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ABSTRACT
Objective: There is a need to adapt pathways to care
to promote access to mental health services for
Indigenous people in Australia. This study explored
Indigenous community and service provider
perspectives of well-being and ways to promote access
to care for Indigenous people at risk of depressive
illness.
Design: A participatory action research framework was
used to inform the development of an agreed early
intervention pathway; thematic analysis
Setting: 2 remote communities in the Northern
Territory.
Participants: Using snowball and purposive
sampling, 27 service providers and community
members with knowledge of the local context and the
diverse needs of those at risk of depression were
interviewed. 30% of participants were Indigenous. The
proposed pathway to care was adapted in response to
participant feedback.
Results: The study found that Indigenous mental
health and well-being is perceived as multifaceted and
strongly linked to cultural identity. It also confirms that
there is broad support for promotion of a clear
pathway to early intervention. Key identified
components of this pathway were the health centre,
visiting and community-based services, and local
community resources including elders, cultural
activities and families. Enablers to early intervention
were reported. Significant barriers to the detection and
treatment of those at risk of depression were
identified, including insufficient resources, negative
attitudes and stigma, and limited awareness of support
options.
Conclusions: Successful early intervention for well-
being concerns requires improved understanding of
Indigenous well-being perspectives and a systematic
change in service delivery that promotes integration,
flexibility and collaboration between services and the
community, and recognises the importance of social
determinants in health promotion and the healing
process. Such changes require policy support,
targeted training and education, and ongoing
promotion.

INTRODUCTION
The burden of mental illness in Indigenous
communities in Australia is unacceptably
high. Recent analysis of survey data indicates
that Indigenous adults are three times more
likely to have very high levels of psychological
distress than other Australians.1 In using the
term Indigenous we refer to the Aboriginal
and Torres Strait Islander people, and
acknowledge their diversity of language and
culture. The risk factors for mental illness
are also on the rise, and substance misuse,
trauma and physical illness combine with
social disadvantage to heighten community
concern about the emotional well-being of
Indigenous families.2–4 National data indi-
cate that Indigenous people have higher
rates of hospitalisation and mortality from

Strengths and limitations of this study

▪ Increases the understanding of strengths and
stressors in two remote Indigenous communi-
ties, and in response, the identification of
resources and pathways to care and development
of a community best practice pathways map in
each community.

▪ Informs the development of an integrated, coor-
dinated and cooperative approach to mental
healthcare that is flexible, smooth, culturally
appropriate and easy to navigate.

▪ Contributes to a shift in the prevailing culture in
mental healthcare, from the prioritisation of
acute treatment to that of prevention and early
intervention.

▪ The small, focused sample makes generalisation
tentative, although two locations were included
and principles are unlikely to differ markedly.

▪ Some community members and other non-
clinical participants felt unqualified to comment
on details in the practitioner version of the care
pathway.

Hinton R, et al. BMJ Open 2015;5:e007938. doi:10.1136/bmjopen-2015-007938 1

Open Access Research

 on M
arch 2, 2022 by guest. P

rotected by copyright.
http://bm

jopen.bm
j.com

/
B

M
J O

pen: first published as 10.1136/bm
jopen-2015-007938 on 27 A

ugust 2015. D
ow

nloaded from
 

http://dx.doi.org/10.1136/bmjopen-2015-007938
http://dx.doi.org/10.1136/bmjopen-2015-007938
http://crossmark.crossref.org/dialog/?doi=10.1136/bmjopen-2015-007938&domain=pdf&date_stamp=2015-08-27
http://bmjopen.bmj.com
http://bmjopen.bmj.com/


mental and behavioural disorders than non-Indigenous
people.5 In the remote Northern Territory (NT), there
is limited access to appropriate mental healthcare.
Youth, perinatal women, and those with comorbid sub-
stance misuse and chronic disease are at particular
risk.6–9

