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Abstract
Introduction: Aboriginal Health and Wellbeing staff are crucial for successful primary health care for
Aboriginal communities. However, they are often affected by high rates of stress, burnout, and staff turnover, which can impact primary health care delivery to Aboriginal peoples. The aim of this review was to
identify organisational factors that help support the retention of Aboriginal Health and Wellbeing staff in
Aboriginal Health services.
Methods: A comprehensive literature review was undertaken. Eleven electronic databases were searched
for papers published between 2002 and 2017 and supplemented by hand searching. Papers were
included if they were in English, full text, peer-reviewed, and had a focus on retention of Aboriginal Health
and Wellbeing staff, or health staff in comparable roles working in Aboriginal health services. Twenty-six
papers were included in the final review.
Results: Five key themes were identified as being important to the retention of Aboriginal Health and
Wellbeing staff in Aboriginal Health Services: feeling culturally safe and secure within the workplace;
teamwork and collaboration; supervision and strong managerial leadership and support from peers (to
debrief, reflect, receive emotional support and strengthen coping mechanisms); professional
development (the opportunity for skill development and role progression); and recognition (of work load,
quality of work performed, being trusted to work autonomously, and financial remuneration that reflected
the high pressure of the role).
Conclusion: Aboriginal Health and Wellbeing staff are fundamental to successful primary health care for
Aboriginal peoples. State and Federal Governments should consider formalising recognition of the
significant cultural knowledge that Aboriginal Health and Wellbeing staff bring to their roles. Formal
recognition could also pave the way to revise remuneration as well as ensure adequate support
mechanisms are put in place to improve retention and reduce stress and burnout affecting Aboriginal
Health and Wellbeing staff.
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Abstract
Introduction: Aboriginal Health and Wellbeing staff are crucial for successful primary health care for Aboriginal
communities. However, they are often affected by high rates of stress, burnout, and staff turn-over, which can
impact primary health care delivery to Aboriginal peoples. The aim of this review was to identify organisational
factors that help support the retention of Aboriginal Health and Wellbeing staff in Aboriginal Health services.
Methods: A comprehensive literature review was undertaken. Eleven electronic databases were searched for papers
published between 2002 and 2017 and supplemented by hand searching. Papers were included if they were in
English, full text, peer-reviewed, and had a focus on retention of Aboriginal Health and Wellbeing staff, or health
staff in comparable roles working in Aboriginal health services. Twenty-six papers were included in the final review.
Results: Five key themes were identified as being important to the retention of Aboriginal Health and Wellbeing
staff in Aboriginal Health Services: feeling culturally safe and secure within the workplace; teamwork and
collaboration; supervision and strong managerial leadership and support from peers (to debrief, reflect, receive
emotional support and strengthen coping mechanisms); professional development (the opportunity for skill
development and role progression); and recognition (of work load, quality of work performed, being trusted to
work autonomously, and financial remuneration that reflected the high pressure of the role).
Conclusion: Aboriginal Health and Wellbeing staff are fundamental to successful primary health care for Aboriginal
peoples. State and Federal Governments should consider formalising recognition of the significant cultural
knowledge that Aboriginal Health and Wellbeing staff bring to their roles. Formal recognition could also pave the
way to revise remuneration as well as ensure adequate support mechanisms are put in place to improve retention
and reduce stress and burnout affecting Aboriginal Health and Wellbeing staff.
Keywords: Retention, Aboriginal, Aboriginal health worker, Aboriginal health and wellbeing staff, Aboriginal health
service, Health service evaluation, Primary health care
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Introduction
Despite Australia being one of the most developed nations
in the world, there is a significant gap between the health
and welfare of Australia’s Aboriginal and Torres Strait Islander (Aboriginal) peoples and other Australians1. Aboriginal peoples suffer greater disadvantage across all of the
social determinants of health compared to other Australians [1]. Chronic disease is the largest contributor to morbidity and mortality in Aboriginal populations, and
accounts for over 85% of the total health gap [2].
It is important to recognise the complex historical,
political and socio-economic factors that have led to the
current health disparities experienced by Aboriginal peoples compared to other Australians [2–4]. “Indigenous
people’s narratives of ill-health…are inextricably linked
to narratives of dispossession and exclusion – from land
and its economic and sacred gifts, from family and culture, and from full participation in the social, political
and economic life of post-invasion Australia” [4](p 17).
Despite prevailing racism and discrimination, Aboriginal
Community Controlled Health Services (ACCHS) were
established. These services operate and are governed by
Aboriginal people, for Aboriginal people, and there are
currently over 140 ACCHS’s across Australia [5]. ACCHS’s
deliver a range of comprehensive primary health care services for patients, which recognises the impact that the social determinants have on health outcomes and takes a
holistic approach to health [6]. This approach is promising
for addressing issues like chronic disease prevention and
management through social change [6]. Positive social
change made by individuals and the community can improve long term health outcomes where medical interventions play a minor or temporary role [7].
A key element that contributes to the effectiveness of
ACCHS’s is the work of Aboriginal Health and Wellbeing staff. Throughout this paper the term Aboriginal
Health and Wellbeing staff will be used to be inclusive
of Aboriginal staff working in roles such as Aboriginal
and Torres Strait Islander Health Worker, Aboriginal
Health Practitioner, Aboriginal Nurse, and Aboriginal
Drug and Alcohol Worker. Aboriginal Health and Wellbeing staff perform clinical duties, health promotion interventions as well as education and leadership roles in a
culturally meaningful and appropriate way [8]. Aboriginal Health and Wellbeing staff remove cultural and
communication barriers that exist in mainstream health
care [8] by relating western beliefs to an Aboriginal conceptual framework [9], This significant role is not easily
interchangeable with non-Aboriginal staff [10].
Aboriginal Health and Wellbeing staff are often members of the local community in which they work, and are
therefore immersed in the local culture. This enables them
to assist their non-Aboriginal colleagues to communicate
effectively with Aboriginal patients and to provide
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culturally safe care [11], but can also add demands and expectations from the community to perform their role outside of work hours [12]. Thus work life and personal life
are not easily separated. This coupled with the complex
circumstances such as trauma, grief and loss that Aboriginal Health and Wellbeing staff see regularly in their roles,
often results in excessive workloads, pressure, lack of support, and stress, leading to burnout and high rates of staff
turnover [13]. In addition, Aboriginal Health and Wellbeing staff may also have the added pressures of a lack of
cultural safety in the workplace, fellow staff and services
that are not culturally informed or appropriate, battling
imbedded institutionalised racism, and a lack of recognition and respect for their status [14]. Even within
Aboriginal-led organisations, stress and turnover can result from negative stereotypes becoming dominant and
perceptions of Aboriginal authenticity resulting in power
struggles [15], which can influence damaging behaviours
such as lateral violence, and lead to feelings of helplessness or lack of agency [15].
There is limited literature regarding what strategies
successfully help retain Aboriginal Health and Wellbeing
staff. The aim of this review was to identify organisational factors that help support the retention of Aboriginal Health and Wellbeing staff in Aboriginal Health
services.

