
Chapter 5
Conclusion and Recommendations

It is evident from the collected data and analysis that the role of the Aboriginal

Health Worker needs to be adjusted to provide secure, effective and intrinsically

satisfying workplaces for the incumbents. Results here indicate that AHWs must

confront issues that can be classified into at least four main areas. These areas are:

work practices that are culturally appropriate; difficulties in sourcing and

managing funds; experiences of racism in the workplace; and inappropriate styles

of managing community health issues. To consolidate this process of providing

secure, satisfying work, it was also clear that major structural changes are

required in both the community-based and mainstream bureaucracies to provide

appropriate infrastructure and management practices for the Aboriginal Health

Worker to operate effectively. Without these systemic changes to the

bureaucracy's functions, any local, micro changes to the Aboriginal Health

Worker role will be largely superficial and lack any long-term usefulness to

empower and increase self-determination in Aboriginal communities.

The analysis reveals both the general tokenism that Aboriginal Health Workers

experience most of the time from non-Aboriginal management in mainstream

health organisations, and the political conflict and nepotism that is common in the

community-based health services. Finally, the interviews explored how both these

attitudes impact on the health worker role and the mechanisms and practices the

Aboriginal Health Workers develop to adapt and survive these attitudes and

constraints.

Hopefully, the implementation of the Aboriginal and Torres Strait Islander Health

Workforce National Strategic Framework objectives will provide real and genuine

change to the recognition and role of the AHW in New South Wales. The main

objective of the Framework is to develop a clear and definitive role for the

Aboriginal Health Worker and professionalise their functioning. This also

involves other key stakeholders such as Office of Aboriginal and Torres Strait
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Health (OATSIH) in collaborative partnership to define the role. These changes

should not just be a replication of the espoused rhetoric emanating from the health

bureaucracies over the last 20 years. Page four of the Framework document sets

out a litany of previous reviews, estimations of workforce requirements and

evaluations that have been done over this time. The next two years will be an

indication of the state and Federal governments' willingness to see the changes

through. Past history suggests that the rhetoric will remain with little or no

change.

It should also be noted that when the Framework was originally constructed, the

only input AHW had was through submissions and one workshop held in April

2002. This is inadequate to provide sufficient voice for the AHW work-related

needs. To combat this situation, it is hoped that this research (along with others)

will make a significant contribution at the national level to the output of the

AHMAC Aboriginal Health Workforce working group in implementing genuine

change to the role and professional status of AHWs. This project's interviews

were recorded between 2001 and 2002; however, implementation of the

Framework is still in progress. Accordingly, the implementation will take a year

or so before any of the Framework's objectives can be evaluated. Some of these

changes advocated in this project will now be discussed.

Recommendations
First, the role and function of the AHW needs to be re-evaluated. AHWs should

be made fully aware of their duties through participation in realistic job previews

at selection interviews before they are appointed. This enables them to be fully

informed of their potential responsibilities, appropriate ways of responding to

local issues and any other difficulties that may arise culturally if they are not local

or have no knowledge of local politics. It is therefore preferable in the first

instance to employ Aboriginal people from within the local community rather

than someone from the outside.

However, sometimes this is not possible and community-based services should

not be too narrow in the types of people they select for their AHW roles. Wider

variation in candidates, in terms of both background and qualifications, can result
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in very effective workers. For example, Participant 2 had no formal qualifications

and was socially conditioned to think that he was inferior from his early

childhood. Working as an AHW had restored his confidence to feel that he could

make a difference and he is now widely respected as an effective AHW in the

community he serves. Perhaps a local mentor appointed during the initial

probation phase of the Aboriginal Health Worker's work experience would help

in the transition to their new position. The mentor could provide the worker with

local information on how to identify and approach community elders, decision

makers and gatekeepers, appropriate consultation mechanisms with community

elders and generally build the confidence of the worker to operate in the

community.

It is preferable for AHWs to have a wide life experience, if possible.

Qualifications cannot substitute for this experience. Wide life experience forms

the foundation for these AHW becoming Elders in their own right in the future.

Subsequently, AHWs who lack 'life experience' need to be taught the social skills

to function appropriately. For example, they need to be taught how to deal with

difficult people in the community, learn how to 'yarn' and storytell properly, learn

how to be assertive with both Aboriginal and non-Aboriginal managers, learn how

to advocate for their clients and especially learn how to manage the stress they

will face on a daily basis.

