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ABSTRACT
In 2005 there was statistical evidence of an increasing number of children in
the Northern Territory (NT) suspected of (or actually) suffering abuse and/or
neglect. Placing the underlying cause of this increase within an ecological
framework, provision of supportive services to assist families ‘at risk’ of
harming their children could mitigate the extent of abuse. Child and Family
Health nurses (CFHNs) may be an untapped resource to provide those
services. The study hoped to provide mechanisms for CFHNs to engage in
interdisciplinary and cross-agency collaborative practices and to deliver
improved early intervention to vulnerable families.

This thesis describes a qualitative multi-method study conducted in three
phases. An exploratory study was conducted to provide baseline data to
inform an action research approach to address any ‘problem issues’
uncovered. The study design was modified due to complex political and
bureaucratic changes that impeded the progress of the action research
phase. An explanatory case study was then conducted to gain information
about the practice directions and policy environment of the health and social
care services available to vulnerable families. Interviews with child health and
child protection leaders/experts provided data for this case study.
Supplementary data were gathered from a purposeful sample of relevant
documents to contextualise the information gained in the case study
interviews and identify rapidly changing directions in health and social care
policy during this period.
xiii

The ability of CFHNs in the NT to extend their role into an early intervention
service to support vulnerable families remains problematic without human
and financial resources made available for this to occur. Interdisciplinary
practices across health and social care services remain limited and there is
little local cross-agency understanding of the potential of the CFHN role.
The voice of nurses in policy development and leadership positions
influencing child health services is limited. In other places in Australia and
internationally, the role of CFHNs is more fully developed in supporting
vulnerable families and mitigating the ecological risks of child abuse and
neglect.

xiv
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CHAPTER ONE: INTRODUCTION

INTRODUCTION
This study investigated the potential for Child and Family Health nurses
(CFHN)1 in Darwin to provide early intervention services to vulnerable families
with the aim of reducing the extent of child abuse and neglect. Darwin is the
capital city of the Northern Territory (NT) in Australia and almost half the
population of this large, sparsely populated jurisdiction live in this region. In
2011 there were approximately 145,000 people residing in the Darwin urban
and rural region and of those, approximately 22.5% were Aboriginal 2 with the
NT rate of Aboriginality being in excess of 30% in total. Thirty four per cent of
the Aboriginal population is in the 0 – 15 year age group compared to 21.5%
of the non-Aboriginal population (Silburn, Robinson, Arney, Johnstone, &
McGuiness, 2011).

1

There is no consistent terminology for the category of nurses who provide community-

based services to families with pre-school aged children. In the NT the nomenclature is Child
and Family Health nurse; throughout Australia, though, the terminology varies. For example,
in Victoria the term Maternal and Child Health nurse is used. Internationally these nurses are
described variously as, for example, Health Visitors in the United Kingdom and Public Health
nurses in Sweden.
2

In the NT Aboriginal and Torres Strait Islander people are generally collectively referred to

as Aboriginal. The term Aboriginal is therefore used throughout this thesis to refer to people
of Aboriginal and/or Torres Strait Islander descent.
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The goal of the study was to inform policies and practices within the NT public
sector health and social care services3 that were focused on the safety of
children and to assess the potential of NT CFHNs to support vulnerable
families within an interdisciplinary and collaborative practice environment.

This chapter outlines the circumstances that led to the research, assumptions
underlying the research, the aims of the research and the research questions.
It describes the structure of this multi-phase study and the thesis that reports
this work.

Ecological Framework
An ecological approach locates family dysfunction in underlying issues such
as poverty, poor education, mental illness, substance misuse, poor living
conditions, teenage pregnancy, domestic violence and lack of social support
(Frederick & Goddard, 2007; Gonzales & MacMillan, 2008; Li, McMurray, &
Stanley,

2008).

Nurses

practising

in

isolation

from

other

‘helping’

professionals are limited in the assistance that they can provide to families
experiencing some of these (and other) adverse conditions. Interdisciplinary
practices and multi-agency involvement across a range of health, education
and social care services hold the promise for effectiveness in service delivery
where complex ecological issues are identified (Gwynne, Blick, & Duffy, 2009;
Scott, 2005; Valentine, Fisher & Thomson, 2006). It has been found,
3

The term ‘social care services’ has been used throughout this thesis to refer to the child

protection service. In the NT this service is referred to as the child protection service,
however, in some other jurisdictions it is referred to as ‘human services’; internationally the
service is frequently referred to as ‘social services’.
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however, that a shared understanding of roles and expertise of professionals
in interdisciplinary or cross-agency practices is an underpinning condition for
effective collaboration in the amelioration of child abuse and neglect (Charles
& Howarth, 2009; Glennie, 2007). Issues that warrant attention and may
impede effective collaboration are the blurring of professional roles and
identities

(Moran,

Jacobs,

Bunn,

&

Bifulco,

2007)

and

effective

communication between professional groups (Glennie, 2007; White &
Featherstone, 2005).

Placing child abuse and neglect within an ecological framework recognises
the psychosocial, cultural, political and economic issues that underpin family
functioning and may adversely impact on the ability to provide the parenting
required for children to reach their full potential (Li et al., 2008). Early
childhood development is influenced by maternal health and well-being and
the environmental circumstances in which infants and children are raised.
Amelioration of a poor childhood developmental trajectory requires a
population level public health approach, for example, ensuring that pregnant
women have adequate nutrition and do not smoke or drink alcohol, as well as
a primary health care approach of early intervention services for individual
families identified as vulnerable to poor parenting (Silburn, Nutton, Arney, &
Moss, 2011).

A Public Health approach, underpinned by ecological theory, is required to
enable appropriate services that are designed to safeguard children.
Recognition of the broader social context of families is needed to understand
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the societal and environmental impacts that influence their parenting abilities
(Bryans, Cornish

McIntosh, 2009). Barlow and Calam (2011) make the

argument for a Public Health framework so that all children are safeguarded
rather than only those children who have had a notification to a child
protection service. These authors provide evidence from several studies
conducted in the UK and in the USA that the number of children who receive
suboptimal parenting is likely to be between ten and forty times greater than
that of those subject to notifications of child abuse and neglect. The necessity
for a Public Health framework to address child abuse and neglect is based on
recognition of the widespread nature of the problem which leads to an
inability for a child protection service to manage the increasing number of
notifications, difficulties in assessing the likelihood of child abuse and
neglect, the affect on early brain development of abused and neglected
children, and the economic impact of child abuse and neglect. Each of these
concerns is discussed in more detail in Chapter Two, Literature Review.

Nurses’ Roles in Safeguarding Children
In 2005 there was evidence nationally of an exponential rise in child abuse
notifications from 107,134 in 1999 – 2000 to 219,384 in 2003 – 2004 (AIHW,
2005, p. 17) with a disproportionate number of Aboriginal children
represented in those notifications. In 2004, in the NT the rate of child abuse
notifications of Aboriginal children was reported to be 4.7 times that of other
children (AIHW, 2005, p. 22). At the time there was no explicit
acknowledgement within NT health and social care services that nurses,
particularly CFHNs, had a role in supporting vulnerable families to provide
Chapter One: Introduction
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nurturing, consistent and safe parenting. The evidence emerging, however, in
the international literature (see for example Hancock, 1998; Olds, 2006) and
some Australian literature (see for example Munns, Downie, Wynaden, &
Hubble, 2004; Vimpani, 2004) was identifying nurses as a professional group
with a service role in safeguarding children by providing supportive services
to vulnerable families. At the same time the Australian Institute of Health and
Welfare (AIHW) recognised that health services as well as social care
services had some responsibility in the prevention of child abuse and neglect:
“Health services support the assessment of child protection matters and
deliver therapeutic, counselling and other services” (AIHW, 2006, p. 2).

Child and Family Health nursing practice was taking an important role in
other jurisdictions of Australia, particularly the South Australian Family
Home Visiting Program (Children Youth and Women's Health Service,
2005), the Victorian Enhanced Maternal and Child Health Service
(Edgecombe & Ploeger, 2006) and the New South Wales Families First
program (Valentine et al., 2006). In these jurisdictions targeted services for
vulnerable families were being provided by CFHNs in collaboration with
other professionals within an understanding of an ecological approach. At
the time, in 2005, the NT Child and Family Health service was primarily
focused on breastfeeding, growth and development and immunisation
administration and did not espouse a ‘strengths-based’ or a ‘protective’ role
in relation to child safety and well-being. Postnatal care for women who
were discharged from hospital prior to the fifth postnatal day was also
provided by the local Child and Family Health service. There appeared to be
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limited opportunity, due to the structure and delivery of the service, for
CFHNs to develop a relationship with families that could be ‘protective’ and
support parenting.

Context of the Study
At the time this research commenced in 2005 I was a CFHN employed by the
(then) Department of Health and Community Services (DHCS). Prior to that I
had been employed across paediatric, neonatal and midwifery services. I,
therefore, had experienced, from a practice perspective, the nature of
services provided to families and also the culture of the nursing workforce
across the acute health and community health settings. My interest in
researching how nurses could more effectively safeguard children through
assisting vulnerable families grew from my personal observations in the
practice settings I was employed. In each setting I was involved with parents
who exhibited problems relating to their ability to provide parenting that was
‘good enough’4 (see for example, Hoghughi & Speight, 1998). I believed that I
had a role in assisting those parents but felt constrained in the level of
assistance that I could offer.