Method
The overarching search question was: “What organisational factors contribute to the retention of Aboriginal
Health and Wellbeing staff in Aboriginal Health Services?”
Eleven databases (Academic Search Complete,
CINAHL Plus, MEDLINE, SocINDEX, Science Direct,
Directory of Open Access Journals, Informit Health Collection, Australian Public Affairs, Scopus, Emerald
Insight, Informit Indigenous Collection) were searched
for results published from 2002 to 2017.
To ensure that the search retrieved relevant evidence,
search terms were developed using a modified version of
the PICO method (Population, Interest, Comparison and
Outcome) [16]. Alternative keywords for each search
term (see Table 1) were combined using the Boolean operator ‘OR’ to ensure all possible variations were captured; the search was then refined by combining the
searches with ‘AND’. The wildcard ‘*’ was used to allow
for word truncations. The following limits were applied:
English, full text online, peer reviewed, and published
between January 2002 and September 2017.
Inclusion criteria

Papers were included if they had a focus on: 1. retention
of Aboriginal/First Nations staff in primary health care,
or staff retention in Aboriginal/First Nations primary
health care organisations; or 2. training for Aboriginal/
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Table 1 Search terms
PICO

Search terms

Population

Health OR Health and wellbeing OR Primary health care OR Clinic* OR Program OR Case OR Drug and
alcohol OR Family support OR Social and emotional wellbeing OR Exercise program OR Nutrition program OR Smoking cessation
AND

Interest

Retention OR Length of employment OR Work tenure OR Retention rates OR Employment tenure OR Employment length
AND