A range of guidelines and initiatives highlight the
importance of early intervention and treatment of
people at risk of depression in primary healthcare, but
there remains a need to implement these recommenda-
tions.10–12 Multiple reports recommend culturally appro-
priate mental health treatment and integrated care for
Indigenous people, but evidence of appropriate screen-
ing and effective treatment for depression in this group
are difficult to find.13 14 For example, a recent study
among pregnant women found that Indigenous women
were four times less likely to be screened for distress
than non-Indigenous women.8 The authors recom-
mended improved training for health service providers
and further research on appropriate screening tools for
Indigenous women to address this gap. Brief screening
tools and best practice treatment algorithms have been
developed to assist practitioners.15–17 However, these
initiatives require adaptation to remote Indigenous set-
tings, where differences in worldview, literacy and work-
force profiles may limit their effectiveness.13

While evidence is emerging that culturally adapted
assessment and treatment strategies have shown a posi-
tive impact on well-being, substance dependence and
self-management among Indigenous people,18–22 there
remains a need to develop improved screening strategies
and clarify care pathways to treatment.
Appropriate pathways to care might include a range of

services from within the health sector as well as from
health-enhancing sectors, such as education, justice and
workforce. However, Indigenous community perspectives
on how to promote access to mental healthcare have not
been sought. The current study sought to fill this gap.
This paper discusses the first phase of the study, which

examined perceptions of best practice in early interven-
tion, assessment and treatment of depression among
Indigenous people, specifically among four target
groups: young people, perinatal women, those with
chronic disease and healthy adults. The first phase
sought to explore perspectives of well-being and strat-
egies to promote access to care for those with well-being
concerns. It aimed to develop a culturally informed
treatment pathway which outlined a step-by-step
approach to care within communities for those at risk of
depression. Given high rates of comorbid substance
misuse, the pathway also included early intervention
strategies for those with substance use concerns. The
‘best practice pathway’ (BPP) included recommended
screening strategies, assessment processes, referral
options and time frames. Additionally, the study sought
to understand enablers and challenges to the develop-
ment and implementation of such a pathway. The
second phase of the research assessed service delivery

for those at risk of depression through an audit of the
two community health centre files, and will be reported
separately.

METHODS
Key informant interviews were conducted within a par-
ticipatory action research framework. Participatory
action research has been shown to be an effective strat-
egy to promote implementation of research findings
and change health provider practice.23 NT research has
shown that continuous quality improvement approaches
using action research methodology have successfully
translated to improve delivery of best practice care.24 25

Study setting
The study was conducted in two remote communities:
one at the Top End of the NT and a second in Central
Australia. The Top End community has a population of
approximately 1500 (including Outstations). Local
health services are provided by the NT government
health centre, which is staffed by of one general practi-
tioner, six registered nurses and two Aboriginal health
workers (AHWs).
The second community is located 130 km South-West

of Alice Springs and including Outstations has a popula-
tion of approximately 1250. A local Aboriginal health
corporation and the NT government health clinic jointly
provide primary healthcare services to the several com-
munities and numerous outstations. The health centre
employs around 12 staff, including 4 registered nurses, 4
AHWs, support staff and a trainee AHW. The Aboriginal
health corporation also employs a team of over 20 staff,
and lays a particularly strong emphasis on collective well-
being and for promoting cultural ways.

Participant selection and setting
The study employed purposive and snowball sampling to
identify government and non-government service provi-
ders and community members with specific in-depth
knowledge of the local context and available community
resources, and who would potentially use the treatment
pathway. The approach was unobtrusive and took
account of the limited time frame.
Interviews were conducted with 16 service providers

and community members in the Top End community
and a further 11 in Central Australia. Key informants
included NT government and local council representa-
tives, education and early childhood service providers,
employment and housing agencies, police and correc-
tional services, alcohol and other drug (AOD) workers,
remote health centre staff and Top End mental health
staff. Thirty per cent of the key informants were
Indigenous people. Most government service (health,
education, police, council) interviewees were
non-Indigenous, while Indigenous participants made up
the majority of community members and other local
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service providers, such as housing, health and family
support roles.