There was no tertiary course of study available at that time within the NT for
Child and Family Health nursing and this qualification was not essential to
gain employment as a CFHN in the NT. It was not unusual for nurses to be

4

Hoghughi and Speight (1998) described the basic necessities of adequate parenting that

included care, nutrition and protection as well as love, consistent boundary setting and
providing for the child’s development.
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employed in this role without formal CFHN qualifications: a midwifery or acute
paediatric qualification was at that time considered appropriate for
employment in the Child and Family Health service.

It was not known if NT nurses in the Child and Family Health service, or those
in the acute paediatric service, midwifery service and school nursing service,
believed they had a role in identifying vulnerable families and assisting those
families to provide nurturing, consistent and safe parenting and, if so, how this
was expressed.

Region of the Study
The overall study was focused, for practical purposes, on the geographic
region of the greater Darwin area, with a population at the time of
approximately 130,000. This area contains the largest population base in the
NT. The Aboriginal population of Darwin is approximately 22.5% (Silburn,
Robinson, et al., 2011) with the overall NT rate being in excess of 30%. The
national rate of Aboriginality is 2.3% (Australian Bureau of Statistics, 2007).
Remote Aboriginal communities were excluded from the study because the
health service had not identified a role for CFHNs in remote communities
when this study began. Further, remote communities have additional
problems of lack of employment opportunities, excessively overcrowded
housing, limited education and health services and distinct cultural issues
(Hunter, 2007). These additional adverse conditions were not able to be
encompassed within the scope of this study.

Chapter One: Introduction

7

The AIHW child abuse statistics did not identify the specific suburb, town or
community of children notified, but rather, the statistics were representative of
each jurisdiction as a whole. It is therefore not possible to know what
percentage of the child abuse notifications in the NT related to children in the
area under study. However, given the statistical information relating to the
demographic distribution of the NT population and the AIHW (2005)
information about the extent of child abuse and neglect in the NT, it is
reasonable to assume that there was a significant issue of child abuse and
neglect in Darwin for both Aboriginal and non-Aboriginal children. Silburn,
Robinson et al. (2011) presented statistical information about the distribution
of Aboriginal children in NT regions and also noted the over-representation of
Aboriginal children in child abuse notifications. Additionally these authors
stated that the majority of notifications in the NT were for child neglect.

CHILD AND FAMILY HEALTH SERVICE IN THE NORTHERN TERRITORY
Within Australia generally, publicly funded Child and Family Health services
are available to all new parents and their children. The nature of service
delivery, however, varies between the state/territory jurisdictions. In the NT
the Health Department5 is responsible for Child and Family Health service
provision. This study was focused on urban based services. When the
5

The Department of Health and Community Services (DHCS) was responsible for health

and social care services in the NT. In 2008 there was a name change to the Department of
Health and Families (DHF). In January 2011 the social care service responsible for child
protection became an independent department; the Health Department was renamed the
Department of Health (DoH) and became responsible for health services only. For reasons
of consistency, clarity and lack of ambiguity, the term NT Health Department will generally be
used from this point in the thesis.
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research began in 2005 the department’s website described Child, Youth and
Family (CYF) services provided by Palmerston Community Care Centre.
These services were consistent with other Community Care Centres and
Community Health Clinics throughout urban areas of the NT. According to the
website at that time, but since removed from the site, services included:


Well baby clinics



Developmental assessments including hearing



Immunisations



School screening



Support and education for new parents



Positive Parenting strategies



Meet other parents groups



Sleep and settling workshops



Health education and advice



Lactation and breastfeeding support for parents



Nutrition and safety advice

At the start of this study, the CFHNs did not assume responsibility for
individual clients; instead they worked on a roster system that gave them
responsibility for part of the service, such as home visits, ‘drop in’ and
appointment clinics or group work on any given day. They did not have an
opportunity generally to follow through with any particular issues identified in
clients, or the clients themselves, in a continuity of care model. This type of
service model has been found to limit the ability of CFHNs to form therapeutic
partnerships with their clients (Kruske, Barclay, & Schmied, 2006).
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Change in Child and Family Health Service Delivery Model
In 2008 Child, Youth and Family Services, a division of the NT Health
Department’s Community Health branch, implemented a new model of care
for families with children under the age of 5 years. Changes to the practice of
CFHNs included a caseload system where those nurses were responsible for
case management of eligible families within specific suburbs. The expectation
of this change in approach to service delivery was that families, particularly
those who may be reluctant to seek the service, do not ‘slip through the net’.
This placed additional individual responsibility on the CFHNs, but it also gave
them more autonomy in their practice domain.

Following the implementation of the new model of service delivery, the NT
Health

Department

website

described

the

services

of

‘Well

Baby

Assessments and Clinics’ as providing the following schedule of health and

development assessments (Department of Health, 2011):


6 weeks



6 months



8-9 months - Hearing Screening



18 months



3 years
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This schedule of visits on the website did not match the Key Age 6 contacts
identified in the NT Child and Family Health Clinical Practice Manual
(Department of Health and Families, 2008) which included additional
assessments at 2 months, 4 months, 12 months and 4 years. This may simply
have occurred because of a delay in updating the website information to
reflect the changed model of service delivery, however the implication for the
general public was that they were not accessing up-to-date information. At the
time of writing there was no longer a Hearing Screening at 9 months of age
because all newborn infants in the NT were having the neonatal hearing
screening soon after birth. Also included on the website at that time were
additional Child and Family Health services that provide information,
education and support on the following topics:


Attachment



Breastfeeding



Formula Feeding



Child Growth and Development



Introduction To Solids



Behaviour Management



Parenting



Child Safety



Settling and Sleep Management



Postnatal Depression



Positive parenting strategies

6

The Child and Family Health service model outlined the specific ages at which

infants/toddlers needed growth and development assessments by the CFHN.
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Nutrition and safety



Referrals to other services

The range of information, education and support offered by the ‘Well Baby
Assessments and Clinics’ on the website suggested an important role for the
CFHN in assisting parents to provide a nurturing, safe and developmentally
appropriate level of care to their children. It also suggested that the role of the
CFHN included preventative measures to address parenting issues and
behaviour management assistance for parents when deficits or difficulties
were assessed.

ORGANISATIONAL STRUCTURAL CHANGES
Throughout the time this study was undertaken there were major changes in
the NT health and social care services’ organisational structures. The Child
and Family Health service and the child protection service both had name
changes, therefore, for consistency, generic terminology is used throughout
the thesis. At the beginning of this study in 2005 the Child and Family Health
service and the child protection service were within the one bureaucratic
organisation with the Chief Executive Officer (CEO) of the NT Health
Department responsible for both services. The child protection service was
called Family and Children’s Services (FACS) at the time the study
commenced but was renamed NT Families and Children (NTFC) in 2008
although remained under the umbrella of the NT Health Department.
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On the 1st January 2011 the child protection service was separated from the
NT Health Department to become the Department of Children and Families
(DCF). The CEO of the NT Health Department was no longer responsible for
child protection services as DCF had its own CEO to administer the service.
Some of the reasoning behind these changes and the underlying political
imperatives that drove these changes are described in this thesis. A critique
of the changes is provided in Chapters Six and Seven.
RESEARCH ASSUMPTIONS
The assumptions that informed this research were as follows:


Child abuse and neglect is generally the result of ecological
circumstances that impact on parents’ ability to provide nurturing,
consistent and safe environments for their children



Nurses, as a professional group, are well placed to identify ecological
conditions that may adversely impact on parenting, and to provide
support and interventions to assist parents to provide adequate
parenting



Child and Family Health nurses in particular have the professional skills
to assist vulnerable families and these nurses’ practice roles ensure that
they are the most likely health professionals to have frequent contact
with most new parents in Darwin



Interdisciplinary collaboration between health and social care services
provides the mechanism for holistic and effective service delivery and is
necessary for families vulnerable to problems in parenting their infants
and children
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Aims of the Research
The aim of the research was to inform the development of mechanisms for
CFHNs to mitigate the extent of child abuse and neglect. The objectives of
the study were to:
1. Explore how CFHNs could provide parenting support and interventions to
improve parent-child relationships and family functioning.
2. Identify and inform mechanisms for inter-agency collaborative practices
between CFHNs and child protection workers and other disciplinary
groups in order to support vulnerable families and safeguard children.

Research Questions
The research asked the following research questions:
1. What role do CFHNs in Darwin play in safeguarding children?
2. Do CFHNs in Darwin believe they have a professional role in supporting
vulnerable families and reducing the extent of child abuse and neglect?
3. Does the structure of the NT health and social care public services
support collaborative practice between nurses and other professionals?

Research Approach
With limited empirical research surrounding the role of nurses in safeguarding
children in Australia, and the growing international evidence supporting
nurses’ roles in safeguarding children, this thesis commenced with an
exploratory qualitative study to explore NT nurses’ perceptions of their
Chapter One: Introduction
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contribution to safeguarding children. The findings from this study (see
Chapter Four) or “reconnaissance phase” (Elsey & Lathlean, 2006, p. 176)
provided a number of ‘problem situations’ that could be amenable to change.
Those issues were concerned with organisational, institutional and perceived
legislative barriers to nurses in exercising a role in safeguarding children.

The support of the CEO of the NT Health Department at the time was gained
to address those ‘problem situations’ through participatory action research
cycles. Executives and managers in acute care (midwifery services),
community health (Child, Youth and Family stream), child protection services,
remote health and Aboriginal health services were invited to join a Reference
Group to explore the ‘problem situations’ and authorise an action research
study to address the issues and inform service delivery (see Chapter Five).

