
2006-2010



Northern Territory 
Rehabilitation Strategy 
2006-2010

DHCS would like to advise readers that 

this document might contain pictures 

of Aboriginal and Torres Strait Island 

people that may offend. 



Contents
Minister’s foreword 4
CEO’s foreword 5
Our Mission 6
 Values 7
 Principles 7
About this document 8
 Evaluation and Reporting mechanisms 9
Building Healthier Communities 10
What is rehabilitation? 12
 People requiring rehabilitation 13
 The inter-disciplinary team 13
	 Economic	benefits	of	rehabilitation	 14
 Rehabilitation settings 14
 Elements of care 15
 Vocational programs 16
 Paediatric rehabilitation 16
 Community based rehabilitation 17
Profile	of	NT	hospital	based	rehabilitation	services	 18
	 Northern	Rehabilitation	Network	 18
 Central Australian Rehabilitation Service 19
 Regional Hospitals, Outreach and Aged and Disability Services 19
 Clinical presentations 20
Challenges for the Territory 22
 Demographics 22
 Health status of Territorians 23
	 Disability	in	the	Northern	Territory	 24
 Service availability and access 24
 Demand for rehabilitation services 25
 Cultural diversity and security 26
 Family engagement 28
	 Workforce	 29



Where we are now 30
Priority action areas 31
 Territory-wide coordination of rehabilitation services 32
 High-quality rehabilitation services responsive to consumer needs 34
 Continuity of care for consumers by developing a seamless  

interface with acute and community services 36
 Optimal service delivery for people in rural and remote areas 38
	 Value	and	support	a	skilled	workforce	to	continually	develop	 

expertise in rehabilitation 40
 Using information to stay effective 42
Acknowledgements	 44

References 46

Tables and Figures
Table 1.0: Royal Darwin Hospital Rehabilitation Inpatient  
Presentations in 2002/03 and 2003/04 by Diagnosis (%)  21



�

Minister’s foreword
Rehabilitation is about improving people’s ability and independence in 
their day-to-day life. To do this, we bring together a broad range of our 
health professionals into a team to provide care that is directed and 
coordinated to achieve the person’s goals.

We need to plan the range of our rehabilitation services to cover from the 
onset of a condition that can lead to disability, right through to assisting 
people to return and participate in their community life.

This	Rehabilitation	Strategy	for	the	Northern	Territory	sets	a	number	
of reforms that we will do immediately, along with goals over the next 
five	years	that	will	be	implemented	as	resources	become	available.	It	
complements	the	Government’s	priorities	framework	Building Healthier 

Communities	–	particularly	in	filling	service	gaps	and	creating	better	
pathways to services, using evidence and delivering care as close to 
people’s homes as possible. 

The Strategy highlights areas of particular interest to me. Access 
to rehabilitation services for remote and regional Territorians will be 
improved and the community and family will be central to our services. 
Rehabilitation services will continue to be provided in ways that are 
sensitive and respectful of Aboriginal culture. I am also encouraged to  
see a focus is made on supporting staff and building their expertise.

The Strategy captures a spirit of collaboration and a holistic approach, not 
surprising given the document is the product of considerable community 
and	stakeholder	engagement.	

We	have	made	significant	progress.	The	challenge	for	the	Department	 
of Health and Community Services, supported by Government, is to build 
on	this	over	time	and	work	to	meet	the	needs	of	Territorians	from	the	city	
to the bush.

This	is	a	Strategy	that	the	Northern	Territory	Government	is	proud	to	
support. Over its lifespan I believe it will have a positive impact on the 
lives of people needing rehabilitation, their families and carers.

The Hon Dr Peter Toyne MLA 
Minister for Health 
February 2006
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“Our aim is to 

provide services 

that empower 

people to 

maximise their 

potential and 

achieve their 

goals”

CEO’s foreword
The Department of Health and Community Services’ Rehabilitation 
Strategy will provide the basis for planning of inter-disciplinary 
rehabilitation	services	for	people	with	disabilities	for	the	next	five	years	
in	the	Northern	Territory,	and	operates	within	the	Government’s	five-year	
framework	Building Healthier Communities. 

Within	the	field	of	rehabilitation,	our	aim	is	to	provide	services	that	
empower people to maximise their potential and achieve their goals.  
As this Strategy attests, we will do this by addressing the physical, health, 
social, emotional, spiritual and cultural circumstances of Territorians. 
Some	initiatives	will	happen	quickly;	others	are	longer	term	goals.

While the picture for rehabilitation services in the Territory is tough, 
considerable	work	has	already	been	undertaken	to	improve	the	situation.	
There are hospital based rehabilitation services in Darwin and Alice 
Springs,	as	well	as	specialist	visits	to	all	public	hospitals.	The	Northern	
Territory Government has provided additional funding for the education, 
training and support of rehabilitation staff, and funded improvements to 
physical infrastructure at both Royal Darwin and Alice Springs Hospitals. 
Increased	funding	has	purchased	rehabilitation	equipment	for	our	five	
public hospitals, and allowed the development of rehabilitation discharge 
packages	to	support	patients	on	their	return	home.		

The Rehabilitation Clinical Reference Group has been formed to provide 
specialist input, advice and guidance on the development of rehabilitation 
services. Using the advice of this group – and the coordinated approach 
to the provision of services outlined in the Rehabilitation Strategy – we will 
continue to improve access to appropriate care for all Territorians.

Any document of this sort should be based on robust discussion and 
sound	consultation	and	I	would	like	to	thank	the	many	staff,	stakeholders	
and clients who contributed to the development of the Rehabilitation 
Strategy, and for their dedication to improving rehabilitation services 
across	the	Northern	Territory.

Robert Griew 
CEO 
Department of Health & Community Services 
February 2006
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Our Vision
Building Healthier 
Communities

Ensuring that all 

Territorians have  

long and healthy 

lives, and have 

a health and 

community 

services system 

that is responsive, 

accountable  

and effective

Mission Statement

Our mission is to provide 
rehabilitation services that 
empower people to maximise their 
potential and achieve their goals. 

We will do this by addressing the 
physical, health, social, emotional, 
spiritual and cultural related aspects 
of a person’s circumstances.

We will always aim to maintain  
the individual within their own 
family, social, vocational and 
community networks.
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Values
In	our	work	as	rehabilitation	practitioners	with	consumers,	family,	carers	
and colleagues we value:

• Open communication 

• Mutual respect 

• Cultural security

• Commitment and integrity

• Excellence

• Accountability

• Compassion

Principles
The following principles are basic to the practice, planning and delivery of 
rehabilitation services:

• Respect for each person’s individual needs, with care tailored 
specifically	to	those	needs.	This	must	include	respect	for	cultural	
diversity and the different service needs this may entail to achieve a 
culturally secure rehabilitation environment

• Equity of access, across geographical, cultural, age, religion, linguistic 
and socio-economic groups, to the range of rehabilitation services

• Recognition that each person is part of a family and a community, with 
all the demands, needs and strengths that this entails

• All efforts are made to provide consumers, their families and carers with 
relevant information in a way that they will understand

• The inter-disciplinary nature of rehabilitation involves the person, their 
family	and	carer	with	a	team	of	health	practitioners	all	working	together	
to achieve common rehabilitation goals

• Continuity of care in partnership with acute care and community 
services to enable each person to have a smooth transition from one 
service to another in a timely manner.

These principles are not in any order of priority and each is deemed to be 
equally important.
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About this document
The	Department	of	Health	and	Community	Services	(DHCS)	Northern	
Territory	(NT)	Rehabilitation	Strategy	2006-2010	operates	within	the	NT	
Government’s Building Healthier Communities	framework.	

The focus of the Strategy is on improving access to quality rehabilitation 
services	for	Territorians	over	a	period	of	five	years.

An	extensive	stakeholder	and	community	consultation	process	has	
informed	and	provided	direction	to	the	development	of	the	NT	Rehabilitation	
Strategy. The issues raised in the consultation process have been 
incorporated within the Rehabilitation Strategy.

This Strategy will provide the basis for planning of inter-disciplinary 
rehabilitation	services	for	people	with	disabilities	for	the	next	five	years.	
The Strategy will be implemented in an effective and sustainable manner 
to meet the future rehabilitation needs of Territorians.