Data collection
Data were generated from semistructured interviews con-
ducted face to face with 27 people. The interviews were
recorded in written notes. The interview guide was
developed by the research team to gain an in-depth view
of well-being in each community, and of factors that
were perceived to support or undermine it.
The interviews also sought to assess the perceived use-

fulness and appropriateness of a proposed BPP as an
intervention to improve detection and treatment of
depression and substance misuse. Two representations of
a well-being pathway were shown: a pictorial representa-
tion of a culturally informed collaborative pathway
(figure 1); and a table version of the screening, assess-
ment and integrated care options for Indigenous people
at risk of depression or substance misuse (box 1). Both
representations drew on key findings of previous research
with Indigenous communities,26 and were further devel-
oped through extended consultations within the research
team and reference to relevant best practice guidelines,
such as those on perinatal clinical practice.27

Three Indigenous researchers (one male, two female)
conducted the interviews in each community. Using the
two formats to stimulate discussion, particularly around
sensitive issues, there were opportunities to discuss the
detection and care of people at risk of depression and
substance misuse in different ways with community and
service provider participants.
The pictorial version used relevant representations

and symbolism, rather than written words, to demon-
strate key steps along the pathway to care. It presented

an integration of four components: friends and family,
services, culture, and community activities. The picture
attempted to represent the holistic nature of Indigenous
perspectives of social and emotional well-being, where
each component was interdependent and balanced by
the others. The pictorial version recognised the import-
ance of connections to land, culture, spirituality, ances-
try, family and community, and how these affect the
individual.26 28

Participants were asked to comment on the accuracy
and appropriateness of the diagrammatic visualisation of
the well-being pathway. They were asked to describe well-
being and if, as the pictorial version suggested, it could
be supported by links with family and culture, and by
services and community-based activities such as work
and sport. They were also asked to suggest how the
pathway could be adapted for the local setting, such as
the addition of individuals, activities and services that
were perceived to support the well-being of the commu-
nity. Participants also considered current challenges and
enablers in the community for the detection, support
and treatment of people at risk of depression and sub-
stance misuse.
Participants were also asked to consider groups in the

community who were the most ‘at risk’ of depression
and substance misuse (such as youth, healthy adults,
those with chronic disease and perinatal women) and
how they might benefit from well-being screening in the
community.
The table version incorporated specific activities

related to the implementation of a care pathway, includ-
ing screening, early intervention and integrated care
options for any at-risk clients who may have had depres-
sion or other mental illness alone or in combination

Figure 1 Pictorial representation

of a culturally informed best

practice pathway. Artwork by

Anacleta Apuatimi, Aboriginal

Mental Health Worker.
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with substance misuse. The table included suggested
time frames for the delivery of services, and for those
activities that linked the health centre and community
(as discussed in the pictorial version) as part of the
assessment, monitoring, referral, feedback and review
processes. It primarily focuses on detailed implementa-
tion of the pictorial pathway by services (ie, the top right
of the picture, while involving all segments, including
the central goal of collaborative well-being).

Data analysis
Interview data were reviewed independently by the
research team and organised into coded concepts and
categories. Interpretation of the emergent themes was
discussed at length among the study team until consen-
sus was reached. A two-staged approach was used to
strengthen the dependability and validity of the

findings.29 Following the participant interviews, the pic-
torial and table version of the care pathway were refined
and presented back to each key informant along with
key themes of the data analysis. This allowed cross-
checking of the accuracy of the interpretation of their
responses. Consistent with the participatory action
framework, the key informants were able to comment
on the final pathway and provide further modifications.
This process also enabled the clarification of terms,
ideas and local nuances.

RESULTS
Perceptions on the BPP
The primary health and mental health professional par-
ticipants confirmed that given the high risk of well-being
concerns, routine screening for depression was a neces-
sary component of ordinary healthcare in these commu-
nities. Most clients engaged with primary care services,
and both community members and health professionals
identified opportunities to address depression and sub-
stance misuse issues early and in a coordinated way
through these services. Community-based activities and
cultural resources were identified as especially important
treatment options.