When it became clear that the proposed action research cycles were not
progressing, the research plan was modified. An explanatory qualitative case
study (Yin, 2009) was conducted using interviews and document review. This
phase gathered information about the perceptions of leaders/experts in Child
and Family Health and child protection regarding the contribution that CFHNs
could make towards reducing child abuse and neglect. It explored, through
interviews (see Chapter Six) and analysis of relevant documents (see
Chapter Seven), the bureaucratic, institutional and legislative conditions that
influenced health and social care service delivery. The case study explored
what, if any, constraints existed for CFHNs supporting vulnerable families and
if there was potential for the development of interdisciplinary practices
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between CFHNs and child protection workers and other relevant professional
groups. The purposeful sample of documents was relevant to the complex
political and bureaucratic changes that had taken place through the years
2005 – 2011. Selected Commonwealth and NT Government documents as
well as government commissioned Reports and public sector strategic plans,
frameworks and descriptions of services were included.

Phases of the Study
Phase One of the research was an exploratory study that explored with
nurses, involved in the care of children and their families, their perspectives
about their contribution to safeguarding children.

Phase Two of the study investigated the ‘problem situations’ identified by
nurses in Phase One that impacted on their ability to safeguard children.
Action research methods were attempted in this phase with the purpose of
overcoming barriers to nurses, particularly CFHNs, in an enhanced role of
supporting vulnerable families and safeguarding children. Its aim (not
achieved) included informing change in health and social care services’ policy
directions towards interdisciplinary collaborative practices.

Phase Three of the study was conducted to gain an understanding of the
contextual elements that impacted on the failure to enhance CFHNs’
contribution to safeguarding children. It explored with leaders/experts in Child
and Family Health and child protection services their perceptions about the
current (late in 2010) approaches to safeguarding children. It investigated the
Chapter One: Introduction
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potential, within the bureaucratic structure of health and social care services
at the time, of CFHNs to extend their role to supporting vulnerable families
within an interdisciplinary practice model. Additional data relating to policy
directions in health and social care service delivery for parenting support were
obtained from relevant publicly available documents. Documents were drawn
from Australian and NT Government policies and position papers, NT Health
Department documents, relevant independent and government inquiries and
contextually relevant position papers developed to inform NT Child and
Family Health policy.

THESIS STRUCTURE
This chapter introduced the issues surrounding child abuse and neglect from
an ecological framework and situated CFHNs in a role with potential to
safeguard children within this framework. It described the underlying NT
public sector structures designed to improve the health and social care of
citizens, particularly children. Research assumptions, aims and questions
were stated. A brief outline of the three phases of this research was provided.

Chapter Two contains a comprehensive literature review that explores the
nature of child abuse and neglect from an historical, international and national
perspective. The chapter describes an intense and arguably reactive public
and political interest in child abuse and neglect in the NT. It describes the
escalating numbers of children notified to child protection services particularly
in the context of the NT Aboriginal population. It provides information about
preventative strategies and nurses’ involvement in assisting vulnerable
Chapter One: Introduction
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families internationally and nationally. The chapter explores the concept of
interdisciplinary practice as an effective means of providing holistic services
to those families and includes the issue of sharing health information across
disciplinary boundaries.

Chapter Three describes and justifies the methodology and methods
employed in each phase of the study. It describes the methods of data
collection and data analysis in the initial exploratory qualitative study which
was conducted to gain some baseline information about the enablers and
barriers to nurses’ involvement in safeguarding children. It then describes
cooperative inquiry (CI), participatory action research (PAR) and action
inquiry (AI) employed in the second phase of the study. Case study
methodology is described and the collection and analysis of data gathered
from interviews and documents is detailed. Ethical considerations in each of
the three phases are discussed.

Chapter Four presents an exploratory study that investigated nurses’
perspectives about their roles in safeguarding children and assisting
vulnerable families. It focuses on nurses’ understanding of their role in
safeguarding children and the conditions that enabled or inhibited them from
exercising that role. This sub-study was undertaken as the ‘reconnaissance
phase’ of the proposed participatory action research phase to understand the
conditions and barriers that would be amenable to change through action
research cycles.
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Chapter Five outlines the action research phase of the study and explains
why the action research cycles were unsuccessful. It describes the changes
to CFHNs’ service delivery model and explores the extent to which this
enabled CFHNs to assist vulnerable families and safeguard children. A
critique of the use of participatory action research to engage professionals for
the purpose of change and learning is provided.

Chapter Six describes the modification of the study. It presents the interview
component of an explanatory case study that involved leaders/experts in
Child and Family Health and child protection services. The critical analysis
and findings of interviews in this case study helped to explain the continued
barriers faced by CFHNs in Darwin in undertaking a more proactive role in
supporting vulnerable families.

Chapter Seven extends the analysis of data derived from interviews provided
in the previous chapter through the collection and analysis of supplementary
data gathered from relevant documents. This data provided a context for the
complex situation under study (Anthony & Jack, 2009). The chapter outlines
the background to the political and policy environment affecting health and
social care services from a national and local perspective during the course of
this study. It follows a chronological path that provides some explication of the
events and the political policy drivers that influenced Child and Family Health
services in the NT and the role of nurses within that service.
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Chapter Eight draws together and synthesises the main findings of each
phase of the study and places the outcome in the context of political,
bureaucratic and professional perspectives. The drivers for political policy
directions are discussed. Organisational change theory and role theory are
the frameworks used for the analysis. Nursing leadership is discussed in the
context of the linkage between policy development and organisational
change.

Chapter Nine concludes the thesis. It describes the findings of the study from
the perspective of Child and Family Health nursing in the NT. It proposes that
the conditions necessary to enable CFHNs to fully exercise their role in
safeguarding children within a strengths-based, collaborative primary health
care model did not exist in the NT during the period of the study. It suggests
some solutions tied to nursing leadership within the system and structures
within which collaboration could occur. Leadership is required for political and
bureaucratic support and recognition of the skills and expertise of the well
trained and prepared CFHN. The chapter also includes limitations of the study
and recommendations for further study within the NT context.
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CHAPTER TWO

LITERATURE REVIEW

CHAPTER TWO: LITERATURE REVIEW

INTRODUCTION
This chapter begins with an exploration of the nature and extent of child
abuse and neglect, particularly in the Australian context, and includes a broad
historical overview of public concern and governmental responses to the
issue. The chapter outlines Australian state/territory legislation pertaining to
the protection of children and provides information about the application of the
legislation within nursing practice. Included in the review are government
policy documents that provide strategic directions and frameworks for
improving the welfare of children in Australia. The chapter also reviews
relevant international and national academic and empirical literature
surrounding the concept and extent of child abuse and neglect. It explores the
family vulnerability factors associated with child abuse and neglect and the
role of early intervention by CFHNs to support these families. Finally the
chapter presents literature that explores interdisciplinary collaborative
practices and the involvement of CFHNs in such practices to reduce the
extent of child abuse and neglect.

Sources of Literature
Literature included in this review was obtained from a range of sources. A
search of Australian Commonwealth and state/territory Government websites
provided legislation pertaining to child protection and policy directions and
strategic frameworks developed from 2005 - 2011 to address the issue of
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child abuse and neglect. Relevant Australian published papers including
empirical literature, academic papers and position papers written to inform
Australian and state/territory Government policy directions and frameworks
were obtained from Australian and state/territory Government websites and
the Australian Institute of Family Studies (AIFS) website. The AIHW website
provided statistical information about child abuse and neglect within Australia.
A search of academic databases was conducted to uncover literature relevant
to the aims of this thesis, i.e. the inclusion of CFHNs, within an
interdisciplinary framework, in the provision of early intervention strategies to
minimise child abuse and neglect. Databases included Academic Search
Premier, CINAHL, E-Journals, Health Source: Nursing/Academic, Humanities
International Complete, MEDLINE, Psychology and Behavioral Sciences
Collection and SocINDEX. Key words used variously in searches were
vulnerable, at risk, child protection, child abuse OR maltreatment, nurse,
interdisciplinary, australia. Searches were narrowed to the years 1996 –
2011. Literature outlining family and environmental conditions that may
predispose to less than adequate child rearing practices was also explored.
Attention was given to the effect on children of child abuse and neglect from
the perspective of the children themselves and at a societal level.

CHILD ABUSE AND NEGLECT
Historical Overview
Child abuse and neglect is not a new phenomenon. There is evidence that
cruelty towards, and mistreatment of, children has existed throughout history
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(Tomison, 2001). The abhorrence, however, of this phenomenon and
consequent attention to its existence by governments surfaced relatively
recently in the latter half of the 20th century and has had a ‘second coming’
over the past few decades (Tomison, 2001). In his paper, “A history of child
protection. Back to the future?”, Tomison provided a cultural perspective of
the changes in the ways in which societies throughout the ages have viewed
and treated children. He asserted that communities began to consider the
plight of maltreated children in the 19th century prior to any laws being in
place to protect children. He cited the historical case of American child, Mary
Ellen, whose abuse and neglect was taken before a Court under animal
cruelty legislation in 1874. There was no legislation to protect children at that
time. The success of the Court action and concern for children by some
members of the community gave rise to the formation of the Society for
Prevention of Cruelty to Children in the United States of America (USA).
Members of this organisation took their concerns to the United Kingdom (UK)
and eventually saw the enactment of the UK Prevention of Cruelty Act 1889
as a means of protecting children.