The Strategy focuses on the delivery of hospital based rehabilitation 
services that are provided by an inter-disciplinary team for people with 
disabilities. It recognises that consumers need access to rehabilitation, 
care and support across the care continuum. Key components of 
this Strategy are the connections and collaborative partnerships with 
community services.

This	document	identifies	opportunities	to	improve	the	care	received	by	
consumers	of	rehabilitation	services.	The	initiatives	identified	within	the	
DHCS	NT	Rehabilitation	Strategy	are	considered	attainable	by	the	DHCS	
to	achieve	and	sustain	a	high-quality,	holistic	and	efficient	health	service	
over	the	next	five	years.	

A Rehabilitation Clinical Reference Group (CRG) of leading clinicians with 
consumer representation was formed in 2004 to provide specialist input, 
advice and guidance to the development of rehabilitation services. The 
Rehabilitation CRG has overseen the development of the Rehabilitation 

The focus of 

this Strategy is 

on improving 

access to quality 

rehabilitation 
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Territorians over  

a period of  

five years



�

Strategy and will monitor its implementation. An Implementation Plan will be 
developed describing how the priority action areas will be achieved, the time 
frames for the actions and the areas or persons responsible.

The	NT	Rehabilitation	Strategy	proposes	initiatives	in	six	priority	areas.	The	
six priority areas are:

1. Territory-wide coordination of rehabilitation services 

The	Northern	Territory-wide	coordination	of	rehabilitation	services	will	provide	
mutual support to rehabilitation practitioners and regional hospitals in an 
effective and sustainable manner. 

2. High-quality rehabilitation services responsive to consumer needs 

The delivery of evidence-based clinical practice is essential for the delivery  
of high-quality services, including prevention and early intervention 
approaches to health care. Enhanced responsiveness of services will be 
developed	through	a	framework	of	greater	consumer	participation.	

3. Continuity of care for consumers by developing a seamless 
interface with acute care and community services

Clients of rehabilitation services often receive input by a range of service 
providers. Greater support for consumers can be achieved through a 
collabarative approach, improved interagency partnerships and better 
coordination.

�. Optimal service delivery for consumers in rural and remote areas

Providing access to rehabilitation services in rural and remote areas is a 
challenge. Geographical, language and cultural issues impact on access to 
health services. Efforts to achieve optimal consumer outcomes must address 
these issues.

�. Value and support a skilled workforce to continually develop 
expertise in rehabilitation 

The	outcome	of	any	rehabilitation	service	is	dependent	on	the	skills	and	
knowledge	of	rehabilitation	staff.	The	workforce	must	be	supported	in	continually	
developing	expertise	in	the	field	of	rehabilitation	to	ensure	NT	consumers	are	
able to achieve the best outcomes possible.

6. Using information to stay effective

The availability of high-quality information and evaluation of consumer 
outcomes	can	play	a	key	role	in	ensuring	ongoing	effectiveness.	

Evaluation and Reporting mechanisms
A	key	to	the	success	of	any	strategy	is	the	ongoing	monitoring	of	progress	
made against performance indicators and evaluation of the effectiveness of 
the strategy’ s objectives. 

Evaluation and review of the effectiveness of this Strategy’s objectives will 
occur	on	an	annual	basis	by	the	Rehabilitation	CRG	with	key	stakeholders.	
It	is	envisaged	this	review	process	will	yield	more	detailed	and	specific	
strategies, actions, and performance information for the Implementation Plan.
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Building Healthier 
Communities
The	NT	Rehabilitation	Strategy	links	with	and	supports	the	strategies	 
in	the	NT	Government’s	Building Healthier Communities 2005-2009:  

A Framework for Health and Community Services. 

The Building Healthier Communities	framework	focuses	on:

•	 Giving	kids	a	good	start	in	life

• Strengthening families and communities

• Getting serious about Aboriginal health 

• Creating better pathways to health services

• Filling service gaps 

•	 Tackling	substance	abuse

The Rehabilitation Strategy directly focuses on many of these areas. A 
key	element	of	the	rehabilitation	process	is	sharing	information,	involving	
and supporting family members. The Strategy has a strong focus on 
improving service delivery for people in rural and remote areas and 
addressing the culturally appropriate rehabilitation needs of Aboriginal 
people. Actions within the Rehabilitation Strategy include measures to 
improve the continuity of care for consumers to other services after their 
rehabilitation	program	and	to	work	with	other	health	providers	to	identify	
service	gaps	and	make	services	available.

The Strategy has 

a strong focus 

on improving 

service delivery 

for people in rural 

and remote areas
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Building a better system within the Building Healthier Communities 

framework	focuses	on:

• Building quality health and community services

•	 Creating	better	pathways	of	working	together

•	 Valuing	and	supporting	our	workforce	

•	 Creating	a	health	information	network

The Rehabilitation Strategy recognises that sustainable and effective 
services depend on robust systems to improve the quality of service 
delivery	and	make	them	responsive	to	consumers.	It	also	promotes	good	
relationships	and	coordination	with	key	partners	in	service	delivery,	and	
the collection and use of meaningful information. The Strategy explicitly 
recognises	the	need	to	support	the	workforce	to	ensure	consumers	are	
able to achieve optimal outcomes.

The	Rehabilitation	Strategy	also	links	with	and	supports	the	NT	
Government’s Aboriginal Health and Families five-year	framework	for	
action.	The	Strategy	includes	specific	acknowledgement	of	and	action	
related to the needs of Aboriginal Territorians.

The Rehabilitation Strategy will help to achieve the goals of the Building 

Healthier Communities	framework	for	the	NT	and	help	develop	and	
improve	rehabilitation	services	for	all	Territorians	over	the	next	five	years.
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What is rehabilitation?

Rehabilitation is a specialist area of 
health care that targets people with 
loss of function or ability from any 
cause, either congenital or acquired. 

Its aim is to improve function and/
or prevent deterioration of function 
to bring about the highest possible 
level of independence, physically, 
psychologically, socially and 
economically, to maximise quality 
of life, and to minimise the long-term 
health care needs and community 
support needs of these people.

(Rehabilitation into the 21st Century: A Vision for Victoria, Victorian Department 
of Human Services)

It is important 

to consider that 

rehabilitation 

is essentially a 

western concept 

that may not 

be congruent 

with Aboriginal 

Australian beliefs 

about illness 

causation and 

resolution
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In	attempting	to	define	rehabilitation,	it	is	important	to	consider	that	
rehabilitation is essentially a western concept, based on a biomedical 
model	of	health	(Goldin,	1990).	Defining	rehabilitation,	or	at	least	
establishing a common understanding and discourse about rehabilitation, 
is	a	particular	challenge	facing	rehabilitation	providers	in	the	NT	where	
Aboriginal	people	make	up	29	per	cent	of	the	population.	This	‘western’	
definition	of	rehabilitation	may	not	be	congruent	with	Aboriginal	Australian	
beliefs regarding illness causation and resolution (Maher 1998). 

People requiring rehabilitation
People who need rehabilitation fall into two broad groups:

• people who experience an acute catastrophic event, who will need  
an initial period of rehabilitation and may or may not need long-term 
follow-up;

• people with progressive or chronic, recurring conditions who will need 
bursts of rehabilitation over a long period.

Conditions that require rehabilitation include:

•	 neurological	conditions	(eg.	stroke,	acquired	brain	injury,	spinal	cord	
dysfunction,	multiple	sclerosis,	Parkinson’s	disease,	cerebral	palsy,	
spina	bifida,	Machado	Joseph	Disease)

•	 musculo-skeletal	conditions	(eg.	orthopaedic,	amputation,	pain,	arthritis)	

• multiple trauma, and 

• a range of other debilitating illnesses and conditions. 

The inter-disciplinary team
Rehabilitation involves the provision of a goal-directed program comprising 
a	combined	and	coordinated	use	of	medical,	nursing	and	allied	health	skills,	
along with social, educational and vocational services. The program provides 
individual assessment, treatment, regular review, discharge planning and 
follow-up. 