The participants who work in mainstream services are generally unaware of their

status and contribution inside the mainstream system. Thus, AHWs in mainstream

services also need to be taught 'survival' skills such as negotiation, assertion and

networking to bolster their positional power and acceptance by their managers and

colleagues within the mainstream system. "Survival" skills of a different kind are

also required for AHW working in community-controlled organisations. These

skills are based around cultural obligations, respect and ways of doing business in

the community. These are skills such as being able to balance their responsibilities

between different tribal affiliations and still be respected and be adaptable to the

demands that each and every person places on them. The participants who work in

mainstream services often know how to do their work, but sometimes need

guidance regarding professional development issues such as team building, career
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path management and being competitive for promotion, and this is currently not

provided by many non-Aboriginal managers. Additionally, mainstream

supervision is generally fragmented and only reactive to problems, rather than

being more systematic, proactive and inclusive. AHWs need to be taught to cope

with these styles of non-Aboriginal management.

Another issue concerning mainstream AHWs is that they are often coerced into

closely following social worker practices and discourse. Social welfare practice is

perceived by the participants to reinforce a 'handout' mentality in service

provision and does not encourage self-responsibility and therefore the self-

determination to which Aboriginal people aspire. This often becomes problematic

for them as social work ways of doing and thinking often contradict the traditional

Koori ways and this creates tension between the AHW and their community.

Reducing the social worker mindset and kind of service should be explored.

`Uptown blackfellas' (as they are referred to by two participants) will be shunned

by the community and isolated from the social structure if they are perceived to be

pretentious or unapproachable. AHWs working in mainstream health need local

acceptance and must be seen by locals to be a necessary part of the community,

otherwise they will be unable to fulfil their cultural obligations successfully. Loss

of acceptance results in loss of effectiveness and influence. The art of

management involves striking the balance between selecting candidates as well as

having the life experience to be effective workers and to mix well in the

community.

Second, mainstream AHWs do not work together as a collective group, although

they may function in pairs occasionally. Their energies are dispersed and they

rarely get the opportunity to come together on a cultural basis or to directly enlist

the support of the community. The NSW Department of Health needs to rectify

this situation by allowing AHWs to meet on a regular basis to reduce their sense

of isolation and enhance their professional comradeship and identity. Currently

the partnership process between the community-controlled Aboriginal Health and

Medical Research Council and a local area health service does not have any input

from mainstream AHWs. This creates too much conflict between community-
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controlled and mainstream AHWs, so any mechanism that reduces this conflict is

urgently needed. Partnerships between community-controlled and mainstream

AHWs have to be more proactive, inclusive and encouraged by the managements

of both services.

It may also be practical to initially appoint a professional advocate for the AHW

within the Aboriginal Health Branch in NSW Health. This person would have a

professional brokerage role between the AHW and those they are accountable to

including their non-Aboriginal supervisors and the communities they serve. The

advocate could facilitate regularly scheduled group meetings as suggested above.

This advocate would assist AHWs in navigating their way through any difficulties

they may encounter in their day-to-day work roles.

Third, in mainstream services, biomedical approaches significantly influence what

types of questions are asked about Aboriginal health. Holistic approaches are

seldom considered or addressed. The colonisation of the everyday work practices

of AHWs with 'white' ways of doing things leads to continuous, ongoing stress.

This can manifest in a variety of ways from not sending memos on work decisions

to authoritarian non-Aboriginal managers, to being ignored when important

decisions are made about their jobs. There is only a rare Aboriginal person

representing Aboriginal interests with biomedical staff There are a few AMSs

that have adopted this as their working model and it has proven useful in

providing genuine community empowerment.

Fourth, community controlled services can be encouraged to take more

responsibility for self-determination by enforcing effective models of governance

in their day-to-day functioning and reducing the potential for nepotism in

appointments. The reality of working in community-controlled services is very

different from the rhetoric of community empowerment espoused in the annual

reports of the Boards of Directors. There needs to be a more effective integration

of the skills and knowledge base of the Boards with the community's long-term

health requirements. Loose networks should be encouraged over rigid hierarchies

as these appear to be more functional, according to the participants. However, this

may also result in Board members interfering and undermining the decisions of
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CEOs. Perhaps the executive of NSW Health could initiate some research and/or

evaluation of what models of governance are most effective and responsive to

community health needs in the long-term. Those that build capacity and are

capable of developing and sustaining good community governance should be

effective.

Fifth, managers in community services should delegate the sourcing of funds to

financial officers, if appropriate, so that managers can get on with the business of

managing the health service and not have a large portion of their time taken up

with seeking funds from various financial bodies. Alternatively, they should have

consolidated information on where and how to source funds for their local

communities and when to complete these applications in the budget cycle, or

move away from a reliance on short term funding which undermines

empowerment of communities.