According to Tomison (2001), non-government or voluntary services to
protect “abandoned and neglected children” (p.49) had existed in Australia
since the first settlements. However, his historical account of child protection
places the seminal work of Dr. Henry Kempe into child abuse as being the
20th century driver for change in the USA and then globally. Dr Henry Kempe,
a paediatrician, described the Battered-Child Syndrome in an article in the
Journal of the American Medical Association in 1962. This syndrome
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described a pattern of physical injuries inflicted on a baby by repeated beating
by a parent or carer. Media attention to Dr. Kempe’s work raised public
consciousness and led to significant policy and practice change (Sidebotham,
2003). The ‘discovery’ of such patterns of behaviour by some adults towards
children was publicised widely and created public concern (Stagner &
Lansing, 2009). The Australian Government, and governments globally,
responded to the increased public concern by placing ‘child protection’ on
their legislative agendas and funding services to address the problem
(Tomison, 2004).

While child abuse was thought to occur across all socio-economic gradients,
there is increasing evidence that physical abuse and neglect is more likely to
occur in lower socio-economic households (Berger & Brooks-Gunn, 2005;
Brooks-Gunn & Foster, 2009; Jud, Lips, & Landolt, 2010; Sneddon, Iwaniec,
& Stewart, 2010), where education levels are low or where there is family
violence or substance abuse (DiLauro, 2004; Ronan, Canoy, & Burke, 2009).

Australian Context
Lamont (2011) compared 2000 to 2010 child protection data among
Australian states and territories. While she found that some states/territories
recorded a decrease in the number of substantiated reports over the three
years prior to 2010, Lamont suggested that this statistic needed to be viewed
cautiously. She expressed the view that child abuse and neglect is generally
under-reported and therefore exact numbers of children abused may be
greater than the data suggests. Statistics published by AIHW showed that the
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numbers of both child abuse notifications and substantiations of notifications
in the NT were increasing (AIHW, 2011). According to Bromfield and Holzer
(2008), the rise in the number of notifications in Australia over the past
decade can be attributed, at least in part, to the broadening scope of
definitions of child abuse. Where the focus of child protection in the mid 20 th
century was predominantly physical abuse, current definitions have
broadened and now include neglect, psychological harm or emotional abuse,
sexual abuse and witnessing domestic violence (Lamont & Bromfield, 2010).

The conclusion that a rise in reports of child abuse may be linked to changes
in definitions or to media coverage is supported by the literature. Holzer
(2008) undertook a study to determine the pattern of reporting to the
Suspected Child Abuse and Neglect team (SCAN) at the Royal Children’s
Hospital, Brisbane, in the years 1980 - 2005. The results of this study
indicated that increased notifications occurred following the implementation of
new child protection legislation in Queensland which included reporting of
emotional harm and domestic violence involving children. A further finding
was an increase in reports following high profile media coverage of the death
of a child at the hands of his step father in Victoria in 1993. Lamont and
Bromfield (2010) cited this case and the ensuing media coverage as the
instigator of mandatory reporting of child abuse in Victoria.

Higgins and Katz (2008) provided an account of the systemic difficulties
facing child protection agencies across Australia coming in part from the
instigation of mandatory reporting. These authors questioned the “risk-averse
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and bureaucratised processes” (p. 48) which directed child protection workers
into forensic investigations of reported child abuse and neglect and led to a
lack of engagement with families. They also identified a lack of resources for
preventative services. In addition they were critical of mandatory reporting
and stated that it “…is no longer serving its purpose because it merely
inundates the statutory child protection system with inappropriate referrals” (p.
48). These authors claimed that overburdening the resources of child
protection agencies had led to raising the threshold for investigation. While
mandatory reporting of child abuse has been ‘blamed’ for the exponential
increase in child abuse reports, and therefore the inability of child protection
services to investigate those reports in a timely manner, all states and
territories in Australia now have the inclusion of mandatory reporting in their
child protection legislation (see Table 1, pp. 31 - 34).

Although the usefulness of mandatory reporting has been questioned by
some authors (see for example Melton, 2005), according to Higgins,
Bromfield, Richardson, Holzer and Berlin (2010) the benefits of mandatory
reporting are both symbolic and practical. Legislated mandatory reporting
provides a demonstrated recognition of the seriousness of child abuse and
neglect and has the effect of enforcing otherwise reluctant professionals and
public alike to report concerns to the statutory authority.

Lamont and Bromfield (2010) provided an account of the changing patterns in
approaches to families at risk of harming their children in the years from 1960
to the early 2000s. They noted that, although there is a move towards a public
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health model of service delivery and recognition of the benefits of early
intervention for vulnerable families, “statutory child protection services in each
state and territory continue to struggle to meet demand” (p. 6).

Across Australia, Aboriginal children have been consistently over-represented
in child protection statutory notifications and substantiations of those reports
(Berlyn, Bromfield, & Lamont, 2011). Despite this fact, these authors
suggested that the actual occurrence of harm to these children may be underreported for a variety of reasons. These include distrust, based on historical
events, of government agencies, lack of knowledge about what constitutes
child abuse and neglect, and fear of retribution by the perpetrator. Lack of
English language skills to communicate issues and understand their legal
rights and the availability of services compound these problems. These
authors outlined some underlying causes of child abuse and neglect within
this marginalised population and focused attention on community dysfunction
caused by substance abuse, family violence, availability of pornography and
overcrowded housing conditions.

In May 2008 the Australian Government published a discussion paper,
“Australia’s Children: Safe and Well”, outlining a national approach to child
protection (Department of Families, Housing, Community Services and
Indigenous Affairs, 2008). The paper recognised the increasing numbers of
children whose abuse/maltreatment is substantiated. It called for a
coordinated approach across government agencies such as health,
education, justice and housing and non-government organisations (NGO) with
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an emphasis on prevention and support for vulnerable families. The national
Framework for Protecting Australia’s Children 2009-2020 was developed from
this discussion paper and all states and territories agreed to and signed the
document. The ‘Framework’ acknowledges the social determinants of health
and the complex socio-economic, political and cultural factors that may
interfere with parents’ abilities to care for their children. It supports a public
health model to address the needs of children:
Just as a health system is more than hospitals so a system for
the protection of children is more than a statutory child protection
service (Council Of Australian Governments, 2009, p. 7).

Northern Territory Context
While there is limited empirical literature that explores child abuse and neglect
in the NT, the issue has been a highly sensitive topic for the NT Government.
This was exacerbated by the 2006 television exposure of a Central Australian
judge’s allegations of rampant child sexual abuse in remote Aboriginal
communities (Jones, 2006). Since that time there have been frequent adverse
media articles, a consequent raising of public awareness and several
investigations into the NT child protection system (see Chapter 7). The gap in
child abuse/protection research in the NT is significant considering the large
Aboriginal population and the over-representation of Aboriginal children in
child abuse notifications (AIHW, 2011). According to Silburn, Robinson et al.
(2011), 40% of births in the NT in 2009 were to Aboriginal mothers.
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Like other jurisdictions in Australia, the NT legislation for protecting children
includes mandatory reporting of suspected or actual child abuse and neglect.
Mandatory reporting of children who witness domestic or family violence was
legislated in 2009 in the NT. The reporting of domestic violence in the
presence of children to the child protection agency may be one of the factors
in the increase of child abuse notifications in the NT jurisdiction. Unlike most
other jurisdictions, the NT legislation obliges all citizens, not just
professionals, to report child abuse and neglect therefore increased public
awareness of such issues due to media coverage of child protection inquiries
may also have been influential in the increased number of child abuse reports
in the NT (AIHW, 2011).

STATE/TERRITORY CHILD PROTECTION LEGISLATION
Legislation pertaining to the safety of children and young people is
state/territory based and varies across Australia. While the broad principles
underlying each state and territory’s legislation are similar in intent, there are
some significant differences particularly in the identification of mandated
reporters and the harm types that are to be reported (see Table 1, pp. 31 34). Registered nurses are mandated reporters in all states and territories,
however the types of harm to be reported vary and the age of the child in
whom harm is suspected differs across the states and territories.

Legislation across the states and territories generally considers children and
young people between the ages of birth to under 18 years for the purposes of
mandatory reporting. There are some exceptions, however, to this
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requirement. New South Wales, Queensland, Victoria and Tasmania include
unborn children. In New South Wales mandatory reporting does not apply to
young persons aged 16 to 17 years of age.

While the legislation across Australia broadly includes the same types of
harm, there are differences in the harm types that apply to mandatory
reporting and the categories of people/professionals who are identified as
mandatory reporters. Pertinent to this literature review are the harm types
which registered nurses are mandated to report. In New South Wales,
Tasmania and the NT, exposure to domestic or family violence is included in
the harm types to be reported by registered nurses. Physical, sexual,
emotional/psychological abuse and neglect are included in mandatory
reporting by registered nurses in New South Wales, Queensland, South
Australia, Tasmania and the NT. Victoria and the Australian Capital Territory
include only physical abuse and sexual abuse as the harm types mandated to
be reported by registered nurses and in Western Australia the only harm type
for registered nurses to mandatorily report is sexual abuse. In that jurisdiction
other professionals and particular employee groups are mandated to report
the other harm types.