The inter-disciplinary team may involve:

• medical specialists

• nurses

• physiotherapists 

• occupational therapists

• speech pathologists

•	 social	workers

•	 Aboriginal	liaison	officers	or	health	workers

• psychologists and/or neuropsychologists

• dieticians

• orthotist/prosthetists

• podiatrists, and 

• allied health therapy assistants. 
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Economic benefits of rehabilitation 
There is a substantial body of evidence to indicate that rehabilitation 
has	a	significant	effect	on	an	individual’s	functional	outcomes	following	
illness or injury (Béthoux, et al 1996, Dennis and Langhorne 1994, Ernst 
1990,	Evans	1991,	Elmstahl	et	al	1996,	Hodgson	et	al	1996,	Indredavik	
et	al	1997,	Indredavik	1998,	Lehmann	et	al	1975,	Stroke	Unit	Trialists’	
Collaboration	1997).		These	benefits	include:

• improved long-term quality of life as perceived by both the individual 
and the carer

• reduced incidence of death and disability from secondary complications 

• improved functional ability (or reduced disability)

• reduced need for institutional care

• reduced cost to society for continuing health care and disability 
services, and

• reduced carer burden and consequent reduced demand for health and 
support services by the carers. 

In maximising a person’s potential, rehabilitation brings about 
considerable cost savings both in acute health care and in long-term 
social security, community care and supported accommodation, as well  
as	a	wide	range	of	other	indirect	economic	benefits.

Rehabilitation settings
Rehabilitation planning and services must cover the continuum of care 
from prevention, the immediate management of a presenting disability 
and inclusion into the community, as well as cater for individuals with 
established long-term disability. 

Rehabilitation can be provided in a range of settings, including:

• institutional settings, such as

- an acute care hospital where rehabilitation is delivered as an integral 
part of acute management in partnership with the acute care team

- an inpatient rehabilitation unit

- transitional and extended residential care

• outpatient settings, such as 

- tertiary hospitals

- regional hospitals

- extended care facilities

• community settings such as

- school

-	 workplace

- the person’s home

In maximising a 

person’s potential, 

rehabilitation 

brings about 

considerable cost 
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acute health care 
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Different settings are appropriate for different consumers at different 
times. Settings should be clinically, socially, linguistically and culturally 
appropriate for each individual. Transition from one to another should 
occur with minimum disruption to the individual, their family and carers. 
Where possible people should receive rehabilitation services as close to 
their homes and community as possible. 

Elements of care
The elements of care for rehabilitation include:

• individual assessment, goal setting, treatment provision, care planning, 
discharge planning, review and long-term follow-up

• psychosocial support and counselling for consumers, families and 
carers

• information and education, including health promotion and preventative 
education, for consumers, families and carers

• community, social and vocational inclusion, including development of 
options for accommodation, transport, vocation, recreation, leisure, and 
lifestyle, and 

• advocacy.

Consumers are supported in achieving their rehabilitation goals by 
accessing	and	linking	with	a	variety	of	complementary	services	including:

• transport services

• the provision of equipment, aids, prosthetics and appliances

• community education, especially health promotion and preventive 
education

• transitional care services to support the transition between inpatient 
rehabilitation and the return home

• self help groups

• primary care providers eg. general practitioners or Aboriginal medical 
services

• supported accommodation

• aged care services, including Home and Community Care (HACC) 
Services and Aged Care Assessment Teams (ACAT)

• community based allied health services

• hydrotherapy

• disability support services, and 

• relevant specialist acute services such as psychiatry, urology, 
orthopaedics and neurology.
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Vocational programs
Return	to	work	is	an	integral	part	of	community	and	social	reintegration	for	
people	for	whom	employment	is	possible.	In	the	NT,	private	providers	and	
CRS Australia (an agency of the Australian Government) primarily deliver 
vocational	rehabilitation.	Strong	links	are	necessary	between	hospital	
based rehabilitation services and vocational rehabilitation services to 
facilitate	a	person’s	return	to	work.	

Paediatric rehabilitation 
Paediatric	rehabilitation	is	complex	in	its	provision.	It	has	to	take	into	
account the growth and development - both cognitive and physical - of the 
young infant, through into childhood, adolescence, and young adulthood. 
As opposed to adult rehabilitation, which is often directed towards 
restoring function, paediatric rehabilitation focuses on maximising function 
from early childhood in accordance with developmentally appropriate 
milestones.	Distinct	skills	of	staff	(eg.	medical	specialists,	therapists,	
nurses) are required for paediatric rehabilitation, which are quite different 
from those needed for adult rehabilitation. 

In	the	NT	the	DHCS	Aged	and	Disability	program	provides	or	funds	
several services for children with disabilities including for children with 
congenital disabilities or developmental delay. The consultation process 
identified	the	need	to	determine	how	paediatric	rehabilitation	services	may	
be delivered eg. for children following a traumatic episode such as head 
injury or spinal cord injury and for children with disabilities of a progressive 
nature where there is a loss of function, such as the muscular atrophies 
and dystrophies.

The	contextual	framework	by	which	paediatric	rehabilitation	is	provided	 
is generally described as a consultative and family-centred model of 
service delivery, which promotes inclusion and participation within 
the community. It often extends to the involvement of multiple service 
agencies eg. childcare, school, hospital and community health, respite,  
or recreation agencies. Therapy is integrated into the child’s and family 
life, with the objective of promoting each child’s assets and abilities.

Key Messages

Rehabilitation:

•  is concerned 
with improving 
people’s function, 
independence and 
quality of life

•  involves a broad 
team of practitioners 
in a coordinated 
program

• can be provided in 
a range of different 
settings
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Community based rehabilitation (CBR)
“CBR is a strategy within general community development, for the 
rehabilitation, equalisation of opportunities and social inclusion of all 
children and adults with disabilities...CBR is implemented through the 
combined efforts of people with disabilities themselves, their families and 
communities and the appropriate health, education, vocational and social 
services”	(ILO,	UNESCO,	UNICEF,	WHO	2002).

CBR has been proposed as a model for the provision of rehabilitation 
and disability services to Aboriginal people that may facilitate a shared 
understanding of rehabilitation and improve equity of access to 
rehabilitation	services.	There	are	examples	within	Queensland	and	the	NT	
where innovative service delivery approaches with parallels to CBR are in 
operation eg. Battye and McTaggart (2003) and Kuipers and Allen (2004).

There	is	no	one	model	of	CBR,	rather	the	approach	involves	working	with	
communities and local people with disabilities to develop a suitable model 
specific	to	the	needs	of	the	community.	The	application	across	different	
settings and countries has varied with a broad range of activities including 
disability	support	and	skill	development	(World	Confederation	for	Physical	
Therapy 2002, Kendall, Buys and Larner 2000).

Some general principles for implementing CBR include:

• learning from local people

•	 working	with	and	building	on	what	exists

•	 working	from	the	community	level	up,	and	encouraging	community	
activity

• fostering family and community involvement, awareness and action, 
and

• recognising community change as a fundamental goal (Kuipers and 
Allen 2004).

The translation of such principles to rural, remote and indigenous settings 
in Australia will not be simple or straightforward (Kuipers and Allen 2004).
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Profile of NT hospital based 
rehabilitation services
There are two hospital based inter-disciplinary rehabilitation services for 
people	with	disabilities	in	the	NT	who	are	over	the	age	of	12.	

Northern Rehabilitation Network 
The	Northern	Rehabilitation	Network	is	located	on	the	Royal	Darwin	
Hospital campus. The service commenced operation at RDH in 1995 after 
being a community based service in Parap. The service was initially a 
joint	initiative	of	the	Commonwealth	and	NT	Governments	and	from	1990	
was	operated	solely	by	the	NT	Government.	Recruitment	of	the	NT’s	first	
rehabilitation specialist occurred in 1995. 

The	Northern	Rehabilitation	Network	has	eight	rehabilitation	inpatient	
beds. These beds were relocated from a busy general medical ward to a 
dedicated rehabilitation ward area where they had previously been located, 
in October 2004. The unit receives referrals from across the Top End with 
approximately 40 per cent of inpatients identifying as Aboriginal. 

The	inter-disciplinary	team	at	the	Northern	Rehabilitation	Network	is	
comprised of nursing staff, physiotherapists, occupational therapists, 
a	speech	pathologist,	a	social	worker,	an	Aboriginal	liaison	officer	and	
therapy assistants. There are two rehabilitation consultants and a 
rehabilitation registrar in an accredited training position. Prosthetics and 
Orthotics services and Dietetics services are accessed from Royal Darwin 
Hospital when necessary.