Outcome

Aboriginal Health Service OR Aboriginal community controlled health organisation OR Aboriginal medical service
OR Aboriginal health organisation OR Aboriginal health and welfare corporation OR Indigenous health service OR
Indigenous health organisation OR Indigenous health and welfare corporation OR ACCHO OR AMS

First Nations peoples to enter/remain in the health
workforce, or training for staff working in areas with
high proportions of Aboriginal/First Nations peoples.
Papers needed to be peer reviewed, published between
January 2002 and September 2017 in English, and available online in full text.
Screening and analysis

SD and HS performed the initial search independently to
ensure the same results were obtained. SD screened the titles and abstracts against the inclusion/exclusion criteria.
HS independently checked the final results and compared
her findings with the first author. Discrepancies were

discussed and resolved by consensus. This process resulted in one paper remaining included and four being excluded. SD reviewed the references of the final included
articles to identify any additional papers which may not
have been captured in the initial search.
Once the final papers were identified, SD annotated
each paper with the type of paper and methods used, the
purpose of the study, and a summary of the main findings and conclusions. Papers were categorised into
themes using Braun and Clarke’s thematic analysis
framework [17] and Creswell’s spiral analysis model [18].
The initial themes were discussed and reviewed with HS
and then further refined into five overarching themes.

Databases searched:
Academic Search Complete, CINAHL Plus,
MEDLINE, SocINDEX, Science Direct, Directory of
Open Access Journals, Informit Health Collection,
Australian Public Affairs, Scopus, Emerald Insight,
Informit Indigenous Collection.
Documents retrieved: 1003

Limits:
Peer reviewed, Published 2002-2017 in English
Full text online
Records removed: 729
Duplicates removed: 81

Records with titles/abstracts screened: 193

Full articles assessed: 48

Initial screening against inclusion criteria:
No mention of 1. retention of Aboriginal/First Nations
peoples in primary health care, or staff retention in
Aboriginal/First Nations primary health care
organisations; or 2. training for Aboriginal/First
Nations peoples to enter/remain in the health
workforce, or training for staff working in areas with
high proportions of Aboriginal/First Nations peoples
Records excluded: 145

Secondary screening against inclusion criteria
Articles excluded: 26
Subtotal articles included: 22
Additional articles from scanning reference lists:
4
Total Articles included: 26

Fig. 1 Flow chart of literature search
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Themes were reviewed by an Aboriginal academic to ensure they correctly captured the Aboriginal perspective.

Results
Figure 1 provides a flowchart of the search and results.
The initial search yielded 1003 results; 274 after limits
were applied and 193 after duplicates were removed.
One hundred and fourty-five papers were removed after
the initial screening of titles and abstracts against the inclusion/exclusion criteria, leaving 48. These were retrieved in full and assessed against the inclusion/
exclusion criteria, and another 26 papers were removed,
leaving 22 papers. The reference lists of the remaining
22 articles were scanned to identify any additional papers which may not have been captured in the initial
search and yielded, another four articles, resulting in 26
papers being included in the final review.
Eleven papers (42%) focused exclusively on rural and/
or remote settings. The most prevalent papers were
qualitative studies (n = 9, 35%) and literature reviews/
systematic reviews (n = 8; 31%). The remaining papers
consisted of one program evaluation (4%); two quantitative studies (8%); five mixed methods (19%); and one implementation study (4%). The thematic analysis resulted
in five overarching themes being identified as important
for staff retention in Aboriginal health services: cultural
safety (12 papers), teamwork and collaboration [7],
supervision [7], professional development [7], and recognition [7] (note papers could fall into more than one
theme). Table 2 provides a brief description of the included papers. The themes are discussed further below.
Cultural safety