The following Table contains a compilation of state and territory Acts for
protecting children.
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Child
Protection
Act 1999

Children,
Youth
and Families
Act 2005

Queensland

Victoria
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Children and
Young
Persons
(Care
and
Protection)
Act 1998

Act

NSW

Territory

State/

An employee who delivers:
1. Health care
2. Welfare
3. Education
4. Children’s services
5. Residential services
6. Law enforcement
wholly or partly, to children, and
7. Managers of those services
1. An authorised officer, employee of the Department
of Child Safety who is involved in administrating the
Child Protection Act 1999
2. A person employed in a departmental care service
or licensed care service who becomes aware of, or
reasonably suspects harm to, a child in the care of a
departmental care service or a licensee.
3. Staff of the Commission for Children and Young
People and Child Guardian
4. Doctors or registered nurses who become aware, or
reasonably suspects during the practice of his or her
profession that a child has been, is being or is likely to
be harmed
1. Doctors and nurses
2. Police
3. Primary and secondary school
teachers and principals

Mandated Reporters

Table 1: State/Territory Child Protection Legislation

Physical or Sexual abuse

Physical, Psychological or
Emotional abuse, Neglect.
Sexual abuse or exploitation

Physical abuse, Sexual abuse,
Psychological abuse
Neglect, Carer concerns
Exposure to family violence
NB: not mandatory to report
concerns about children 16 – 17
years of age

Types of Child Abuse
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Under 18 years
Includes
unborn
children

Under 18 years
Includes
unborn
children

Under 18 years
Includes
unborn
children

Age range

Western
Australia
Family Court
Act
1997
(WA)
Child Care
Services
Regulations

Western
Australia
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Children and
Community
Services Act
2004 (WA)

Children’s
Protection
Act 1993

Act

South
Australia

Territory

State/

Physical abuse, Sexual abuse,
Neglect

Licensed providers of child care or outside-schoolhours care services

Sexual abuse

Under 18 years

Physical abuse, Sexual abuse
Emotional abuse, Psychological
abuse, Neglect

Doctors; nurses and midwives; teachers; and police
officers

Under 18 years

Age range

Physical abuse, Psychological
or Emotional abuse, Neglect,
Sexual abuse

Types of Child Abuse

4. Family Court or Federal Magistrates Court
personnel
1.Health professionals: doctors, pharmacists,
registered or enrolled nurses, dentists, psychologists
2. Police officers; community corrections officers
3. Social workers
4. Teachers
5. Family day care providers
6. Employees/volunteers in a government department,
agency or instrumentality, or a local government or
non-government agency that provides health, welfare,
education, sporting or recreational, child care or
residential services wholly or partly for children
7. Ministers of religion (with the exception of
disclosures made in the confessional); employees or
volunteers in a religious or spiritual organisations
Court personnel; family counsellors; family dispute
resolution practitioners, arbitrators or legal practitioners
representing the child's interests

Mandated Reporters
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Physical abuse, Sexual abuse

Physical abuse, Sexual abuse
Emotional/Psychological abuse,
Neglect, Exposure to family
violence

1. Registered medical practitioners; nurses; dentists,
dental therapists or dental hygienists
2. Registered psychologists
3. Police officers; probation officers
4. Principals and teachers in any educational institution
5. Persons who provide child care or a child care
service for fee or reward; persons concerned in the
management of a child care service licensed under the
Child Care Act 2001
6. Any other person who is employed or engaged as
an employee for, of, or in, or who is a volunteer in, a
government agency that provides health, welfare,
education, child care or residential services wholly or
partly for children
7. An employee of an organisation that receives any
funding from the Crown for the provision of such
services; and any other person of a class determined
by the Minister by notice in the Gazette to be
prescribed persons
A person who is:
1. A doctor; a dentist; a nurse; an enrolled nurse; a
midwife
2. A teacher at a school; a person providing education
to a child or young person who is registered, or
provisionally registered, for home education under the
Education Act 2004;
3. A police officer
4. A person employed to counsel children or young
people at a school
5. A person caring for a child at a child care centre; a
person coordinating or monitoring home-based care for
a family day care scheme proprietor
6. A public servant who, in the course of employment

Children,
Young
Persons and
their Families
Act 1997

Children and
Young
People Act
2008 (ACT)

Types of Child Abuse

Mandated Reporters

Act
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Australian
Capital
Territory

State/
Territory
Tasmania

Under 18 years
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Under 18 years
Includes
unborn
children

Age range

Care
and
Protection of
Children Act
2008

Northern
Territory
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Act

State/
Territory

Registered health professionals

All citizens in the jurisdiction

as a public servant, works with, or provides services
personally to, children and young people or families
7. The public advocate
8. An official visitor
9. A person who, in the course of the person's
employment, has contact with or provides services to
children, young people and their families and is
prescribed by regulation

Mandated Reporters

Physical abuse, Psychological
or Emotional abuse, Neglect,
Sexual abuse or exploitation,
Exposure to domestic violence
Sexual abuse

Types of Child Abuse
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Under 13 years
Aged 14 – 15 years
where the offender
is greater than 2
years older

Under 18 years

Age range

FAMILY VULNERABILITY FACTORS
In order to reduce the incidence of child abuse and neglect, it is necessary to
understand the underlying causes and, where possible, institute interventions
that are aimed at ameliorating the circumstances and conditions that underlie
the problem. Tracing the history of child abuse and efforts to protect children
has shown an element of cultural and societal changes across the centuries
towards a more child friendly society (Tomison, 2001). More recently, though,
the social gradient has widened in Australia and other developed countries
which have a neo-liberal political and economic structure (Li et al., 2008).
There is evidence of increasing incidences of child abuse and neglect as a
consequence of poverty, homelessness, teenage pregnancy, domestic
violence, substance abuse and mental health issues (O'Donnell, Scott, &
Stanley, 2008; Oliver, Kuhns, & Pomeranz, 2006). While the wealth of
developed countries has increased, the focus has been on individual gain
rather than improving social systems and Li et al. (2008) state that, in neoliberal societies, “services in public health, welfare and education seem to fail
to deliver effectively for those at highest risk” (p. 71).

The potential for intergenerational transmission of child abuse and neglect
has been documented. Renner and Slack (2006) conducted a longitudinal
study of 1,899 adults who were receiving Temporary Assistance for Needy
Families welfare benefits in Illinois, USA. Their findings suggested an
increased risk of child abuse and neglect in those families where the mother
was abused in childhood. A further longitudinal study conducted in the UK by
Sidebotham and Heron (2006) also concluded that the risk of child abuse and
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neglect was increased where parents had experienced adverse childhood
experiences. Their findings suggested, though, that
...the impact of childhood history of abuse is mediated
through its effects on age at parenting, educational
achievement, a psychiatric history, and the influences of
poverty (p. 512).

According

to

Dixon,

Browne

and

Hamilton-Giachritsis

(2009),

the

intergenerational transmission of child abuse and neglect has been
overstated. In their quantitative comparative study with a cohort of 42 families,
it was found that only 6.7% of families where there was a history of parental
childhood abuse went on to abuse their own children. Breaking the cycle of
abuse was attributed to the presence of protective factors such as financial
security and social support even where risk factors of parental depression,
family violence, young age, substance abuse and poor parenting styles were
present. Dixon et al. (2009) acknowledged that a limitation of their small study
was that it only studied the families for the first year following the birth of the
child.

The Dixon et al. (2009) study supported the findings by Stanley, Tomison and
Pocock (2003) for the general (non-Aboriginal) population, however Stanley
et al. discussed the high intergenerational transmission of family violence,
substance abuse and child abuse and neglect in Aboriginal families. Stanley
et al. (2003) made the point that this destructive problem has its underpinning
in socio-economic, political and historical circumstances of this population
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rather than in individual pathology. Substance abuse, poor mental health,
domestic violence, low educational attainment, lack of social support and
poverty have been identified by a number of researchers in Australia and
elsewhere as risk factors for poor parenting and child abuse and neglect (see
for example Buckley, Whelan, Murphy, & Horwath, 2007; Mikton & Butchart,
2009; O'Donnell et al., 2008).

Within the NT there are many ecological factors that contribute to poor
parenting and impede a nurturing, secure and predictable environment for
infants, toddlers and children. Aboriginal parents are more vulnerable due to
adverse

childhood

experiences,

socio-economic

disadvantage,

young

parental age and cultural marginalisation (Stanley et al., 2003). The relatively
high proportion of Aboriginal people in the NT, and their concomitant
disadvantage and high level of early age pregnancy (Silburn, Robinson, et al.,
2011) presents particular challenges for safeguarding Aboriginal children in
this region.

There is the likelihood that some non-Aboriginal families in the NT may be
challenged by social isolation, for example women whose partners work away
from the family home for extended periods, such as those working in mining
or who are members of the Defence Force. Schaeffer, Alexander, Bethke and
Kretz (2005) undertook a quantitative study to identify predictors of child
abuse potential in American military families. The finding of interest to this
thesis, since there is a large contingent of military families living in Darwin,
was that the mothers in the study were adversely affected by low social
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support which could be attributed to the reality of military life that sees
partners absent through deployment to other regions.

PREVENTION OF CHILD ABUSE AND NEGLECT
The total eradication of child abuse and neglect could well be seen as an
elusive dream, but researchers, policy makers and professionals alike
continue to work towards explaining this phenomenon and implementing
strategies to reduce its occurrence. Data from empirical literature from the
USA, the UK and New Zealand has suggested that early intervention through
a strengths-based and partnership model of service delivery can successfully
reduce child abuse and neglect (see for example Egan & Yarwood, 2010;
Kirkpatrick, Barlow, Stewart-Brown, & Davis, 2007; Naughton & Heath, 2001;
Olds, Sadler, & Kitzman, 2007; Thomas, 2007). A broad range of early
intervention programs including parenting programs delivered in a variety of
settings, and home visitation, particularly when provided by specifically
trained nurses, have been shown to improve parent-child interactions and
increase the ability of parents to provide developmentally appropriate and
nurturing environments for their children (Howard & Brooks-Gunn, 2009;
Olds, Robinson, Pettitt, Luckey, Holmberg, Ng et al., 2004).