The rehabilitation therapy area for both inpatients and outpatients is located 
approximately	500	metres	from	the	inpatient	ward.	For	maximum	efficiency,	
consumer	privacy	and	outcomes,	closer	linkages	between	inpatient	beds	
and rehabilitation therapy areas (ie. co-location of these areas) as well as 
expanded therapy space is preferred.  

The environment  

of the NT may result 

in some unique 

causes of  

functional 

impairment 

requiring admission 

to rehabilitation
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The distance between the two buildings impacts on service delivery, team 
communication and time management with the biggest impact being the 
need to transport inpatients to and from the therapy areas by bus. DHCS is 
aware	of	these	challenges	which	provide	us	with	something	to	work	towards.

The service provides an extensive outpatient service with an average of  
40 outpatients at any one time. These patients are mainly from the Darwin 
region but also come from other regional centres and communities in the 
Top	End.	People	from	remote	areas	are	offered	intensive	flexible	outpatient	
programs.

The service operates under a case management goal-directed model for 
both inpatient and outpatient consumers. 

Central Australian Rehabilitation Service 
The Central Australian Rehabilitation Service is located at Alice Springs 
Hospital and provides inter-disciplinary services to inpatients and 
outpatients. Appropriate inpatients on the medical and surgical wards are 
provided with a rehabilitation program. Consumers come from across 
Central Australia. 

Since 2000 a rehabilitation specialist from Darwin has visited 
approximately	every	4-6	weeks.	The	rehabilitation	team	comprises	
physiotherapy,	social	work,	occupational	therapy,	speech	pathology	and	
Aboriginal	Health	Workers.	Some	team	members	provide	services	to	both	
acute and rehabilitation clients. The therapy and outpatient area is located 
adjacent	to	the	Alice	Springs	Hospital	and	was	officially	opened	in	1998.	
A Prosthetics and Orthotics service is accessed from Darwin every two 
months.

Approximately 80 per cent of people receiving rehabilitation services at 
Alice	Springs	Hospital	are	Aboriginal.	The	lack	of	a	resident	rehabilitation	
specialist	and	insufficient	allied	health	resources,	due	in	part	to	recruitment	
and retention issues, impacts on service availability.

Regional Hospitals, Outreach and Aged  
and Disability Services
The	two	rehabilitation	specialists	resident	within	the	NT	are	located	in	Darwin	
and provide outreach services to the Central Australia Rehabilitation Service 
at Alice Springs Hospital and regional centres. Rehabilitation clinics usually 
occur monthly in Alice Springs, every two months in Katherine, quarterly in 
Nhulunbuy	and	twice	a	year	in	Tennant	Creek.	

Specialist clinics are provided in Darwin and Alice Springs by interstate 
specialists in pain management, spinal cord injury, paediatric rehabilitation 
(Alice Springs only) and neuropsychology. The Royal Darwin Hospital 
Prosthetics and Orthotics service provides outreach clinics to all regions  
of	the	NT.
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Like	other	regional	centres	there	are	limited	allied	health	services	in	NT	
regional hospitals. Regional based allied health teams from the DHCS 
Aged and Disability program provide a range of services from aged care 
assessments to therapy, including the majority of services in the regional 
hospitals. A hospital based physiotherapist in Katherine Hospital is the 
only dedicated acute care allied health service in regional hospitals. 

The Aged and Disability Program funds and/or provides the following 
services: assessment and therapy, case management, supported 
accommodation and care, community access, training for carers and 
support staff, equipment and subsidies, monitoring and evaluation  
and guardianship.

Aged	and	Disability	program	allied	health	teams	working	in	the	 
community do not provide a formal intensive rehabilitation service but  
do provide long-term follow-up, monitoring and support in the community. 
These staff provide a regular visiting service in the community using a 
trans-disciplinary model. In some regions the Australian Government 
funds	allied	health	services	provided	to	remote	communities.	Both	NT	
and	Australian	Government	funded	teams	play	a	key	role	in	the	ongoing	
care of consumers after discharge from rehabilitation services, and in 
maintaining frail aged and people with disabilities within their community. 

The availability of allied health services limits discharge options of 
complex rehabilitation cases to regional areas and restricts the ability  
of consumers to receive services as close to home as possible. This is a 
key	focus	of	this	five-year	strategy.

Clinical presentations 
Clinical presentations to rehabilitation units vary from year to year.  
The majority of individuals requiring rehabilitation services have a 
diagnosis	of	stroke,	orthopaedic	injury,	brain	injury,	amputation	or	 
spinal	cord	injury.	The	environment	of	the	NT	may	result	in	some	unique	
causes of functional impairment requiring admission to rehabilitation. 
These range from tropical diseases, such as melioidosis, the neurological 
effects	of	chronic	petrol	sniffing	or	genetic	diseases	such	as	Machado	
Joseph	Disease.

The only dedicated rehabilitation inpatient service for adults is situated  
at the Royal Darwin Hospital, and as a result, manages a wide variety  
of different presentations (Table 1). Approximately 100 people are 
managed in the inpatient ward each year and of these approximately  
40 per cent identify as Aboriginal. The majority of Aboriginal people 
admitted	are	from	remote	parts	of	the	NT	where	English	is	not	the	first	
language	and	services	are	very	limited	(Spencer	and	Schlemmer	1997;	
p.20).	People	discharged	to	rural	and	remote	localities	make	up	42 
per cent of inpatients, and 2.5 per cent of inpatients are discharged to 
interstate localities. 

Key Messages

• There are hospital 
based rehabilitation 
services in Darwin 
and Alice Springs 
for those aged  
12 years and over

• Rehabilitation 
specialists visit Alice 
Springs, Katherine, 
Nhulunbuy and 
Tennant Creek

• Rehabilitation 
services manage a 
diversity of clinical 
presentations 
including stroke, 
orthopaedic injury, 
acquired brain 
injury, amputations 
and spinal cord 
injury
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TABLE 1. Royal Darwin Hospital Rehabilitation Inpatient* Presentations in 2002/03 & 2003/0� by Diagnosis (percentage)

Diagnosis 2002/03 2003/04 Average inpatient presentations 
per year by diagnosis

Stroke	 23.0% 35.0% 29.0%

Orthopaedic Injury 15.0% 7.0% 11.0%

Traumatic Brain Injury 8.0% 13.0% 10.5%

Amputation 9.0% 12.0% 10.5%

Spinal Cord Injury 10.0% 9.0% 9.5%

General Debility 8.0% 9.0% 8.5%

Acquired Brain Injury 13.0% 1.0% 7.0%

Multi Trauma 5.0% 2.0% 3.5%

Neurological	 8.0% 5.0% 6.5%

Other 1.0% 7.0% 4.0%

TOTAL 100% 100% 100%

*Inpatients of the rehabilitation ward are aged 12 years or older.
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Challenges  
for the Territory
Over	the	last	ten	years	there	have	been	significant	advances	in	
rehabilitation	services	in	the	NT.	However,	many	challenges	remain.	

The issues of a relatively small and rapidly ageing population, 
geographically	dispersed	over	a	large	area;	a	high	Aboriginal	population	
with	very	poor	health	status;	difficulties	accessing	health	care	services	in	
rural	and	remote	areas;	and	workforce	issues,	significantly	impact	on	the	
delivery	of	rehabilitation	services	in	the	NT.

These	realities	and	issues	all	need	to	be	taken	into	consideration	when	
planning for future service requirements.

Demographics
The	NT	has	a	small	population	(approximately	200,000)	dispersed	over	
one sixth of the Australian land mass (more than 1.3 million square 
kilometres).	The	population	includes	a	diversity	of	cultures	and	languages,	
with Aboriginal people currently representing 29 per cent of the Territory’s 
population (compared with 2.4 per cent nationally). 

Overall	26	per	cent	of	the	NT’s	population	live	in	rural	and	remote	areas	 
as opposed to 14 per cent nationally. In 2002, 71 per cent of Aboriginal 
people	lived	in	the	remote	or	rural	areas	of	the	NT	while	83	per	cent	of	 
non-Aboriginal people lived in the urban areas of Alice Springs and Darwin. 