Perceptions of well-being and support for well-being
All Indigenous and non-Indigenous professional partici-
pants agreed that the pictorial representation captured
the important aspects of well-being, and that well-being is
supported by family, cultural activities, local services and
community resources. One participant suggested that
‘support needs to include family, land and traditional law’,
while a second participant, although agreeing with the pic-
torial representation, said it was important for the link
with culture ‘to be much stronger’ in the pathway to care.
The link between culture and well-being was also

emphasised in the participant’s descriptions of well-
being. For example, an Indigenous participant said that
well-being was:

A balance, to be able to live in environment with cultural
and spiritual identity to know that what you believe
cannot be taken away.

Very few participants in the Top End community sug-
gested changes to the pictorial representation, but four
participants in Central Australia (a community elder,
health professional and two other community service
providers) emphasised the importance of cultural con-
tinuity and the contribution that elders make in support-
ing well-being. For example, a family support
professional stated:

We need elders to help and support by teaching the cul-
tural ways and traditional activities, as there are a lot of
suicide problems going on.

An Indigenous health professional observed:

Box 1 Table version of best practice pathway for people
at risk of depression and substance misuse

1. All youth, healthy adults and people with chronic disease will
be screened for depression at minimum every 12 months.
Perinatal women will be screened during pregnancy, and
6 weeks and 6 months postpartum (recently released peri-
natal guidelines).

2. For those individuals who are identified at risk and brought
to care, those assisting support people or services are
acknowledged and provided with advice, as appropriate.

3. Screening and related services below will be documented in
the health centre file.

4. All those who screen at risk or are otherwise identified as
being at risk will receive a full assessment by a nurse, doctor
or allied health worker with input from Indigenous workers
and family and interpreters, if needed, as soon as practicable
(within 1 week).

5. High-risk clients will be referred immediately for specialist
review and/or phone advice following the CARPA (Central
Australian Rural Practitioners Association) recommendations.

6. At assessment, if still at risk, a care plan will be developed
(Medicare or other type; within 1 week).

7. Following assessment, if still at risk, an intervention will be
delivered, for example, brief intervention, counselling, medi-
cation, psychotherapy, cultural intervention (within 4 weeks).

8. Following assessment, support for cultural interventions or
referral for cultural treatment will be provided, where appro-
priate, through consultation with family and/or local
Indigenous practitioner (within 4 weeks).

9. Following assessment, a referral to relevant other services
will be made, for example, housing, domestic violence,
alcohol and other drugs, etc (within 4 weeks).

10. Following assessment, all at-risk clients will also be referred,
as appropriate, to community activities: sport, culture, art,
music, dance, church, and linked with key contact people in
the community (within 1–3 months).

11. Following assessment, progress will be reviewed (within 2–
4 weeks) and the care plan revised as needed.

12. Following assessment and referral, feedback from external
services will be received (within 4 weeks of service being
concluded).
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Tolerance, perseverance and patience are the core to
making change with guidance from elders and elder’s
spirits.

Importance and priority for screening
Most participants noted the importance of regular
screening for depression, particularly for youth and peri-
natal women, but saw it as conditional on the capacity of
local health services to implement it. Youth were seen by
several participants as in need of specific attention given
their risk of substance use, and emotional or behavioural
difficulties. As a community worker in Central Australia
said:

We need to stop kids getting into trouble, and they are
also not going to school.

Six people did not respond to the timeline questions
in box 1, saying they were unsure of clinical processes.
In addition, several people suggested shortening some
of the time frames. A non-Indigenous health profes-
sional noted:

I would like to see earlier intervention perhaps within
two weeks to one month. Feedback needs to be earlier
too—within three months.