Cultural awareness and sensitivity from all staff members was a key factor which contributed to the retention
of Aboriginal Health and Wellbeing staff. The long history of Aboriginal peoples facing discrimination in mainstream health services [19] continued to challenge both
Aboriginal clients and staff [19]. Thefollowing areas were
highlighted as being important: non-Aboriginal staff being able to demonstrate culturally safe and sensitive
practices when working alongside Aboriginal staff members and their clients; creating a safe work environment;
ensuring respect; and avoiding unintentional discrimination [20–24].
Nielsen, Stuart and Gorman [25] discussed the need
for appropriate professional and cultural support required in order for Aboriginal student nurses to be
confident to identify as both an Aboriginal person and
as a registered nurse. The discrimination that prevailed
in the workplace prevented many Aboriginal nurses feeling safe enough to do this, and currently Aboriginal
nurses only account for 0.8% of the nursing population
in Australia [25]. This was also true for Aboriginal
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Health and Wellbeing staff who struggled with issues of
discrimination within their workplaces [26]. Workplaces
should allow Aboriginal Health and Wellbeing staff to
confidently and safely walk as both an Aboriginal person
and as a health professional [25].
Aboriginal Health and Wellbeing staff often faced
challenges as a consequence of stereotypes and lack of
recognition for their abilities. Staff were often considered
as having limited clinical knowledge, and a lack of consideration was given for their depth of cultural knowledge [25, 27]. Aboriginal Health and Wellbeing staff
bring local community knowledge into their everyday
work, which enables them to communicate with both
clients and staff in a way that bridges communication
gaps between community members and physicians [28].
It is therefore crucial for health care services not to diminish or dismiss the unique abilities that Aboriginal
Health and Wellbeing staff bring “in their care for Aboriginal patients in a truly culturally appropriate practice”
[25](p. 195). Educating non-Aboriginal staff in order to
deepen their understanding of Aboriginal culture could
contribute to decreasing subtle, covert racism within
workplaces [29].
Cultural mentoring and cultural awareness training
were strategies used within some services to increase
awareness of cultural differences and provide cultural
guidance [30]. Ella et al. [30] recommended these strategies for the New South Wales Aboriginal drug and alcohol workforce, to reduce stress and provide clarity and
further understanding of these roles within the workplace and cultural awareness training is now also
mandatory for all staff employed by State Health in several states in Australia.
Aboriginal Health and Wellbeing staff were likely to
have a longer length of employment when they felt supported and trusted by the Aboriginal community [20]. Although specific for overseas trained health professionals
working in Aboriginal and Torres Strait Islander communities, Dywili et al. [31](p. 175) highlighted the importance
of community acceptance, stating “a welcoming and
accepting community coupled with a relaxed rural lifestyle
and the joy of continued patient care resulted in successful
integration and contributed to increased staff retention
rates”. Similar studies found that identity and relationships
influenced integration and retention in rural Australia [32,
33]. Cultural safety and acceptance was not only crucial
for staff members, but for client’s also. A client’s trust in
the staff was essential to ensure appointment attendance,
follow health advice and/or recommendations, and receive
necessary health assessments [20].
Teamwork and collaboration

Partnerships between Aboriginal Health and Wellbeing
staff and non-Aboriginal health professionals have been

Qualitative: To examine professional communication
and how this influences the retention in OTD in
PHC in rural/remote AUS.

Systematic review: Investigated the experience
of OTD in rural and remote areas.

Mixed methods: To understand how to better
support and develop the Aboriginal alcohol
and other drug workforce.

Program evaluation using quantitative survey data:
To build internal cultural competency for recruiting
and retaining Aboriginal staff.

Systematic review: Identify strategies for developing
and maintaining a skilled rural and remote health
workforce in AUS, to better meet Aboriginal
peoples’ health care needs

Qualitative: Explore the experience and impact of
racism on Māori registered nurses within the NZ
health system.

Qualitative: Describe the experiences of Native
American nurses working in their tribal communities
to address retention.

Curtis 2012 [23]

Durey 2008 [32]

Dywili 2012 [31]

Ella 2015 [30]

Ferdinand 2014 [26]

Gwynne 2017 [20]

Huria 2014 [27]

Katz 2010 [24]

Themes

Recognition;
Cultural safety

(2019) 18:70

Native American nurses were more likely to remain
in their roles if they felt valued, respected, and
trusted to use independent judgement for decision
making.

Cultural Safety

Cultural safety; Professional development;
Recognition

Four key findings: 1) Aboriginal peoples’ experiences
in the health workforce affects their engagement
with training and employment; 2) several factors
affect retention rates non-Aboriginal staff working in
Aboriginal health; 3) workforce attitudes and
behaviours directly affect service delivery; and
4) student placements positively affect the
likelihood of applying for health jobs in Aboriginal
communities.
Māori nurses highlighted that while their clinical
skills were validated, their cultural skills were often
not. Experiences of racism were common at every
level.

Cultural safety

Cultural safety; Supervision; Recognition

Cultural safety

Cultural safety

Professional development;
Cultural safety

Teamwork and collaboration; Professional
development

Significant increase in participant understanding
across all program objectives and in support of
organisational policies to improve Aboriginal
recruitment and retention.