The	NT	has	a	younger	age	structure	than	the	rest	of	Australia,	however,	
the average rate of increase in the aged population is higher. In the 12 
months	to	June	2002	the	number	of	persons	aged	65	and	over	increased	
by 4.9 per cent compared to 2.2 per cent nationally. The percentage of 
people aged 65 years and over is projected to triple in size to 12 per cent 
of the population in 2051 compared with 4 per cent in 2002 (Trewin 2004).

Over the last ten 

years there have 

been significant 

advances in 

rehabilitation 

services in the NT. 

However, many 

challenges remain
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The Territory has a high transient/visitor population and a large proportion 
of	the	non-Aboriginal	population	has	moved	to	the	NT	from	other	states	
for employment reasons. 

This	demographic	profile	presents	unique	challenges	for	rehabilitation	
services	in	the	NT.

Health status of Territorians 
The	NT	non-Aboriginal	population	has	a	similar	health	status	to	that	
of	other	Australians	and	one	significantly	better	than	that	of	Aboriginal	
Territorians.	Leading	causes	of	the	total	NT	burden	of	disease	are	
cardiovascular disease, mental disorders, cancers, unintentional injury, 
and chronic respiratory disease (Zhao et al 2004).  

However,	overall	the	NT	Aboriginal	population	has	a	rate	of	burden	of	
disease 2.5 times higher than the non-Aboriginal population (Zhao et al 
2004). Aboriginal Territorians are poorer, have lower education levels, 
higher levels of unemployment and literacy, often experience inadequate 
housing	and	significant	overcrowding,	and	have	high	levels	of	substance	
misuse	including	significant	consumption	of	alcohol	and	tobacco.	These	
issues impact on the health status of Aboriginal Territorians including 
shorter life expectancy, higher mortality rate, higher injury rates, and high 
prevalence of chronic disease. 

The available data suggests Aboriginal people have a much greater 
burden of ill health (especially cancer, diabetes, heart, respiratory and 
renal disease) and experience disability at an earlier age than the rest of 
the	Australian	population.	This	is	exacerbated	by	difficulties	accessing	
health services, especially in remote areas.

In this context the importance of a health promotion approach is vitally 
important for all health providers. Health promotion represents a 
comprehensive social and political process, not only embracing actions 
directed	at	strengthening	the	skills	and	capabilities	of	individuals,	
but action also directed towards changing social, environmental, and 
economic conditions so as to alleviate their impact on public and 
individual health (WHO 1984, WHO 1998).

It requires all service providers to incorporate prevention and early 
intervention strategies across the continuum of care. At each level of 
service intervention the client is viewed in a holistic manner that enables 
all service providers to consider other aspects of care.  This includes 
assisting clients to consider options for healthier lifestyles such as 
increasing physical activity, balanced nutrition, and addressing other 
issues	of	concern	such	as	smoking,	basic	infrastructure	in	communities	
and other determinants.  
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Disability in the Northern Territory 
There	is	a	lack	of	solid	data	regarding	the	extent	of	disability	in	the	NT.	
The 2003 national Survey of Disability, Ageing and Carers (SDAC) found 
that 20 per cent of Australians had a disability and 5.9 per cent had a 
profound or severe level of care activity limitation (ie. they needed help 
with	one	or	more	of	self	care,	mobility,	or	communication	activities).	NT	
specific	data	is	not	available	from	the	SDAC.	

Comprehensive national information about disability among Aboriginal 
people	is	difficult	to	obtain	for	a	number	of	reasons,	including	issues	around	
the	identification	of	Aboriginal	people,	differing	definitions	of	disability	
and attitudes to disability and the data collection methodologies used in 
various studies. However, high rates of chronic disease (such as cancer, 
diabetes, renal, heart and respiratory disease) and traumatic injury indicate 
a	likelihood	of	a	high	rate	of	disability	in	the	Aboriginal	population.	

The available data suggests Aboriginal Australians have a greater burden 
of ill health and experience disability at an earlier age than the rest of the 
Australian population. The Australian Aboriginal population have rates 
of disability between 1.4 to 2.9 times higher than the non-Aboriginal 
population (Linacre 2002, Thomson and Snow 1984). When measured 
using disability adjusted life years (DALY) Aboriginal people experience 
disability at levels experienced by non-Aboriginal people who are 20 to 30 
years older (Zhao et al 2004).

Service availability and access
There is limited rehabilitation capacity and follow-up available outside the 
hospital based inter-disciplinary rehabilitation services in Darwin and Alice 
Springs. In addition, there is limited access to specialist paediatric services 
for clients requiring rehabilitation. This delays discharge from the major 
hospitals to regional hospitals and communities as part of the continuum of 
care. It also impacts on demand for rehabilitation hospital beds and results 
in consumers staying away from home for longer periods.

Further, there are concerns about access to community support services 
when consumers are returning to remote isolated communities. There are 
limited disability support services, and health clinic staff have a primary 
health role rather than a rehabilitative or disability support role. As a 
result	consumers	from	rural	and	remote	areas	face	significant	issues	
in receiving care as close to home as possible and receiving timely 
intervention by community based services after hospital discharge.

It	is	well	known	that,	relative	to	their	needs,	Aboriginal	people	under-
utilise specialist health care services including primary health care and 
hospitalisation (Fisher and Weeramanthri 2002). Further, Aboriginal 
patients access diagnostic and therapeutic procedures in hospital at a 
reduced rate compared to non-Aboriginal patients (Cunningham 2002). 
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Numerous	studies	have	documented	the	concerns	Aboriginal	people	
have in accessing mainstream health services and the decreased access 
to	services	that	are	not	culturally	appropriate	(Tidemann	et	al	1996;	
Memmott	1997;	Clarke	et	al	1999;	Amery	1999;	Paul	1998;	Cass	et	al	
2002).	“Some	of	the	factors	that	may	affect	the	likelihood	of	an	Indigenous	
person attending or using a service when needed include distance from 
service, the degree of Indigenous involvement in the facility, whether 
Indigenous staff are available, the level of awareness of issues which 
impact on Indigenous health by non Indigenous health professionals and, 
in places without permanent services, the frequency with which health 
professionals visit” (McLennan and Madden 1997 p51). Past experiences 
with	health	services	also	plays	a	key	role	in	the	willingness	of	Aboriginal	
people to access services. 

As outlined, Aboriginal people face cultural, language and geographical 
barriers to accessing mainstream health and rehabilitation services.  
The high proportion of Aboriginal people accessing rehabilitation services, 
therefore, present challenges for the rehabilitation team in relation to the 
provision of a culturally and linguistic appropriate service. This impacts on 
ultimate consumer outcomes.

Inter-sectoral issues such as housing, accommodation availability and 
travel mechanisms impact on the timeliness of rehabilitation consumers 
being able to return home after their hospital stay as well as affecting 
their ability to access rehabilitation outpatient services. These can present 
large challenges for people living in remote communities who may be 
attempting to access an intense burst of outpatient therapy.

Telerehabilitation has the potential to improve availability of and 
accessibility to rehabilitation services by consumers. 

Demand for rehabilitation services 
There is a continually high demand on inpatient and outpatient 
rehabilitation	services	that	results	in	significant	waiting	lists	and	delays	 
in access to rehabilitation for consumers in need. It also affects 
consumers’ ability to continue living independently in the community.

As	people	get	older	the	likelihood	of	having	a	disability	increases	 
eg. 56 per cent of people aged 65 and over had a disability in the 2003 
Survey of Disability, Ageing and Carers (Australian Bureau of Statistics 
2004). The next 30 years are projected to see a 70 per cent increase 
in the number of older people with a profound disability (Giles et al 
2003)	and	many	of	the	associated	conditions	(eg.	stroke)	benefit	from	
intervention by rehabilitation services. This is expected to increase 
demand for access to inter-disciplinary rehabilitation services.
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Ageing of the population and age-related morbidity is already a powerful 
driver	of	health	expenditure	in	the	NT.	The	morbidity	of	the	aged	
population (78 per cent) is well above that of the general population (22 
per cent) when considered in terms of public hospital service utilisation 
(Chinna	and	Jean	2003).	The	increased	health	expenditure	by	the	NT	
Government solely attributable to the ageing of the population is projected 
to increase by 26 per cent by 2044/45 (Productivity Commission 2004).