Sixth, in community-controlled services, AHWs are generally not encouraged to

do anything different from the status quo and this passivity further entrenches the

power of nepotic managers. Community-controlled service managers often

function at a distance from the AHW because CEO roles are often strategic rather

than functional. This results in AHWs feeling like they are not heard and are

ignored. The implications are that the manager or CEO needs to be seen as being

responsive to the needs and issues of the AHW and should therefore be

encouraged to use more participatory management styles rather than autocratic

rule.

Seventh, a change is required in the functioning of the Board of Directors and its

relationship with the CEO in community-controlled services. Normally the board

of each AMS is replaced every 12 months. This can result in a loss of corporate

memory and strategic direction for the community and a reduction of the

advocacy role of the Board members. Measures should be adopted to ensure and

encourage local boards to sit a full term of three years, with rotating succession

planning to ensure that programs are implemented appropriately, monitored

adequately and continue to be maintained effectively for three years and not the

current one-year period. The Boards also need to be more effective in countering
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the potential for CEOs to misuse their power by appointing family members and

friends to service positions and 'cloning' their organisations. Appointments must

be based on merit. This has ramifications for providing good governance and

addressing how the Boards of Directors function.

Ideally, community-controlled services exist to empower the community. These

participants found that management in community-controlled services generally

provides culturally sensitive and appropriate support to their workers even if

resources are often lacking.

The analysis highlighted a number of differences between community-controlled

and mainstream health services. From the participants in this research, the general

themes about the community-controlled services are that they often lack effective

management styles and proper program structure. They may also only provide a

band-aid service for the community when a shortage of funds and resources

means communities must go without appropriate and sorely needed services.

However, management in community-controlled services tends to discourage

AHWs from collaborating with mainstream AHWs. This occurs through the use

of exclusion and 'shaming' of the AHW and reduces the professional

collaboration and development of the AHW. Also, in community-controlled

organisations, the working relationships that AHWs share with their working

colleagues can be tenuous and subject to continual renegotiation as the situation

demands, leaving them feeling uncertain and ignored. Differences in personalities

and ways of doing things interfere with the effective discharge of AHW duties,

particularly when CEOs engage in nepotism and familial reciprocity to the

disadvantage of the AHW.

Mainstream managers are seen by the participants to be predominantly controlled

by economic rationalism, political pressure and biomedical discourse and

practices. Mainstream services are perceived by the participants to function with

more funds, resources and medical 'professionalism' (as defined by 'white

fellas'). However, ill informed mainstream approaches to health management can

result in blatant racism, marginalisation and burnout for the AHW when the

workplace is culturally insensitive and inappropriate.
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Particularly, 'black fella' ways of sharing community resources and experiencing

time more slowly allows them to more fully integrate their work practices into the

communities they serve. Many non-Aboriginal managers have little appreciation

or understanding of cultural ways of doing things and need to be educated about

their usefulness in healing. Aboriginal Health Workers are implicitly devalued by

the way they fail to acquire sufficient recognition; and formal qualifications are

given disproportionate recognition despite inadequately equipping people to work

in Aboriginal health. All managers in Aboriginal health and mainstream health

need detailed, serious, formal, recognised training in managing Aboriginal health

issues and AHWs. Managing Aboriginal health and AHW issues should be a core

part of all health courses and there should also be specialist courses. In-service

and cultural awareness seminars are tokenism primarily if they are non-

compulsory or fail to address racism, institutional discrimination, colonialism and

other contextual factors.

While racism can be both blatant and insidious in its manifestation, its control and

reduction should remain a top priority within the New South Wales health

bureaucracy, according to the responses of the participants in this project.

Training for non-Aboriginal managers about how racism can infect everyday

work practices should be initiated. Perhaps a one-day experience of what AHWs

have to endure, or compulsory cultural awareness training made part of

management promotion initiatives, will help in this process.

Differences in the imperatives driving both kinds of service are at the root of most

of the problems that AHWs encounter when trying to do their jobs effectively. It

is hoped that this project will go some way to rectifying these circumstances by

focusing the political gaze on the management of Aboriginal health services and

on instigating immediate and constructive change to those services. While

morbidity and mortality statistics of the last 30 years indicate that the New South

Wales health system has not serviced Aboriginal communities very well, changes

initiated by this project and others will, hopefully, provide a brighter future for the

health and wellbeing of Aboriginal people and their communities.
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