Issues identified for improvement: 1) address
remuneration discrepancies; 2) Clarify position
descriptions and improve access to formal
supervision.

OTD were expected to possess relevant professional
and cultural skills. They expected recognition of their
previous experience and adequate support in new
locations. Feeling welcomed and accepted resulted
in successful integration and increased staff
retention rates.

This study highlights the institutional and cultural
challenges OTD face in PHC in areas with high
proportions of Aboriginal patients and suggests
areas for improvement.

Better support and opportunities required to
encourage pursuit of a career in the health sector.
Retention more likely when Indigenous students feel
the study environment is culturally safe.

Literature review: Identify ‘best practice’ for
recruitment of Indigenous students into NZ
tertiary health programmes.

Battye 2003 [39]

Result/ Conclusion
Improvements: 1) Model for professional support
and mentoring; 2) formal training during orientation;
3) financial remuneration; 4) community
participation; 5) increased supervision and
management; 6) opportunities for career
progression.

Study type and aim

Mixed methods: Develop a model of allied health
service delivery to meet the needs of 11 culturally
diverse remote communities.

Source

Table 2 Summary table of included articles
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Study type and aim

Qualitative: Explore the challenges facing
community and hospital pharmacists’ tenure
in rural Victoria.

Implementation study: To propose a new style
of health care in remote Aboriginal communities
based on a biopsychosocial model which includes
traditional healers.

Literature review: Identify themes that focus on
knowledge that can prepare transnational social
workers for the AUS context.

Qualitative: Contribute to the development of
a more sustainable and effective regional
mental health workforce.

Qualitative: Investigate the barriers and enablers
to implementing a CQI program in Aboriginal
PHC services in South Australia.

Qualitative: To explore Aboriginal nurses’
experiences of the ‘whiteness’ of nursing.

Systematic review: Identify human resource factors
common to the remote health workforce and
those unique to remote Aboriginal communities.

Literature review: Provide an overview of long-term
strategies used to build the capacity of the
Aboriginal health workforce.

Qualitative: Examine the education provided to
prepare nurses and other health staff to give
and receive supervision.

Quantitative: Examine organisational, workplace
and individual factors that can contribute to stress
and influence well-being of staff serving Aboriginal
communities.

Source

Khalil 2010 [33]

McConnel 2011 [40]

Modder-man 2017 [22]

Moore 2010 [38]

Newham 2016 [34]

Nielsen 2014 [25]

Onnis 2016 [37]

Paul 2012 [45]

Polaschek 2007 [43]

Roche 2013 [44]

Table 2 Summary table of included articles (Continued)
Result/ Conclusion

Themes

Professional development;
Recognition

Supervision

Professional development

Teamwork and collaboration

Cultural safety; Professional
development

Teamwork and collaboration;
Supervision

Teamwork and Collaboration

Cultural Safety

Teamwork and collaboration;
Professional development

Cultural Safety

(2019) 18:70

10% of Aboriginal drug and alcohol staff reported
high levels of emotional exhaustion, a key predictor
of turnover. Aboriginal staff also had significantly
lower levels of mental health and well-being, and
greater work/family imbalance, contributing to

Nurses and other health staff learnt strategies to
gain peer supervision skills, which centres around
the staff member receiving the supervision.

The review reflects on the partnerships, structures
and approaches that have been utilised by the
University of Western Australian that have enabled
achievements, and the challenges with initial
implementation and sustainability.

The challenges and rewards are similar for health
professionals working in remote Aboriginal
communities and for those working in other rural
and remote populations.

Key strategy identified is to increase the
participation rates of Aboriginal registered nurses
within the AUS healthcare workforce.

Barriers identified: 1) resource constraints, project
support access; 2) management and leadership
for CQI, organisational readiness; 3) Staff knowledge,
attitudes and tenure. Success stem from: 1)
organisational systems, individual behaviour change;
2) regional level collaborations.

Difficulties included: rurality, staff shortages,
unattractiveness of mental health work, short term
funding, short-comings in training, policy changes
and models of care.

More strategies are needed to properly orientate
transnational social workers for work within
Aboriginal communities to develop culturally
safe practice and adapt to the local culture of
professional practice.