The	high	level	of	the	burden	of	disease	outlined	above	for	the	NT	
Aboriginal	population	is	also	likely	to	result	in	significant	demand	for	
rehabilitation services. Many chronic diseases, such as diabetes and 
cardiovascular	disease,	may	result	in	conditions,	such	as	stroke	and	
amputation, that require intensive rehabilitation input. 

Improvement	in	survival	rates	following	trauma,	surgery,	cancer,	stroke	
and other conditions are all expected to increase demand for rehabilitation 
services	(Disler	et	al	2002;	DeLisa	2001;	Eker	et	al	2000;	Gerber	2001;	
Feigin	et	al	2003).	In	2002-03	rehabilitation	was	fifth	in	the	reasons	for	
medical admissions to public hospitals nationally (Department of Health 
and Ageing 2004).

Machado	Joseph	Disease	(MJD)	(a	genetic	progressive	
neurodegenerative disease that results in reduced independent mobility 
and self care capacity, impaired speech and swallowing and compromised 
bladder and bowel function) is present in at least four communities in East 
Arnhem	(Morgan	2004).	In	the	identified	communities	currently	there	are	
26	people	with	MJD	and	current	projections	show	that	this	may	climb	to	
125 people over the next 20 years (Morgan 2004). In a small jurisdiction 
like	the	NT	this	will	have	a	significant	impact	on	demand	for	rehabilitation	
services by people from East Arnhem. Responses to this situation may 
need to be considered in an inter-sectoral manner.

Cultural diversity and security
There	is	enormous	cultural	diversity	in	the	population.	Likewise	in	all	
societies and cultures there are sub-cultures and differences between 
rural and urban populations, among different classes, genders and 
generations.	While	people	are	clearly	influenced	by	their	socio-cultural	
context and upbringing they are not cultural cardboard cutouts. Changing 
circumstances	and	ability	to	respond	to	new	situations	are	also	influences.	
Ultimately each individual is their own cultural expert and should be 
consulted about the cultural appropriateness of any services they receive.

In 2002-03 
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Department of Health and Ageing 2004
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Awareness	of	cultural	diversity	is	vital	when	working	in	a	health	care	
setting. Staff need to be aware of their cultural assumptions, the culture 
of hospitals and health care as well as their impact on people for whom a 
hospital is an unfamiliar environment or who do not share the culture of 
health practitioners. The needs of people from culturally and linguistically 
diverse	backgrounds	who	do	not	speak	English	at	home	must	be	
considered in the health care environment.

Situations	that	may	have	significance	and	differ	for	people	from	different	
cultures include:

• concepts of healing and care

• disability and rehabilitation

•	 appropriate	behaviour	for	a	sick	person

• preferred practitioner gender

• blood transfusions

• attitudes to nudity, and

• preparation for death and death rituals. 

The concepts of cultural safety, respect or security have received most 
attention for indigenous populations eg. Williams (1999). Cultural safety 
is an environment that is spiritually, socially and emotionally as well as 
physically	safe	for	people;	where	there	is	no	assault	on	challenge	to	or	
denial of their identity, of who they are and what they need (Williams 2004). 

The Australian Health Ministers’ Advisory Council Standing Committee on 
Aboriginal	and	Torres	Strait	Islander	Health	Working	Party	(2004)	defines	
cultural respect as the recognition, protection and continued advancement 
of the inherent rights, cultures and traditions of Aboriginal and Torres Strait 
Islander peoples. 

Both concepts encompass shared respect for culture. These concepts 
have	special	significance	for	rehabilitation	services	as	29 per cent of the 
NT	population	identify	as	Aboriginal.	

Cultural security is about ensuring services protect and respect cultural 
rights and values. Aboriginal people should not receive less favourable 
health and community services outcomes because of differing values  
and beliefs.  
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Family engagement
Family and carers of individuals undergoing rehabilitation are often 
under considerable strain (Bugge et al 1999). Family members may be 
experiencing a variety of emotions including loss, helplessness, anxiety, 
grief,	anger	and	denial.	Uncertainty	of	outcome	and	lack	of	information	
increases anxiety levels  (Sandin et al 1994).  Familial and community 
roles and responsibilities, as well as family cohesion, may be altered by 
the events that precipitated a rehabilitation program or by the levels of 
physical, emotional and cognitive recovery achievable.

Families	have	changed	significantly	over	the	last	two	to	three	decades	so	
that they are more varied in structure and more ethnically and culturally 
diverse. The involvement of families is a fundamental element of care, 
for example in goal setting. Rehabilitation activities should be compatible 
with this diversity of family and cultural interests and circumstances. The 
importance of including families in the rehabilitation process for Aboriginal 
people has been emphasised by Kendall and Marshall (2004).

Often family support may not be available for people in a rehabilitation 
program	due	to	the	transient	nature	of	the	NT	population.	Also	the	families	
of	people	from	rural	and	remote	areas	may	experience	difficulties,	with	
transport or accommodation for example, when trying to support family 
members receiving rehabilitation services in Darwin or Alice Springs.

Families’	concerns	need	to	be	acknowledged	and	their	family	and	cultural	
needs understood and respected. It is important to provide consumers 
and	families	with	access	to	sufficient	information	ie.	causes,	community	
resources	available,	expected	functional	outcome	and	future	risks,	and	to	
promote	informed	decision	making	(and	choices).	Discussion	with	family	
and	carers	is	important	in	guiding	service	delivery,	acknowledging	that	
people may require assistance to articulate their needs.

Consumer and family satisfaction are felt to be particularly important 
to the success of rehabilitation, especially in achieving active client 
involvement	in	learning	new	skills	and	how	to	adhere	to	beneficial	
treatment regimes (Keith 1998). The promotion of positive, meaningful 
and productive relationships between consumers, families and service 
providers is vital, therefore, in achieving optimal rehabilitation outcomes.

Key Messages

Rehabilitation services 
in the NT face a 
range of challenges, 
including:

• a small dispersed 
population with  
a diversity of  
cultures and 
languages

• the poor health  
and disability 
status of Aboriginal 
Territorians

• service availability 
and access issues, 
especially in rural 
and remote areas

• increasing demand 
for rehabilitation 
services

• workforce issues,  
especially 
recruitment and 
retention of staff



2�

Workforce
Workforce	issues	of	recruitment	and	retention	of	staff	are	a	major	issue	 
for	rehabilitation	services	and	impact	significantly	on	service	delivery.

In	a	competitive	national	and	international	market,	the	ability	to	attract	and	
retain	Rehabilitation	Specialist	Nurses,	Rehabilitation	Registrars	to	the	
designated training position and allied health professionals is blended with 
the	broader	NT-wide	recruitment	difficulties	and	staff	transience,	which	
characterises	the	NT	health	and	community	services	workforce.	

These issues combine to hinder the ability to sustain high-quality 
programs	and	maintain	a	valuable	knowledge	base	of	rehabilitation	
practice.	Professional	support	can	sometimes	be	difficult	to	access	due	to	
staff turnover. The challenges in retaining staff can result in a continuous 
and expensive cycle of recruitment and training. This affects the ability to 
deliver high-quality outcomes for consumers.

The Australasian Faculty of Rehabilitation Medicine uses the availability 
of	a	Rehabilitation	Medical	Specialist	as	a	defining	factor	in	categorising	
rehabilitation services. While there are two Rehabilitation Specialists in 
Darwin,	difficulty	in	recruiting	a	Rehabilitation	Specialist	to	Alice	Springs	
has hampered the development of rehabilitation service provision in 
Central Australia. 

The shortage of experienced paid carers within the community services 
sector may also impact on the quality of life of consumers when they 
return home after their rehabilitation program. 
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Where we are now
While the picture for rehabilitation services in the Territory is challenging, 
considerable	work	has	already	been	undertaken	to	improve	the	situation.

In the last 12 months a number of initiatives have occurred in 
rehabilitation	services	in	the	NT.	These	include:

• implementation of a coordination and advisory structure through the 
formation of the Rehabilitation Clinical Reference Group

• relocation of Royal Darwin Hospital rehabilitation beds from a general 
medical	ward	back	to	a	dedicated	rehabilitation	ward	area.	This	
includes capital funds to modify the rehabilitation ward and to provide 
specialised equipment

•	 development	of	rehabilitation	discharge	packages	to	support	
rehabilitation consumers on return home

• additional funding for education, training and support to rehabilitation 
staff

• provision of funding to build an outdoor rehabilitation therapy area at 
Alice Springs Hospital

•	 provision	of	funding	to	modify	ground	floor	units	of	the	Royal	Darwin	
Hospital Self Care Unit to ensure they are accessible, and

• increased funding for the provision of short-term loan reusable 
rehabilitation	equipment	for	all	NT	public	hospitals.