Most participants agreed with the proposed timeline
of screening, assessment, review and feedback in box 1.
However, several Indigenous and non-Indigenous partici-
pants from both communities noted that the implemen-
tation of the pathways to care was dependent on
whether a holistic, collaborative approach to well-being,
as shown in figure 1, was implemented. This would see
family, community, services and culture being more fully
integrated into the screening, assessment, referral and
feedback process.

Challenges to care: resources, knowledge, stigma and
antisocial behaviours
Participants were asked to consider current challenges
in the community to the quality of care for youth and
adults with well-being concerns. Four main themes
emerged from the two communities. From the com-
bined number of key informants, over half (52%) men-
tioned a lack of resources and capacity to implement
services. Participants from both communities high-
lighted inadequate and ad hoc financial resourcing,
combined with an inadequate workforce and substand-
ard infrastructure as common reasons for the lack of
quality care and services. A non-Indigenous health pro-
fessional participant said:

There is a lack of resources, [including] physical, human
resources. It’s unrealistic to think you are going to
provide a service.

Several service providers in both communities noted
that high turnover, poor communication and

inadequately qualified staff within clinics and
community-based programmes impeded access to
quality care and support for at-risk adults and youth.
Indigenous and non-Indigenous participants high-

lighted the need to create a more culturally safe environ-
ment for Indigenous clients and a culturally competent
workforce with expertise of both mainstream and
Indigenous perspectives of care. Participants suggested,
for example:

People should have interpreters to explain about illness
and medication.

There should be respect of cultural and traditional
values/language and two way learning.

Employ a person who has knowledge of both the cultural
and mainstream way when doing screening and
assessment.

Individual and community knowledge, perceptions
and attitudes about mental health was a second theme
mentioned by nearly half (44%) of the various types of
participants. There were strong commonalities in the
ways participants from both communities perceived
mental health issues. In particular, participants felt there
was lack of knowledge and awareness about depression,
and about the types of services that were available. As
one participant expressed:

People don’t realise there is help for people at risk.
There is a communication break down.

Many Indigenous and non-Indigenous participants
from both communities also mentioned that stigma
(both public and self-stigma) and shame associated with
mental illness prevented people from accessing services,
as the following participant acknowledged:

We do need more services but the individuals won’t use
support or services. They worry that their problem or
issue will be exposed and that others in community may
hear about it. They worry issue may be used against them
such as for punishment.

A lack of family support and understanding of mental
health issues was also identified as a threat to well-being,
which compounded the stigma and shame associated
with mental health problems.
Thirty per cent of both Indigenous and

non-Indigenous participants also identified specific
social issues in the community as impediments to care
and support for at-risk adults and youth. Similar social
issues were identified in both communities. This final
theme included issues such as substance misuse, gam-
bling and disrespect for elders as challenges to well-
being. As one participant from the education sector
stated:
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Our biggest issues are gambling and alcohol. Old people,
parents, people spend a lot of time gambling and the
kids watch and learn.

Other social issues identified in both communities
included young people dropping out of school, a lack of
effective role models, respect for elders and awareness
of culture. These latter concerns were noted by several
key informants as impacting negatively on youth well-
being and their access to appropriate services.

Enablers to care: services, cultural and community
activities, collaboration
Indigenous and non-Indigenous participants identified
factors that supported early intervention for people at
risk of depression. The components were thematically
comparable for both communities, and were incorpo-
rated into each care pathway.
Three specific types of services were perceived to be

enablers to care. The first included services provided by
local health centres, such as men’s health programmes,
health promotion, and alcohol and other drug services.
Visiting services to the community were also identified
as important for the pathway, including mental health
and other health services. The final group of services
included community-based services related to substance
misuse, law and justice, employment, community safety,
art, education, and housing. Many responses focused on
educational services and social activities for youth, such
as youth centres and playgroups. For example, a
member of local government suggested:

Youth programmes are important, as are volatile sub-
stance programs and family safety programs.

Other community resources were identified as
enablers to well-being. In terms of cultural activities rele-
vant to the care pathway, participants identified the art
centre and mentoring programmes. Sports, religious
and educational programmes were also mentioned as
enablers to good mental health as well as the role of
women’s and men’s groups. For example, a community
development worker said that well-being could be
strengthened with:

…input from the local community, such as men’s and
women’s groups, the men’s shed and mentor groups.