The lack of improvement in remote Aboriginal
health may be linked to failure to utilise Aboriginal
staff appropriately and culturally inappropriate
healthcare, and perpetuated by recruitment and
retention issues. The authors present an alternative
and Aboriginal-centred approach.

Issues: Isolation, flexible working hours, ethnic
background, and having to be a ‘generalist’.
Benefits: good rapport, appreciation from
patients and doctors, and rural lifestyle.

Deroy and Schütze International Journal for Equity in Health
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Quantitative: Correlations of turnover and retention
in remote Northern Territory communities.

Mixed methods: Propose benchmarks for
reasonable length of stay within a workplace.

Literature review: Identify supervision aspects that
have been successfully used with Aboriginal staff
and can be widely adapted to suit Aboriginal staff
in Australia.

Qualitative: Identify approaches and solutions to
the challenges of mental health workforce
recruitment, retention and training.

Literature review: Identify how stories can help staff
make meaning of experience on a personal level
during clinical supervision.

Mixed methods: Gain a better understanding of the
effects of distance management on the retention
of rural nurses in the Northern Territory, Western
and South Australia.

Mixed methods: To train community health advisors
to conduct smoking cessation programs in Latino
communities.

Russell 2017 [46]

Russell 2013 [41]

Scerra 2012 [21]

Sutton 2011 [36]

Ward 2006 [42]

Weymouth 2007 [35]

Woodruff 2010 [47]

Result/ Conclusion

There were changes in the desired direction
pre-to-post training for most of the psychosocial
constructs measured. Community health advisors
were more likely to remain in their role when
receiving financial incentives.

Poor distance management may contribute to
high staff turnover in remote Australia. Retention
may increase with better managerial practices,
effective communication and leadership, staffing,
staff development, and appraisal.

Use of stories in clinical supervision is well
substantiated as a heuristic device, however, more
research is needed to carefully explore this
approach.

Solutions included: increased staffing, collaboration/
cross-sectoral linkages, flexible funding,
a contemporary curriculum, strong leadership,
organisational culture, meeting individual and
community needs, and adopting models of care.

Significant supervision factors include:
1) development of cultural competency;
2) creation of relevant reflective spaces;
3) support the building of culturally inclusive
supervision environments and to adapt supervision
sessions to meet different professional and
cultural needs.

Workforce-retention benchmarks that differ
according to geographic location and profession
can be empirically derived, facilitating opportunities
to improve retention.

High mean annual turnover rates for nurses and
Allied Health professionals. Low stability rates: only
20% remain working 12 months after commencing;
half left within four months.

emotional exhaustion.

Key: CQI continuous quality improvement, OTD Overseas trained doctor, PHC primary health care

Study type and aim

Source

Table 2 Summary table of included articles (Continued)

Recognition

Teamwork and collaboration;
Supervision

Supervision

Teamwork and collaboration

Cultural safety; Supervision;
Recognition

Supervision

Recognition

Themes

Deroy and Schütze International Journal for Equity in Health
(2019) 18:70
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highlighted in the literature as crucial for working towards reducing the health gap [34]. Although not specific to Aboriginal Health and Wellbeing staff,
teamwork, team cohesion, shared responsibilities, good
communication between staff, and strong support networks within the community were considered important
to staff who worked in rural and remote areas with high
Aboriginal populations [35–37]. In these settings, teamwork and collaboration were critical to reduce feelings
of isolation and to create support networks [36]. This
emphasised the need for workplaces to encourage a supportive team environment to reduce staff burnout [35].
Although not specific to Aboriginal Health and Wellbeing staff, both internal and external collaboration were
shown to assist staff to provide more comprehensive
care to clients and build networks with other staff and
other service providers [36]. Collaboration facilitated a
way for services to work together to provide effective
treatment and programs which complement each other,
and streamline referral pathways to these programs [36].
Collaborative relationships can allow staff members from
diverse organisations to learn from those with different
knowledge and skills to be leaders, to empower and support others, and to work together to navigate the complex policies and structures in place [38]. This has also
been shown for allied health professionals working in remote communities where collaboration is used as a way
to minimise work overload [39]. A collaborative approach works towards better outcomes not only for the
individual, but for their broader context and community
also [40], and is therefore relevant for Aboriginal Health
and Wellbeing staff.
Supervision