The initiatives  

from these  

priority action 

areas provide 

clear strategic 

direction ... for  

the next five years
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Priority action areas
The	following	pages	outline	the	strategies	in	each	of	six	key	priority	 
action	areas	identified	under	the	NT	Rehabilitation	Strategy	2006-2010.	
The initiatives from these priority action areas provide clear strategic 
direction for hospital based inter-disciplinary rehabilitation services for the 
next	five	years.

1. Effective Territory-wide coordination of rehabilitation services

2. High-quality rehabilitation services responsive to consumer needs

3. Continuity of care for consumers by developing a seamless interface 
with acute care and community services

4. Optimal service delivery for consumers in rural and remote areas

5.	Value	and	support	a	skilled	workforce	to	continually	develop	expertise	
in rehabilitation

6. Using information to stay effective

Under	each	priority	action	area,	strategies	are	identified,	along	with	some	
examples of what has been done, what we are doing and where we are 
going to improve the delivery of rehabilitation services to Territorians.

1. Effective Territory-
wide coordination of 
rehabilitation services

2. High-quality 
rehabilitation services  
responsive to 
consumer needs

3. Continuity of care 
for consumers 
by developing a 
seamless interface 
with acute care and 
community services

�. Optimal service 
delivery for 
consumers in rural 
and remote areas

�. Value and support  
a skilled workforce  
to continually 
develop expertise  
in rehabilitation

6. Using information to 
stay effective
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Territory-wide coordination 
of rehabilitation services
Strategies 
•	 Undertake	the	structural,	resource	and	operational	changes	required	to	
form	a	Northern	Territory	rehabilitation	network

• Collaborate and develop partnerships with other service providers and 
rehabilitation consumers to identify service gaps, prioritise needs and to 
make	services	available

• Ensure adequate physical infrastructure for the delivery of rehabilitation 
services

What we have done
• Further development of regular outreach visits to regional centres

• Formed the Rehabilitation Clinical Reference Group to provide specialist 
input, advice and guidance on the development of rehabilitation services

• Relocated inpatient beds at Royal Darwin Hospital for rehabilitation 
consumers from a busy general medical ward to a dedicated rehabilitation 
ward with a separate dining area and treatment room

• Provided capital funding to modify the Royal Darwin Hospital 
rehabilitation ward to improve ease of use of facilities and improve 
effectiveness of care for consumers

• Provided funding to purchase specialised equipment for the Royal 
Darwin Hospital rehabilitation ward

• Increased funding for the provision of short-term loan reusable 
rehabilitation	equipment	from	all	NT	public	hospitals

What we are doing
• Developing mechanisms of mutual support between rehabilitation 

services

•	 Using	the	internet	to	share	information	with	staff	and	stakeholders

How do we 

create a more 

coordinated 

approach to 

rehabilitation?
Consultation Workshop participant 2004

1
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• Implementing a coordination structure through the Rehabilitation Clinical 
Reference Group to promote reporting and monitoring of clinical service 
delivery

• Developing standard clinical and administrative protocols across hospital 
based rehabilitation services eg. eligibility criteria

• Enhancing the provision of chronic pain services in partnership with 
primary care practitioners

•	 Exploring	with	relevant	stakeholders	and	clinical	experts	ways	to	improve	
stroke	management	in	the	NT

•	 Working	with	the	Aged	and	Disability	program,	DHCS,	to	maximise	 
effectiveness	of	reusable	rehabilitation	equipment	provided	to	NT	public	
hospitals under the Australian Health Care Agreement Pathways Home 
program

• Determining the demand and requirements for a small dedicated 
rehabilitation unit at Alice Springs Hospital to address demand in  
Central Australia

• Building an outdoor rehabilitation therapy area at Alice Springs Hospital

• Considering possible improvements to the rehabilitation infrastructure at Royal 
Darwin Hospital within the overall context of the redevelopment requirements 
of the campus

•	 Modifying	ground	floor	units	of	the	Royal Darwin Hospital Self Care Unit 
to ensure they are fully accessible for consumers to assist transition  
from hospital

•	 Undertaking	structural	modification	of	the	dedicated	rehabilitation	ward	 
in Royal Darwin Hospital to improve ease of use of facilities and improve 
effectiveness of care for consumers

•	 Purchasing	videoconference	equipment	to	improve	linkages	between	
rehabilitation services and services to consumers

• Maximising access to rehabilitation clinical treatment areas in Alice 
Springs Hospital

Where we are going
•	 Building	awareness	and	recognition	of	the	benefits	of	rehabilitation	as	an	

integral part of the health system, especially with an ageing population

• Establish planning cycles that will identify areas that require operational 
change or resource support and incorporate these actions into the 
implementation plan

• Investigate the effects the ageing population will have including the 
demand for increased inpatient rehabilitation services and access to slow 
stream rehabilitation services

•	 Propose	to	form	a	working	group	with	relevant	stakeholders	to	identify	
issues relating to the provision of rehabilitation for paediatric consumers

• Develop proposals to increase access to relevant services for paediatric 
consumers

• Investigate the need for the development of independent living units at 
RDH and ASH to assist with community integration

The Northern 

Territory faces 

unique health 

and community 

services 

challenges
Building Healthier Communities (p31)
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Services need to 

be flexible enough 

to respond to 

consumers’ 

concerns and it 

is vital to include 

families in the 

rehabilitation 

process
Consultation Workshop participant 2004

High-quality rehabilitation 
services responsive to 
consumer needs
Strategies
• Ensure clinical practice is evidence based

• Develop a culture of excellence

• Establish mechanisms for consumer input into rehabilitation services

What we have done
• Established consumer representation on the Rehabilitation Clinical 

Reference Group

•	 Undertaken	extensive	community	consultation	in	the	development	of	
the Rehabilitation Strategy

What we are doing
• Implementing evidence into clinical practice as it becomes available

• Supporting contact with clinical experts to maximise access to the latest 
evidence based management information

• Increasing nursing input into inpatient rehabilitation programs

• Supporting the Rehabilitation Clinical Reference Group to provide input, 
advice and direction

• Developing and supporting mechanisms for consumer involvement and 
input into the development of rehabilitation-related policy

•	 Undertaking	satisfaction	surveys	of	consumers	of	rehabilitation	services

2
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We will also 

increase the 

involvement of 

consumers and 

carers across 

the health and 

community 

services system
Hon Dr Peter Toyne MLA, Minister for 
Health, Legislative Assembly 17/02/04

Where we are going
• Promote, support and initiate research in rehabilitation to achieve best 
practice	and	to	develop	rehabilitation	services	in	the	NT

• Foster a culture of continuous quality improvement that enhances  
best practice and improves the quality of care and service provided  
to consumers

•	 Develop	links	to	a	centre	of	rehabilitation	excellence	to	provide	
sustainable specialist clinical support, build capacity and sharing  
of	knowledge

• Trial and evaluate innovative and creative service delivery strategies

•	 Propose	to	form	a	working	group	to	create	standardised	assessment	
procedures	for	major	diagnoses	across	the	NT	ie.	stroke,	amputation	
and head injury

•	 Develop	a	range	of	feedback	mechanisms	from	consumers	to	improve	
service performance and coordination
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Continuity of care 

is pivotal and  

the pathways  

to and from 

services need to 

be improved
Consultation Workshop participant 2004

Continuity of care for 
consumers by developing 
a seamless interface with 
acute and community 
services
Strategies
• Provide greater support for consumers through improved interagency 

partnerships and coordination

• Establish a system of regular communication, information exchange 
and	collaboration	with	a	broad	set	of	stakeholders

What we have done
• Completed a survey of general practitioners on the adequacy of 

discharge information from the Royal Darwin Hospital rehabilitation  
unit in 2004

• Provided funding for the development of time limited community support 
packages	post	discharge	from	hospital	based	rehabilitation	services

What we are doing
• Developing a model of service to assist with care coordination and 

providing time limited support to consumers after discharge from 
hospital based rehabilitation units