To strengthen cultural values (eg, cultural obligations
and knowledge; spirituality and relationship to country;
sense of identity) and, in turn, promote health and well-
being, Indigenous and non-Indigenous participants
emphasised the important role of elders and traditional
leadership. Lack of respect for elders and traditional
authority was identified as a challenge to well-being in
both communities, and respondents suggested that
action was needed to strengthen the position of elders
and the sharing of cultural ways, particularly with at-risk
young people. For example:

We need elders to help and support by the teaching of
‘cultural ways’ and traditional activities.

Community elders need to be more proactive about
health issues.

Specific factors considered supportive of early inter-
vention included interservice collaboration, dedicated
staff, a positive and open approach to service delivery,
and awareness of local resources and services. Positive
interaction within families and between families or indi-
viduals and service providers was seen as imperative to
engaging people in treatment and establishing meaning-
ful connections. This included the necessity for respect-
ful communication and consideration of cultural values
within contacts between service providers and clients. As
a community development worker explained:

Within interactions between different people we need
respect of cultural and traditional values and language.
It’s two way learning and communication, it’s identifying
cultural issues and having respect.

As noted above, the Central Australian community
provided primary care services through two different
organisations—a government-run clinic and a
community-controlled service, while the service in the
Top End only had the government service. However, the
comparisons between responses from the two communi-
ties found no substantial differences in perspectives.
This may suggest that both government-run and
community-controlled services face similar challenges in
ensuring that service delivery conforms to the key fea-
tures and values, as shown in figure 1, although Central
Australian respondents may have primarily focused on
the government service in their comments.

DISCUSSION
The findings confirm that Indigenous mental health
and well-being is perceived as multifaceted and strongly
linked to social and cultural resources as well as local
services and community activities. These observations
are highly consistent with previous research and current
knowledge.20 21 30–32

The study also identifies early intervention for well-
being concerns as a priority in Indigenous communities,
particularly for youth and perinatal women, while service
providers confirmed the usefulness of having a defined,
written protocol for screening and assessment. These
findings are in keeping with recommendations for early
detection, and integrated treatment and care in youth
and adults with comorbid disorder.14 16 Additionally,
early intervention measures are recommended in
national and international clinical guidelines for the
early identification and treatment for people at risk of
or experiencing depression or substance misuse issues.
Given that young people, perinatal women and those
with chronic disease in these remote communities are
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likely to experience a range of concurrent well-
being concerns, including trauma and sociocultural
stressors,2–4 they are populations at risk of both depres-
sion and substance misuse. The well-being issues raised
by participants, particularly with regard to sense of iden-
tity, suicide, substance misuse, and social and economic
disadvantage, support those of Chandler et al33 who
discuss that suicide rates are higher among Aboriginal
youth in Canada because they are at risk of losing the
thread that tethers together their past, present and
future, including losing a sense of control over the
future.
In terms of treatment, the study confirmed that a

broad range of treatment options was seen as appropri-
ate, which included community-based resources and cul-
tural activities, and identified adaptations of the
structured care pathway to the cultural context of
Indigenous remote communities. These included
enhanced focus on community resources, such as
strengthening the role of traditional elders in health
promotion, cultural activities and support for the use of
a pictorial representation of the steps to care.
It is important to note that both Indigenous and

non-Indigenous service providers highlighted the need
to link care pathways more closely with community values
(eg, role of the family and links to country; collectivism;
cultural knowledge and learning) and the need for
health providers to recognise that culturally adapted ser-
vices were important for improving access to services and
quality of care. Similarly, a recent study found that service
providers believe that to better address the cultural needs
of Indigenous clients, health services must become more
family oriented and culturally safe.34