Supervision can be internal (someone overseeing the
work performed within the workplace), or external (talking privately with a counsellor as a means of debriefing
work related matters) [30]. Support in the form of supervision can come from a range of clinical and professional
people including counsellors, clinical psychologists,
managers, supervisors, and even the Chief Executive Officer (CEO) [30]. Supervision, in both internal and external contexts provided significant support to Aboriginal
Health and Wellbeing staff by providing them with opportunities to reflect on their work, set goals, debrief,
seek emotional support, enhance skills, confidence and
strengthen coping mechanisms [30]. These factors can
contribute to increasing and improving workplace wellbeing and job satisfaction, and in-turn have positive effects on length of employment [30].
Internal supervision at the workplace contributed to
developing a strong, supportive relationship with a manager or supervisor [30]. The literature reported a lack of
supervision for alcohol and other drug workers,
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especially in non-Government organisations [30]. In remote areas, this could be due to limited access of professionals with relevant background and skills [30]. It is
important to address this, to create an opportunity to
raise and resolve issues, debrief, provide support and
feedback, and identify any working conditions which
may need addressing for staff in remote communities
[35]. Although it may be difficult to set overarching
workforce retention benchmarks, an organisation’s management should be able to use empirically derived evidence to improve working conditions and provide the
support staff require [41].
External supervision with a counsellor external to the
organisation, supported Aboriginal Health and Wellbeing staff by allowing them to debrief and critically reflect on their personal work practices without the fear of
judgement from their supervisor or manager [21]. This
offered staff a safe and confidential environment to express their feelings and thoughts about the workplace
and their work load [21]. During external supervision
“both parties are considered to have power” [21](p. 83).
Alternative methods of supervision were also suggested for Aboriginal Health and Wellbeing staff including self-evaluation, narrative supervision, peer
supervision, and cultural supervision [21]. Preferred
methods of supervision differed individually, and some
methods were more appropriate and easily implemented
than others [21]. Self-evaluation involved video recording staff as they worked so that they could later review
their overall performance, rather than focusing on only
one aspect [21]. The staff member and supervisor
watched the video back individually to work through
their own interpretations free from the other’s bias [21].
This method helped adjust the staff member’s
self-perception and enhanced self-analysis to improve
practice [21]. Narrative supervision used stories to reflect on personal difficulties [21]. Scerra [21](p. 81)
stated “due to the tradition of oral knowledge the use of
narrative supervision may be culturally appropriate for
Aboriginal staff”. Ward and Sommer [42] explored narrative supervision, where staff members received professional and personal development support by employing
the techniques used by the lead character in the story to
overcome workplace obstacles. Peer supervision allowed
Aboriginal Health and Wellbeing staff to receive guidance from others in similar roles, who referred back to
their own workplace experiences and/or challenges [21].
Polaschek [43] highlighted peer reciprocal supervision as
an important tool for professional development of indigenous health and wellbeing staff in New Zealand. This
method was similar to workplace mentoring, and therefore removed the power differential often associated with
formal supervision, creating supportive and reciprocal
relationships [21].
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The literature highlighted that it was important for organisations to have culturally specific pathways available
for Aboriginal Health and Wellbeing staff to receive emotional support, opportunities to reflect, debrief, and
strengthen coping mechanisms [30]. The most common
form of this was provided through cultural supervision
[30]. “Cultural supervision is usually conducted by those of
like ethnicity and is aimed at building the knowledge of …
cultural values, attitudes and behaviours while providing
a supportive environment to address complex cultural issues” [21](p. 78). Where cultural supervision was challenging or limited due to non-Aboriginal supervisors in the
workplace, “…employing an external supervisor to provide
the cultural support” [21](p. 79) addressed this issue.
Despite the benefits of supervision, it was often time
consuming and deprioritised. Scerra [21](p. 84) concluded that “cultural supervision needs to be considered
as part of the clinical supervision process rather than as
an additional component”. Ella et al. [30] reported that
almost one third of study respondents did not receive
any formal supervision in their workplace. External
Supervision was poorer in remote communities, where
access to a regular, adequately trained counsellor or
psychologist was limited or challenging to attain at all
[30].
Professional development