•	 Promoting	networking	and	coordination	between	practitioners	to	
improve continuity of care

•	 Developing	communication	and	information	sharing	networks	for	
rehabilitation	services	such	as	forums,	newsletters	and	workshops

• Providing input into the development of the Multi-Purpose Service in 
Gove to improve continuity of care

3



3�

Where we are going
•	 Explore	with	acute	care	and	community	based	providers	the	benefits	

of common clinical protocols and processes across settings to improve 
continuity of care 

• Investigate and identify inter-sectoral issues, (eg. accommodation), 
affecting consumer rehabilitation outcomes

•	 Develop	sustainable	networks	within	DHCS	and	with	other	sectors,	 
(eg.	housing)	to	determine	measures	to	address	identified	 
inter-sectoral issues

•	 Explore	mechanisms	to	gather	feedback	of	consumer	outcomes	post	
discharge from rehabilitation services to improve service delivery

• Participate in measures to improve information transfer between 
information management systems to improve continuity of care

• Explore with regional hospitals and community based providers ways 
to improve continuity of care post discharge from rehabilitation units, 
including interstate rehabilitation units

• Collaborate with expanded transition care services to aid seamless 
discharge to home

• Provide, as required, access to the inter-disciplinary rehabilitation team 
by videoconferencing to assist with achieving community integration  
for consumers

•	 Conduct	regular	stakeholder	forums	about	rehabilitation	services	at	
regional hospitals

We are committed 

to collaborative 

relationships
Building Heather Communities (p28)
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Rehabilitation 

needs to be 

provided from a 

community point 

of view. People 

want to receive 

services in their 

community 
Consultation Workshop participant 2004

Optimal service delivery 
for people in rural and 
remote areas
Strategies
• Provide access to culturally appropriate rehabilitation services across 
the	NT

• Improve the quality of service delivery provided for people from rural 
and remote regions, especially Aboriginal consumers

•	 Contribute	as	a	key	player	in	the	development	of	community	based	
rehabilitation	and	disability	support	services	in	the	NT

What we have done
• Provided opportunities for people from rural and remote areas to 

receive intensive bursts of rehabilitation services as an outpatient 

• Developed pictorial tools (Rehab Stories) to aid discharge 
communication

• Provided funding for an outdoor therapy area at the rehabilitation 
service at Alice Springs Hospital

What we are doing
• Endorsing culturally appropriate care for rehabilitation consumers, their 
families	and	carers	from	multicultural	backgrounds

• Ensuring access to interpreters is available in rehabilitation services for 
non-English	speaking	consumers,	their	families	and	carers	to	promote	
clear, open communication

• Ensuring staff have ongoing access to training programs in cross 
cultural	communication	skills,	particularly	how	to	use	interpreters

4
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This Government 

will ensure that 

our health and 

community 

services provide 

appropriate 

care as close to 

Territorians’ homes 

as practically 

possible
Building Healthier Communities (p15)

• Promoting open, honest and culturally appropriate communication 
regarding disability and rehabilitation with Aboriginal people to assist  
two-way learning

•	 Ensuring	active	involvement	of	Aboriginal	Liaison	Officers	and	Aboriginal	
Health	Workers	in	rehabilitation	settings

• Endorsing the use of traditional healers where appropriate in the care of 
rehabilitation consumers

Where we are going
• Develop culturally appropriate resources to improve education about 

rehabilitation related conditions for Aboriginal consumers and to aid in 
achieving rehabilitation goals

•	 Improve	the	knowledge	and	understanding	of	Aboriginal	cultural	practices	
relating to disability and rehabilitation and incorporate into service 
delivery where appropriate

• Collaborate with regional initiatives to improve service delivery and 
outcomes for consumers

•	 Improve	links	with	existing	allied	health	therapy	services	in	remote	
localities

• Develop telerehabilitation capability and expertise to enhance service 
delivery for consumers in rural and remote areas

• Increase access to rehabilitation medical specialist services in remote 
areas

• Explore allied health resource requirements in regional hospitals to 
improve access to appropriate services post discharge from hospital 
based rehabilitation services

• Promote dialogue to develop a common understanding of community 
based rehabilitation

•	 Collaborate	with	stakeholders	on	how	community	based	rehabilitation	
and disability support initiatives can be supported by hospital based 
rehabilitation services

• Explore ways in which community based rehabilitation concepts can be 
implemented in hospital based rehabilitation services

• Support local training initiatives for community based rehabilitation 
workers

• Develop and support collaboration with community based organisations 
operating community based rehabilitation services
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Retention of staff 

and professional 

development for 

staff really needs 

to be addressed. 

The impact of  

not having 

permanent staff  

is huge

Consultation Workshop participant 2004

Value and support a 
skilled workforce to 
continually develop 
expertise in rehabilitation  
Strategies
•	 Encourage	a	culture	of	learning	to	ensure	a	knowledgeable	and	
professional	workforce

•	 Optimise	retention	of	skilled	staff

What we have done
• Provided funding under the Australian Health Care Agreement, 

Pathways Home program for the provision of education, training and 
support to rehabilitation staff

•	 Held	workshops	in	rehabilitation	nursing	practice	for	nursing	staff	at	
Royal Darwin Hospital

What we are doing
• Providing training and educational opportunities for rehabilitation 
practitioners	across	the	NT	to	develop	required	skills,	share	information	
and ideas

• Developing a website to promote information exchange and assist with 
skill	and	knowledge	transfer	to	support	rehabilitation	practice	in	the	NT

•	 Developing	a	sustainable	skill	and	knowledge	base	in	rehabilitation	
across the Territory

• Supporting access to professional development opportunities to 
improve	skills	and	encourage	retention	of	staff

• Establishing systems to document staff retention patterns including 
reasons for exits

5
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Where we are going
• Use telerehabilitation to deliver training for rehabilitation practitioners  
in	the	NT

•	 Link	with	a	centre	of	rehabilitation	excellence	and	visiting	specialist	
clinics	to	up-skill	and	increase	the	knowledge	of	local	practitioners

• Provide opportunities for staff to voluntarily rotate to an interstate centre 
of	rehabilitation	excellence	or	within	DHCS	to	gain	additional	skills	and	
knowledge

•	 Collaborate	and	consult	with	key	DHCS	workforce	programs	(including	
the Principal Allied Health Coordinator) in initiatives related to 
leadership, recruitment, retention, and professional development of 
allied	health	staff	across	the	NT

• Establish a regular cycle to review and implement strategies to address 
identified	barriers	to	the	recruitment	and	retention	of	staff

• Encourage undergraduate students in all disciplines to attend clinical 
placements at hospital based rehabilitation services

•	 Assess	appropriate	staffing	levels	across	the	inter-disciplinary	
team for hospital based rehabilitation services and advocate for the 
establishment	of	additional	staffing	levels	if	required

Our people are  

the key to providing 

the high-quality 

services that the 

Territory needs

Building Healthier Communities (p4)
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Using information  
to stay effective
Strategies
•	 Ensure	Northern	Territory	rehabilitation	services	provide	care	equal	to	

or better than the national average

• Actively measure outcomes and use information to review and plan 
service delivery and development

What we have done
• Participated in the development of national rehabilitation performance 

indicators under the Australian Health Care Agreement

What we are doing
• Participating in national initiatives to improve rehabilitation services  

eg. the Pathways Home program

•	 Linking	with	the	Australian	Rehabilitation	Outcomes	Centre	and	the	
Australian	Council	on	Health	Care	Standards	to	undertake	comparisons	
with	relevant	Australians	benchmarks

• Developing appropriate monitoring and evaluation mechanisms to 
ensure	achievement	of	the	Rehabilitation	Strategy	over	five	years

• Monitoring of clinical care by the Rehabilitation Clinical Reference 
Group

We need more 

information about 

the outcomes 

of rehabilitation 

services 
Consultation Workshop participant 2004
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This Government 

will build effective, 

innovative and 

sustainable health 

and community 

services, and 

will enforce high 

standards of 

accountability  

and quality

Building Healthier Communities (p25)

Where we are going 
• Extend existing data sets to improve management of rehabilitation-

related information

• Actively participate in collecting national rehabilitation performance 
indicators under the Australian Health Care Agreement

• Establish evaluation cycles for rehabilitation data to plan for current and 
future service delivery
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