists visiting a location together rather than any collaborative work with other disciplines 
including Allied Health or early childhood intervention workers.  

The development of outreach services aims to increase early intervention and prevention within the 0-5 
age group through increasing community participation and applying multiple strategies including education 
and additional co-ordinated therapy services which will be supported at the local community level. 

Early childhood intervention, as defined by Shonkoff and Meisel,3 is the provision of “services to children 
from birth to five years of age to promote child health and well-being, enhance emerging competencies, 
minimise developmental delays, remediate existing or emerging disabilities, prevent functional 
deterioration and promote adaptive parenting and overall family functioning”  

Investment in early childhood development is said to build stronger families and communities. Evidence 
suggested the most effective way of addressing problems is before they become entrenched, or to 
prevent them happening in the first place. It has been demonstrated that the first few years of a child’s 
development are crucial in setting the foundation for lifelong learning, behaviour and health outcomes.4 
Investment in early childhood development has been found to increase the efficiency of primary school 
investments and human capital formation, foster valued social behaviour and stimulate community 
development. 
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The F&FNCHS CHT staff proposed to expand early childhood intervention service delivery to outreach 
communities through an interdisciplinary approach. An interdisciplinary model is demonstrated where 
“team members make a commitment to teach, learn and work together across discipline boundaries to 
implement a unified service plan”.4 The interdisciplinary model emphasised the importance of the role of 
parents as part of the team.6 

A consultation phase was conducted within the community seeking feedback from families and community 
agencies. As a result of the outcomes from the consultation a model for service redesign was proposed to 
include: 

 delivery of training and education workshops to local community service providers 

 provision of services to clients through group based therapy 

 additional Allied Health Assistant (AHA) support visits to children and families outside of outreach 
visits. 

The expansion of early childhood intervention service delivery was complimentary to population health 
principles including: 

1 Active and meaningful community participation 

2 Basing decisions on evidence 

3 Increasing early intervention and prevention investment 

4 Applying multiple strategies 

5 Collaborating across sectors and levels and 

6 Demonstrating accountability for health outcomes.1 

Model 

Modifications were made to the service delivery methods based on the identified community need and 
evidence based practice. The model offered two parallel approaches based on interdisciplinary therapy 
interventions and collaboration with the community.  

Strategy 1 
Population health community education  
Provision of educational workshops based on play principles were developed and conducted during 
outreach visits with the aim of promoting healthy development through play. Workshops focused on the 
following areas: 

 gross and fine motor skills,  

 cognition 

 language and speech  

 diet and nutrition 

 play 

 social and emotional development and wellbeing  

Development of knowledge and skills for families and community agencies empowered parents to 
promote their children’s skill development and support any specific developmental difficulties. Furthermore 
the program built the capacity of local workers, increased support to families and raised awareness of the 
importance of early intervention prior to preschool and school. 
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Strategy 2 
Interdisciplinary service delivery 
Group therapy services were developed and trialled for clients with multiple and/or similar needs. Group 
therapy was designed to assist in providing more efficient early intervention based services to children 
within outreach communities prior to the children’s commencement of preschool. Group therapy was 
developed to improve time efficiency and service effectiveness to children will additional needs. Group 
therapy was planned by the CHT staff and facilitated by the team, an AHA and Special needs workers 
with pre prepared group programs. The AHA and special needs workers provided additional support to 
families in the weeks that the CHT staff were not present. The group therapy was run on a termly basis 
with approximately six-eight sessions per term.  

It is important to note that there are no other formal services in Roxby Downs and other outreach centres 
in the region to cater for the specific needs of these children e.g. no private providers or community based 
programs.  

Implementation and sustainability 

Strategy 1: Population Health 
Target Group 
Local service providers in rural communities within the Flinders and Far North region typically do not have 
adequate numbers of fully trained staff educated in childhood development. Education and training of 
community members and local service providers assisted to increase their skills and awareness of early 
childhood development and the importance of early intervention5.  

Facilitator(s) 
CHT staff members (including Speech Pathologist, Occupational Therapist and Physiotherapist) and AHA 
where available were allocated to conduct each session 

Resources 
CHT staff developed “Play and Learn” modules to be run by clinicians and support staff in an interactive 
workshop style. This assisted staff to conduct the training program with consistency and efficiency in the 
region.  

Marketing of Service 
A number of strategies were used to market the program to the wider community: 

 Advertisement through local hospitals and community health centres  

 Radio talks at local radio stations 

 Notice of visiting dates through: 

– Community notice boards 

– Local newspapers  

– Preschool newsletter 

– Local agencies (schools/preschools/child care centres) 

Implementation 
The program currently occurs on a termly basis. Ongoing content and format is based on identified 
community need (potential to vary between outreach communities) 

Community members within regional centres had varying employment conditions including shift work. 
Subsequently the workshops are offered during the afternoon and evening to accommodate these 
circumstances for families.  