Aboriginal Health and Wellbeing staff identified the importance of having a chance to regularly further their
education, training and skills [20, 44]. Internal training
specific to the organisation, as well as external training
and study were considered crucial to opening opportunities for role promotion and career progression [20].
Continuing education and expansion of knowledge
and experiences was considered important for career
progression and development [20, 39]. This also reduced
the likelihood of a staff member becoming stagnant in
their career and enhanced a sense of job satisfaction [20,
39]. Opportunities for career advancement in
non-Aboriginal-specific health services have been limited for Aboriginal Health and Wellbeing staff [25]. This
is largely due to the lack of recognition for cultural
knowledge, and focusing on acute care in
non-Aboriginal specific health services rather than a holistic comprehensive approach which Aboriginal-specific
services use as a more appropriate approach to
long-term community health development [25]. As a
consequence, the wealth of cultural knowledge and expertise in comprehensive health care that Aboriginal
Health and Wellbeing staff possess has been restricted
in non-Aboriginal-specific health services [25].
Adequate education and training prior to entering the
workforce was also reported as being essential for reducing stress and feeling overwhelmed [40, 45]. Early
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exposure and support to transition into tertiary education
courses were identified as factors to improve recruitment
and retention of the Maori health workforce [23]. Aboriginal Health and Wellbeing staff required education pathways, knowledgeable teachers, adequate resources,
practical experience, as well as further improvements for
building cultural competency skills of non-Aboriginal staff
and creating reciprocal ways of working [40]. It was also
important to provide staff who had already entered the
workforce with opportunities to continue their education
and training, and build skills to improve practice for increasing length employment and staff retention [20, 44].
Recognition

Recognition of skills and strengths that staff bring to
their role is an empowering mechanism that an employer can use, increasing Aboriginal Health and Wellbeing staffs’ sense of self-worth and meaningful
contribution to the organisation [20, 21, 44, 46]. Job role
clarification, performing meaningful tasks, recognition of
work completed, and appreciation of efforts, helped create a stronger sense of empowerment and autonomy
[20, 21, 44, 46]. This has been shown in research on Native American nurses [24] who felt more inclined to remain in their role when their managers had realistic
expectations of their work load, and the staff member
felt valued and trusted to complete tasks and make decisions [24]. High expectations from supervisors placed
demands on Aboriginal Health and Wellbeing staff to
work on complex issues that may have exceeded their
qualifications [30]. A clear understanding of job roles
and responsibilities can help provide greater confidence
in performing duties, while recognition of work done
helps promote high job satisfaction, both which lead to
improved staff retention.
The literature highlighted that Aboriginal Health and
Wellbeing staff felt their pay rate should better reflect the
demanding nature of their job roles [30, 44, 47], and pay
structure and financial incentives have been identified as
the main factors that kept staff in their role in a Latino
community in the USA [47]. Aboriginal drug and alcohol
workers in Australia identified changes in pay, staffing,
shift and employment flexibility conditions positively influenced rates of retention within organisations [30, 44].
Strengths and limitations

This review was limited by the available published
peer-reviewed literature and may therefore be subject to
publication bias. Only papers published in English were
included and it is possible that papers were excluded
from the analysis. However, steps were taken to minimise bias including searching Indigenous-specific databases and hand searching reference lists. The review
could reflect western concepts, however, having the
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themes reviewed by an Aboriginal academic helped ensure that the themes fit with Aboriginal concepts. Each
organisation has its own unique requirements and the
outcomes of this review may not be generalisable to all
Australian Aboriginal health services.
This review was undertaken using rigorous methods
and has identified potential organisational strategies that
can help reduce stress and burnout and turnover of
Aboriginal Health and Wellbeing staff in Aboriginal
Health Services. It highlights the need for official recognition of the cultural skill base that Aboriginal Health
and Wellbeing staff bring into their roles and that this
skill base should be reflected in remuneration.

Conclusion
Primary health care is fundamental to improving health
care for Aboriginal peoples. Central to this effort are the
roles played by Aboriginal Health and Wellbeing staff
within Aboriginal health services. However, Aboriginal
Health and Wellbeing staff are still affected by discrimination in the workforce from their non-Aboriginal
counterparts, and the needs exists to ensure that adequate cultural awareness training is undertaken by
non-Aboriginal staff. State and Federal Governments
should consider formalising recognition of the significant cultural knowledge that Aboriginal Health and
Wellbeing staff bring to their roles. This move would
help promote the importance of the unique skill set that
Aboriginal Health and Wellbeing staff bring to their
roles and help promote greater collaboration between
Aboriginal and non-Aboriginal staff. Formal recognition
could also pave the way to revise remuneration as well
as ensure adequate support mechanisms are put in place
to improve retention and reduce stress and burnout affecting Aboriginal Health and Wellbeing staff.
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