Effectiveness of Early Intervention Programs
There is continuing debate about the skill level and qualifications required of
home visitors in early intervention services. Whipple and Whyte (2010)
evaluated the effectiveness of a Healthy Families America program delivered
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in a county in the USA. This program used paraprofessional7 family support
workers who were supervised weekly by a credentialed Public Health Nurse
or Social Worker and received further skills development bi-monthly. These
authors reported positive results for the program although were cautious
about the results due to the small numbers of families involved and the lack of
a comparison group. Olds (2007) summarised the findings from Nurse-Family
Partnership programs in Elmira, Memphis and Denver in the USA. The
Denver program included paraprofessionals as home visitors as well as
nurses. Olds concluded that program participants visited by nurses showed
greater improvements in a range of outcome measures than those visited by
paraprofessionals.

Researchers point to the difficulties in evaluating home visiting programs (see
for example Whipple & Whyte, 2010) but generally results to date have been
promising. The effectiveness of programs that include home visitation by
nurses to prevent child abuse has been supported by MacMillan, Thomas,
Jamieson, Walsh, Boyle, Shannon and Gafni (2005). These authors,
however, found in a randomised controlled trial that nurse home visiting was
less effective where families had previously maltreated their children. Barlow,
Stewart-Brown, Callaghan, Tucker, Brocklehurst and Davis (2003) described
the development of a new home visiting service in the UK for vulnerable
families. These authors derived nine core features of successful home visiting
interventions from a review of empirical literature. One core element was
7

The term ‘paraprofessional’ is used to describe “a person who is not fully qualified in a

profession, but who helps qualified professionals with their work” (Collins English
Dictionary).
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program delivery by professionals, namely specifically trained Health
Visitors8.

Psycho- Social Cost of Child Abuse and Neglect
It has been shown that the costs to society are high when children do not
experience adequate parenting. Mikton and Butchart (2009) stated that there
was evidence to support the view that “...child maltreatment has strong, longlasting effects on brain architecture, psychological functioning, mental health,
health risk behaviours, social functioning, life expectancy and health-care
costs” (p. 353).

Bromfield, Gillingham and Higgins (2007) used case study methodology to
investigate a family that was the subject of twenty two (22) child abuse
notifications and four (4) substantiations of notifications in an eight year
period. This case study was one of six in a larger project to investigate the
characteristics and predictors of single episodes of child abuse and neglect
and repeated episodes that constitute chronic maltreatment. They described
‘cumulative harm’ which occurs where a child is subjected to on-going child
abuse and neglect. Their paper drew on the science of neurobiology and the
way in which individuals react to stressful situations. They postulated that
where there are repeated episodes of maltreatment, even at low to moderate
levels, the architecture of the child’s brain can be affected by this environment
of “toxic stress” (2007, p. 35). They cited previous literature, for example
Shonkoff and Phillips (2001), that found “toxic stress” can lead to
8

Health Visitors are nurses who are close in orientation and skill to Australian CFHNs.
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developmental delay and behavioural problems. In the case study reported by
Bromfield et al., the child who was the subject of the abuse was assessed by
a doctor after three years of chronic maltreatment. The doctor reported that
the child was exhibiting signs of psychological trauma and behavioural
problems. The authors suggested that the workload of child protection
workers and their concentration on more severe cases limited the extent to
which those workers could assist clients who did not meet the statutory
threshold. They concluded by questioning the suitability of child protection
services being involved in cases of low to moderate maltreatment. Implicit in
their conclusion was that different professional groups or services were
required to assist in these cases, however they did not name specific
professionals or services.

Economic Cost of Child Abuse and Neglect
Protecting children is paramount to future societal and individual well-being
but a pragmatic reason for reducing the incidence of child abuse and neglect
is the economic cost of this tragedy for children. According to Bromfield,
Holzer and Lamont (2011), direct costs involved in the operation of child
protection services in Australia in 2009 – 2010 were in excess of $2.5 billion.
These authors calculated that the expenditure per child aged between 0 – 17
years in child protection services and out-of-home care in Australia in 2009 –
2010 ranged from $362 in Victoria to $938 in the NT. In addition to the direct
costs, according to these authors, indirect costs of the result of child abuse
and neglect are significant. These indirect costs are associated with poor
outcomes for children who have suffered abuse and/or neglect leading to
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future drug and alcohol abuse, mental illness, poor health, homelessness,
juvenile offending, criminality and incarceration. While it is not possible to
precisely quantify the amount of money spent on prevention of child abuse
and neglect, Bromfield et al. (2011) estimated that the amount spent across
Australia in 2007 – 2008 was approximately $1.16 billion.

Defining ‘Good Enough’ Parenting
Bromfield et al. (2007) claimed that even low level chronic maltreatment can
cause significant psychological and physical developmental problems for
children. A distinction, though, needs to be made between what is ‘adequate’
parenting and what types of parenting styles and behaviours may predispose
to chronic maltreatment or neglect. “Almost anyone can become a father or a
mother with complete legal and social sanction. The amazing fact is that
families turn out as well as they do” (Fleck, 2006, p. 561).

According to Hoghughi and Speight (1998) the concept of ‘good enough’
parenting originated in the work of Winnicott who recognised that it was not
useful or realistic to expect parents to be ‘perfect’. Hoghughi and Speight
defined ‘good enough’ parenting as:
…a process that adequately meets the child's needs,
according to prevailing cultural standards which can
change from generation to generation. Of course all
children need physical care, nutrition, and protection.
Over and above these basics, the child's emotional needs
can be regarded under the following three headings:
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(1) love, care, and commitment; (2) consistent limit
setting; (3) the facilitation of development (p. 294).

A further definition of ‘good enough’ parenting has been provided by Taylor,
Lauder, Moy and Corlett (2009) who described ‘good enough’ parenting as
that which “requires the setting of boundaries, consistency, unconditional love
and most importantly, putting the child’s needs first” (p. 1180).

Hoghughi and Speight (1998) outlined the political and public concern about
the increasing rate of crime, violence and delinquency in the UK and the
generally punitive political response. They explored the influence of child
rearing on the future behaviours of children and concluded that enabling
parents to develop skills in ‘good enough’ parenting is a cost effective and
necessary ingredient in establishing healthier communities and decreasing
crime rates.

Collection and Interpretation of Child and Family Data
‘Good’ would imply a corresponding ‘bad’. As Taylor et al. (2009) stated, there
is a potential for nurses, as a professional group, to assess the
appropriateness of parenting using a narrow range of negative factors that
also allow bias based on one’s own values and cultural orientation to interfere
with professional judgment. This view is supported by Munro from the
Department of Social Policy, London School of Economics and Political
Science. Munro (2005) challenged the benefits of electronic databases in the
UK used for the collection of information about children and their families
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known to health and social care services. The databases that Munro
investigated were the Information Sharing and Assessment database (ISA)
designed to collect information from a range of professionals whenever they
had contact with any child in the UK, and the Integrated Children’s System
(ICS) which was designed for collecting information about social work
interventions in cases of alleged or actual child abuse. Her argument was that
information sharing through electronic databases may not be the panacea
expected. She contended that there needed to be a more objective and
critical interpretation of information collected by professionals. “Relying too
much on one’s own experience will lead you to overestimate the abnormality
of other families” (Munro, 2005, p. 380).

Munro (2005) also saw a challenge when interpreting information about
families from different cultures. Her point was that a different level of
interpretation may be made because there is “a reluctance by professionals to
make an adverse judgement in case they are seen as racist” (p. 381). This
author noted that a health worker’s assessments of a child’s behaviour,
including signs that the child may be experiencing some distress, may be
more accurate than a social worker’s assessment because of the health
worker’s extensive experiences and professional role. Munro also noted that
generally there will be ambiguity when determining where the child and family
are on the continuum of ‘good parenting’, ‘poor parenting’ and child abuse (p.
381).
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A Public Health Model for Prevention of Child Abuse and Neglect
Understanding the common risk factors for child abuse, particularly physical
abuse and neglect, enables a high level strategic view of and policy
development towards the societal conditions that decrease the risk of such
maltreatment. Wulczyn (2009) undertook an epidemiological study of child
abuse incidences in the USA and made the point that “the dynamics of local
communities would appear to influence parenting behaviour” (p. 45). This
author also found that certain parental and family characteristics such as
poverty and substance abuse placed these families at greater risk of child
abuse. There was also evidence of compounding effects:
Substance-abusing parents are more likely to struggle
with co-occurring problems such as domestic violence,
single parenthood, poor education, depression, and the
need for cash assistance, all of which influence the
propensity to maltreat in one way or another (Wulczyn,
2009, p. 56).

Poor educational attainment of parents and low maternal age at first birth
have been shown to increase the risk of child abuse (see for example Adams,
2005; Balbernie, 2002). One could then argue that by providing the means for
young people to complete a secondary school education and avoid
pregnancy during teenage years, there may be a decrease in the number of
child protection notifications. Likewise it could be argued that, if the number of
people abusing alcohol and other drugs were to be reduced, there would also
be a reduction in child abuse and neglect. According to Dawe, Harnett and
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Frye (2008), “any attempt to improve outcomes for children needs to be
viewed within a wider social context” (p. 2). Their paper was focused on the
potential for child abuse where the caregivers are substance abusers. They
discussed the social disadvantages and exclusion experienced by this group.
The authors stated that substance abusers are more likely to live in
communities that lack facilities and services which support social inclusion of
the community members. They argued that there is a need for Australian
Government policy to ensure that drug prevention programs include the
needs of children in these families.