Evaluation 
 Conducted population health strategy in various centres including Port Augusta. 
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 Process evaluation 

– number of groups held 

– number of people attending groups/workshop 

 Impact evaluation 

– pre and post workshop questionnaire re: knowledge level 

Strategy 2: Group Therapy “Jump Start” Programme  
Facilitator(s) 
 CHT clinicians, AHA and Miriam High Special Needs Worker (MHSNW) 

Resources 
CHT staff developed modules for “Jump Start” group therapy. These were developed collaboratively with 
the Speech Pathologist, Occupational Therapist, Physiotherapist and AHA. Each session was planned to 
have a routine schedule focusing on a different theme each week. Activities focused on speech and 
language, fine and gross motor, social and cognitive development. There was a strong emphasis on 
parent involvement and take home activities were set to continue work on skills being developed.  

Location of Service 
Roxby Downs Health Service seminar rooms 

Marketing of Service 
The program was available to clients of CHT. Clinicians identified clients who were appropriate for the 
group and discussed this with their families. 

Implementation 
“Jump Start” is scheduled each term on a fortnightly basis for six sessions. On average four families were 
involved in each session during the last eighteen months.  

Evaluation 
Formal and informal feedback was received via survey and discussion from parents and staff including 
clinicians, AHA and MHSNW. Client progress was evaluated with the use of a weekly report table 
completed by all staff involved. The number of groups held and number of attendees was also collected 
and recorded.  

Outcomes to date 

Parents 
The overall feedback from the participants in the “Jump Start” group was very positive. All participants 
found the sessions informative and most felt that the group sessions met their child’s individual therapy 
goals. All respondents reported that the group had extended their knowledge and that they were glad to 
have new activities to do at home which would also consolidate their child’s skills.  

At the conclusion of the first block of groups, parents requested that the group time be extended so that 
they could have a time to chat informally to the staff and other parents. The parents identified that the 
multidisciplinary group allowed them to socialise with other parents facing similar challenges. Most of the 
families reported they were socially isolated because of their child’s needs.  

After the second block of sessions the parents asked for assistance to set up a support group within the 
community for families with children with special needs. A weekly parent support group was established 
with funding received from an external source.  

Parents reported feeling uncomfortable and unsupported in attending the local playgroup due to their 
child’s special needs. As a result of “Jump Start”, parents were supported by staff to attend regular play 
group with their child which was previously difficult for these families to access. As a result of agency 



 The National SARRAH Conference 2008 6 

flexibility and collaboration, the support group was timetabled to commence at the end of the playgroup 
session within the same facility to further support these families to attend.  

“Jump Start” assisted the establishment of social support amongst parents within and outside of sessions. 
This was a huge benefit for previously socially isolated families.  

Agencies 
Interagency collaboration occurred to develop the parent support group in the community. Funding was 
sourced through the Child Youth, and Women’s Health, ‘My Time’ program, to provide child care worker 
support during the parent support sessions and costs related to hiring the venue and provision of food. 
The Department of Education and Children’ Services (DECS) were approached and agreed to provide a 
venue for the support group that was both accessible and family friendly. The AHA from the RDHS took 
on the facilitating role including arranging the Child Care worker, providing data and the general 
administrative tasks. This joint collaboration assisted in developing a sense of local ownership and 
sustainability.  

Children 
Skills were developed in a range of target areas, i.e. speech and language, fine and gross motor skills. 
Children understood and followed the group routine. They established friendships as well as developed 
turn taking and sharing skills. Socialisation was a key outcome. Children developed increased 
independence and confidence throughout the program. Children completed home activities with their 
parents and enjoyed sharing them with the group during subsequent sessions. The children’s 
familiarisation with each other assisted in their transition to Preschool. 

Staff  
“Jump Start” supported the up skilling of local AHA and MHSN Respite workers. Clinicians and support 
staff were able to develop their interdisciplinary skills and transfer these skills to other areas of their work 
including one to one therapy. “Jump Start” program provided an efficient and effective use of time for 
clinicians in their service provision within Port Augusta and the outreach centres. Clinicians and support 
staff were flexible in supporting the implementation of the group program.  

Conclusion 

Both the population health and interdisciplinary group service delivery strategies have since been 
incorporated to some extent in services delivered in Port Augusta, Coober Pedy, Leigh Creek, Hawker 
and Quorn. This has largely been dependent on the caseload and community need and has been adapted 
accordingly. The strategies have supported service efficiencies and consistency across the service area. 
Furthermore new clinicians have been supported to run high quality, effective services within an agreed, 
streamlined framework.  

Despite barriers and challenges that are present in the provision of rural and remote services, it has been 
demonstrated that collaborative, interdisciplinary work is possible in partnership with local communities to 
ensure that services are sustainable. Furthermore this teaming up in the bush can bring positive results 
that could not be achieved in isolation. The project has also highlighted that a range of unpredicted 
positive ongoing outcomes for clients, parents, staff, agencies and the whole community can be achieved 
when community development principles are utilised.  

These service strategies clearly demonstrate that it is possible to “Team together in the bush” in order to 
provide “deliver a bull and sustain a bull’ services.  
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