Additionally, significant barriers were identified to the
detection and treatment of people at risk of depression.
Challenges include lack of sustainable services, resources
and capacity of service providers to provide culturally
safe care that promotes respect, trust and client
empowerment. Social and cultural impediments were
also identified, such as lack of knowledge about mental
health, shame and stigma and antisocial behaviours.
Importantly, at least one respondent pointed out that
even if the necessary services were available, people may
still avoid them because of the associated stigma and
shame. Such challenges have also been reported previ-
ously.30 34–37 On the other hand, specific facilitators to
care identified in this study included a broad range of
services, both visiting and community based, combined
with local community resources and families.
The study findings suggest that integrated and

cooperative approaches to healthcare are required to
effectively meet all of the needs of people at risk of
depression and substance misuse. This will mean devel-
oping a process of care that is flexible, smooth, culturally
appropriate and easy to navigate, and which recognises
the importance of social determinants (such as employ-
ment, education, sport and art), not just for health pro-
motion but also in the healing process. Such changes are

especially important given that people with comorbid
substance use and mental disorders have poorer out-
comes than those who have a single disorder.38

Collaboration within and across services, with respect-
ful engagement with community sociocultural resources
is needed. This requires long-term systemic change. It
will require service providers to work with professionals
from different fields and sectors, to coordinate tasks and
services across traditional professional boundaries, and
to develop strong links with the community resources.
Practical strategies include recruiting traditional owners
for administration and programming roles, and building
a more culturally sensitive health workforce by engaging
elders in support and mentoring roles, instituting the
use of interpreters, increasing the number of
Indigenous staff and guides, and cultural awareness
training for non-Indigenous staff.
Joint programming and coordination is also depend-

ent on the development and implementation of high-
level policy decision-making. To bridge gaps that may
arise between policy intent and implementation, it will
be necessary to harness closer links between policy-
makers, researchers, educators, practitioners involved in
integrated care development and community members.
These findings reiterate that the early detection and
treatment of emotional distress among Indigenous
people is a priority that requires integrated treatment
pathways adapted to the complexity of the local social
context.

Limitations of the study
The key informant process included questions that were
relevant and important to many of the participants, and
focused on the work of many of the users of the care
pathway. The sample was small, which makes it difficult
to make broad generalisations, although it was obtained
from two contrasting locations and service contexts.
The authors contend that many of the principles under-
lying Indigenous health and well-being are likely to be
the same as in other remote localities.
The approach was also limited by the presentation of

draft pathways, and while these were both derived from
previous consultations and were open to revision, this
process may have inhibited broader, open-ended discus-
sion of well-being issues. Some participants may even
have felt they were simply required to endorse the pre-
sented care pathways. Furthermore, due to the per-
ceived technical and clinical nature of the table version
of the care pathway, some community members and
other non-clinical participants struggled with the con-
cepts and detailed issues in the table, and chose not to
respond. A group discussion of ways that issues in the
table may relate to specific aspects of the pictorial
version in figure 1 may have empowered respondents
to provide additional responses on detailed service
issues.
The experienced difficulties in relating the two depic-

tions of a care pathway gave additional insight into the
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existing clinical and community divide that the care
pathway proposed to bridge. It reinforced the import-
ance of addressing structural components and values as
well as detailed implementation when gathering
responses to a proposed care pathway.

CONCLUSION
This study identified clear impediments to the early
diagnosis and effective treatment of well-being concerns
among Indigenous people in remote Australian commu-
nities. Addressing these challenges to make sustainable
changes in this setting requires concerted effort, and an
investment of time and resources. The facilitation of
integrated client-centred care requires a systematic
change in service delivery that promotes the importance
of culture and traditional leadership in the care pathway,
and supports the need to address shame as an impedi-
ment to access. Targeted investment and resources are
needed to strengthen community care seeking capacities
and engagement with services and to improve provider
support, training and knowledge to adopt best practice
measures. Strong leadership at the policy, service deliv-
ery and community level is necessary to strengthen
accountability for the provision of culturally appropriate
care and support focused attention on assessment and
early intervention measures.
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