A national survey, Dropping Off the Edge, was conducted in 2007 across
2,140 locations in Australia to quantitatively measure community members
against twenty five (25) indicators of social disadvantage.
The Dropping off the Edge findings convey a picture of the
especially damaging consequences of limited education,
deficient labour market credentials, indifferent health and
disabilities, low individual and family income, and engagement
in crime. Localities with markedly high rankings on these and
other forms of disadvantage are areas where confirmed child
maltreatment is also likely to be high (Vinson, 2009, p. 3).
Decreasing poverty, improving housing availability, identifying and providing
treatment to parents with mental illness and developing societies that share in
a communal approach of care to one another could also play a role in
decreasing the level of child abuse and neglect in those societies. It is the
reported aim of all levels of government to implement policies towards these
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goals, however there is limited evidence of the success of such policies. The
exponential rise in notifications of child abuse and neglect suggests that
population level change is a difficult and slow process. There will inevitably be
groups within any society that remain vulnerable to unfavourable conditions
and for whom individually focused attention is required to assist them in
reaching a level of satisfactory experiences.

Daro and Dodge (2009) investigated five community level programs in the
USA aimed at reducing child abuse and neglect. They argued that identifying
parental risk factors for child abuse and providing individually focused
services to increase parental child rearing capacity may be insufficient to
effect sustainable change in parenting behaviours and asserted there is a
need to “…build communities with a rich array of formal and informal
resources and a normative cultural context that is capable of fostering positive
child and youth development” (Daro & Dodge, 2009, p. 68).

Building community capacity to improve parenting skills and reduce the level
of family dysfunction relies on government policies that support families,
encourage economic stability and view the health of children as interwoven in
the fabric of the community in which the children live (Adema & Whiteford,
2008). The National Public Health Strategic Framework for Children 2005 –
2008 gave recognition to a public health approach in the goal of improving the
health and well-being status of children in Australia:
The environments we build and live in also have major
influences on children’s health, development and wellbeing.
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Healthy economic, social and physical environments promote
the health of children by providing them with easy access to
healthy places to live, play, learn and interact with others
(National Public Health Partnership, 2005, p. 19).
Lamont and Bromfield (2010) gave an account of the history of child
protection and outlined the movement within Australia that has moved from a
legalistic framework towards a public health model recognising “...[t]hat
protecting children is everyone’s business and that parents, communities,
governments, non-government organisations and businesses all have a role
to play” (p. 6). The public health approach described by Lamont and
Bromfield (2010) gave recognition to universal health and education services
for all families, secondary services where risk factors for child abuse and
neglect are identified and tertiary services available for families where abuse
has occurred. O’Donnell et al. (2008) discussed population-based universal or
primary interventions consisting of community level strategies in the health,
education and welfare areas. For example, they stated that the welfare sector
has a role in support strategies such as the provision of affordable housing
and accessibility to low cost child care; implementation in the education
sector of universal programs that support children and their families in the
school environment; and, in relation to this thesis, the authors noted the
benefits of free government funded services in the form of ‘maternal and child
health’ clinics.

The rationale for identifying, supporting and increasing the capacity of
vulnerable families to provide developmentally appropriate, safe and nurturing
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environments for their children is clear. It is recognised globally that some
families do not have the capacity, unaided, to provide ‘good enough’
parenting. Their vulnerability is the result of certain characteristics,
behaviours, past experiences and/or present circumstances. When parenting
is poor, there is the likelihood that children may not reach their full potential,
may suffer harm or may not develop into well-adjusted members of the
society. There is a growing body of evidence in the field of neuroscience that
explicates the disruption to neural pathways in infants and toddlers who are
exposed to excessive levels of physical, emotional and environmental stress
(see for example Bales, Boyce, Heckman, & Rolnick, 2004; Bromfield et al.,
2007; Bromfield & Miller, 2007; Shonkoff, 2010).

ROLE OF NURSES IN SAFEGUARDING CHILDREN
There is abundant international literature pertaining to nurses’ involvement in
child protection. There was a plethora of literature within the nursing context
from the UK following the Lord Laming Inquiry in 2003 into the death of
Victoria Climbié. Victoria, an eight year old, was the victim of continual abuse
leading to her death. Although she had been seen by many health
professionals, including nurses, in the months prior to her death, appropriate
action regarding the probability of abuse was not taken (Robshaw & Smith,
2004; Smith, 2003a, 2003c). Nurses were criticised for failing to adequately
document her physical condition when she presented to two hospitals
(Paediatric Nursing News, 2003). The Inquiry found that health professionals’
lack of communication, as well as assumptions about what colleagues were
doing for Victoria, led to inaction by all and her subsequent death (Joughin,
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2003). Among the recommendations from the Inquiry was the need for
interdisciplinary approaches to the care of children (Smith, 2003c).

Since the Victoria Climbié case there has been a growing recognition by both
government and nursing leaders in the UK of the substantial contribution that
nurses can make in safeguarding children. McDougall (2008) discussed the
role of nurses in safeguarding children and referred to a review by the UK
Chief Nursing Officer which “challenged nurses to shed aspects of traditional
practice that fail children and constrain the nursing contribution to
safeguarding children” (p. 14). The author concluded that, for nurses to adopt
practices that include safeguarding vulnerable children, there needed to be a
cultural change which was championed by inspirational nurse leaders.

Appleton (1996) conducted a study which investigated the Health Visitor’s
role in safeguarding children in families with assessed vulnerabilities. The
author made note of the role conflict faced by these Health Visitors through
their concurrent support role and monitoring role. The Health Visitors
interviewed in this study believed that without their interventions, many more
children would be at risk of abuse; however they were generally frustrated
that their work in this area was not recognised. The seeming dichotomous
nature of the roles of support and surveillance that nurses working with
families face has been identified elsewhere in the literature. Marcellus (2005)
outlined the need for Public Health nurses in America (similar to the CFHN
role in Australia) to develop an understanding of relational ethics in order to
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both support vulnerable families and attend to their obligations of reporting
child abuse and neglect. She contended that
...marginalized families are at further risk of oppression
because contemporary notions of empowerment and
partnership may be incompatible with working with
parents who feel uncomfortable under surveillance in
home visiting situations (2005, P. 419).

Egan and Yarwood (2010) described an early intervention home visiting
program provided by specially trained registered nurses in New Zealand. The
program, Early Start, was initially developed in 1995. They stated that
randomised controlled trials to evaluate the program showed improvements
for participant families in the following areas:
 child behaviours
 decreasing numbers of accidents leading to hospital
admission
 reduction in harsh parenting practices and child assaults
 more encouraging and affirming parenting practices (2010, p. 19).

O’Donnell et al. (2008), in their argument for developing a public health
approach to protecting children, suggested there is a need “to broaden the
paediatric surveillance role of nurses to encompass parental emotional and
social well-being” (p. 329). They suggested that early identification of
vulnerable families and referral of those families to secondary services such
as nurse-led home visiting programs can be effective in reducing child abuse.
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While there are a number of nurse home visiting programs in Canada, USA,
UK and Australia, there have been limited rigorous evaluations conducted.
The exceptions to this are the Nurse Family Partnerships program in the USA
and Early Start in New Zealand (Gonzales & MacMillan, 2008). Both of these
programs are staffed by nurses who have received specialist, program
specific training.

A sustained nurse home visitation program, the MESCH Trial (Kemp, Harris,
McMahon, Matthey, Vimpani, Anderson, & Schmied, 2008) was conducted in
New South Wales, Australia. This randomised controlled trial employed
CFHNs who had received additional education and on-going supervision to
deliver the program. The program was developed within an ecological
framework and with a strengths-based approach. Eligible mothers were
recruited from an ‘at risk’ cohort determined by midwives at a public hospital
antenatal clinic. The women in the intervention group received antenatal then
postnatal visits until the child’s second birthday. Continuity of care was
maintained by ensuring the same CFHN attended each visit. This trial
provided scope to explore the experiences of CFHNs involved in the trial
(Kardamanidis, Kemp & Schmied, 2009). According to these authors,
relationship building and trust between the client families and the CFHNs in
the trial were strongly supported through the time available during visits and
ensuring that women had the same nurse present at each visit.
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Nurses and Child Protection in Australia
While journal articles and books regarding child protection and child abuse
abound, there is a paucity of Australian research examining the role of the
CFHN in this tragedy for children and their families. A study by Nayda (2002)
about the decision-making processes of South Australian community-based
nurses in reporting of child abuse concluded that nurses are constrained by a
number of factors including negative perceptions of the services that may be
offered to a family following a child abuse report. They were also concerned
about the potential damage to their therapeutic relationship with the family
and preferred to offer support to the family as a first step. Nayda (2004)
investigated the practices of Emergency Department and Paediatric
Department nurses at two acute care facilities and found that they were
reluctant to take a proactive position in identifying, documenting and reporting
suspected child abuse. This apparent reluctance appeared to be associated
with their subservient role within the organisation, rules and protocols within
the organisation and the socialisation of new staff to these rules. Further to
this Nayda (2005) outlined constraints mitigating nurses’ ability to report
suspected child abuse as lack of educational preparation, organisational
structures, perception of potential damage to the nurse-patient relationship,
and their relationships with other professionals.

A 2009 literature review exploring nurses’ attitudes to reporting child abuse
and neglect found that one of the barriers to reporting was the lack of
standardised and mandatory child protection education in undergraduate and
postgraduate nursing courses (Piltz & Wachtel, 2009). This educational deficit
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was also identified by Parry, Maio-Taddeo, Arnold and Nayda (2009) whose
investigation was commissioned by the Australian Centre for Child Protection.
The aim of the first phase of their study was to map the educational content of
undergraduate and postgraduate nursing and midwifery courses in Australia
for inclusion of child abuse and neglect content. The study recognised nurses’
and midwives’ roles in identifying and reporting child abuse, but it also
highlighted the need for nurses to be involved in early intervention to support
vulnerable families. A public health approach to the growing levels of family
dysfunction fits within the professional role of nurses, particularly CFHNs, but
research findings in the study by Parry et al. (2009) outlined some of the
perceived barriers to this model, particularly the lack of educational and
training opportunities.

Briggs, Ryan, Brown, Gray, Fowler and Homer (2010) undertook a project to
develop curriculum standards for safeguarding children to be incorporated in
pre- and post-registration nursing and midwifery courses. This project was
also sponsored by the Australian Centre for Child Protection. The project
standards, informed by an extensive literature review, included the need for
interdisciplinary collaboration and effective interpersonal communication. This
is reflected in core value 11 of the recommended curriculum standards: “An
interdisciplinary/multi-agency approach to nurturing and protecting children is
necessary for optimal care” (Briggs et al., 2010, p. 8).
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INTERDISCIPLINARY COLLABORATIVE PRACTICE
There is increasing international literature that describes and supports the
benefits of interdisciplinary collaboration in addressing both the factors
underlying child abuse and neglect and the interventions applied to
ameliorate the problem (see for example Howarth & Morrison, 2007;
Pecukonis, Doyle, & Bliss, 2008). There are two publications, the Journal of
Interprofessional Care and the Journal of Integrated Care, devoted to the
concept of interdisciplinary collaboration.

There is limited empirical literature, however, that has examined and
evaluated examples of interdisciplinary practice. Factors that influence the
effectiveness of interdisciplinary collaboration include the extent to which
collaborating professionals have been prepared to work across disciplinary
boundaries and the ability to share information.

Interdisciplinary Training
Much of the literature around interdisciplinary practice concerns the need for
inter-professional education to support the development of interdisciplinary
teams (see for example Dacey, Murphy, Anderson, & McCloskey, 2010;
Mann, McFetridge-Durdle, et al., 2009; Mann, Sargeant, & Hill, 2009; Wilcock
& Janes, 2009). There is limited literature, however, in the Australian context
that includes the involvement of nurses in interdisciplinary collaborative
practices. Literature that has been selected for this review includes issues of
interagency training, sharing of information, professional boundaries and
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working across bureaucratic silos. Of significance to this thesis was
Recommendation 12.9 in the Report of the Inquiry Into the Child Protection
System in the Northern Territory, ‘Growing Them Strong, Together’ (Bamblett,
Bath & Roseby9, 2010) which included the following:
That Northern Territory Families and Children adopts a model
of cross sectoral and cross disciplinary education and training
to promote collaboration, relationships and continuity of care
that includes:
• Education for education, justice and health staff working with
children about the role of Northern Territory Families and
Children
• Education for Northern Territory Families and Children staff
about the role of child and family health nurses and Aboriginal
health workers (p. 498).

Pecukonis et al. (2008), while supporting the notion of interdisciplinary
practice, raised the issue of “professional culture” and “inter-professional
cultural competence”. They argued that the consideration of interdisciplinary
education must take account of these factors. The authors defined
interdisciplinary practice as follows:

9

The NT government appointed Professor Muriel Bamblett, CEO of the Victorian Aboriginal

Child Care Agency, Dr. Rob Roseby, Deputy Director of Adolescent Medicine at Royal
Children’s Hospital, Melbourne (former head of paediatrics at Alice Springs Hospital), and
Dr. Howard Bath, NT Children’s Commissioner to the Board of the Inquiry into the Child
Protection System in the Northern Territory. Dr. Bath took leave from his role of Children’s
Commissioner for the period of the Inquiry.
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Characteristics of true interdisciplinary practice include an
understanding and appreciation of the roles and contributions
that each discipline brings to the helping process and
incorporates the notion of team decision making, planning,
and goal setting, within regularly scheduled meetings (p. 419).

The authors discussed the barriers to interdisciplinary education in the USA
within a framework of Social Identity theory which preserves the status quo
and establishes stereotypes through group culture. They suggested that
current university faculties operate in ‘silos’ which “creates profession-centric
practitioners with limited interprofessional cultural competence” (Pecukonis et
al., 2008, p. 422).

Harlow and Shardlow (2006) reported on the evaluation of a multi-agency
program which was responsible for developing case planning for children and
families involved in the child protection system in a metropolitan borough in
England. They found that there were a number of difficulties and tensions
within the multi-agency group and suggested that interdisciplinary training
would facilitate the establishment of improved inter-professional relationships
and meaningful shared understanding through a common language.

Watkin, Lindqvist, Black and Watts (2009) reported on a mixed methods study
to evaluate an Inter-professional Learning program (ILP) which had been
established to improve inter-professional practices within child protection
teams in England. This program had been established because barriers to

Chapter Two: Literature Review

57

inter-professional team work had been identified. These barriers included lack
of knowledge of expertise across the professional groups, hierarchical
problems

and

stereotypical

judgments

of

differences

between

the

professional groups. They found the program to be successful in improving
the working relationships and attitudes within the team. There were, however,
some obstacles that limited the success of the program, for example not all
participants were able to complete the program due to staff shortages which
limited time for some professionals to attend.

Charles and Horwarth (2009) critically appraised the expansion of interagency
training programs delivered in England over the past 40 years for
professionals involved with children and families. The training originated for
the purpose of child protection but these authors stated that training
objectives

progressively

extended

to

include

child

well-being

and

safeguarding children. They suggested that this training had continued
without appropriate evaluation of outcomes. In the late 1990s delivery of
interagency training was included in a UK national framework for the
extended context of safeguarding children and was required by an increased
number of professionals. The authors posited that development of effective
inter-professional relationships is as much related to organisational culture as
it is to attendance at training sessions. They concluded, however, that interprofessional training opportunities “...provide opportunities to breakdown
stereotypes, build mutual knowledge and understanding and consider how to
work with differences across organisational and professional boundaries”
(Charles & Howarth, 2009, p. 372).
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Pullon and Fry (2005) undertook a mixed methods study using a
questionnaire with Likert scale and open-ended questions to investigate
professionals’ experience of a postgraduate course in primary health care.
There was a response rate of 75%. Of the respondents who returned the
questionnaire seventy nine were doctors (n=79) and twenty eight were nurses
(n=28). The remaining respondents described themselves as primary health
care manager (n=2), retired (n=2), paramedic (n=1), hygienist (n=1) and
postgraduate student (n=1). In this study, only one third of the respondents
felt that the course had provided them with the skills for more general
intersectoral collaboration, however, they did report improved collaboration in
their own workplace.

The literature suggests a number of challenges to successful interdisciplinary
collaboration. Issues such as stereotyping, lack of knowledge of roles and
skills across health and social care professions, and cultural attitudes of
professional groups can potentially be overcome by participation in evidence
informed training programs. The outcomes of such training programs may,
however, be adversely affected if there is limited organisational support for
the development of interdisciplinary collaborative practices. A further concept
to consider is the way in which information is shared across disciplinary
borders.
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Interdisciplinary Practice and Information Sharing
To enable effective interdisciplinary collaboration, there needs to be
information sharing among the professional groups involved in the care of
families and their children. Richardson and Asthana (2006) discussed sharing
of health information in the context of professional culture. These authors
asserted that health and social care workers have different cultures that are
grounded in the philosophical underpinning of their roles, i.e. health care is
grounded in a biomedical model interested only in the individual client/patient
while social care is grounded in a social model that is interested not just in the
client but in the client’s family and community. They stated that, as well as
legislative and professional codes governing information sharing, the focus of
the provider’s framework of professional role would influence thinking about
sharing of health information. They suggested that, in the absence of
“professional trust...the provision of guidance, improved codes of practice or
even information-sharing protocols may be insufficient” (Richardson &
Asthana, 2006, p. 666). Munro (2005) acknowledged the technical processes
for sharing information is achieved through the use of electronic databases,
but is limited by the issue of interpretation of the data. She noted that
‘communication failures’ may occur where the means of communication lacks
personal interaction between the sender of the message and the receiver to
ensure that the message is, in fact, understood.
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SYNTHESIS OF LITERATURE REVIEW
The study aimed to mitigate child abuse and neglect in Darwin through the
delivery of early intervention strategies to vulnerable families by CFHNs within
an interdisciplinary model. A further aim was to identify and inform
mechanisms within the publicly funded health and social care services that
would support those strategies. Literature relating to these aims was
reviewed.

This chapter has reviewed the current literature surrounding the problem of
child abuse and neglect in the developed world. The literature suggests a
continuing escalation, or recognition/reporting which compounds a sense of
escalation, of the problem in part due to ecological circumstances faced by
many families. The chapter has highlighted the problem of overburdened child
protection services nationally and globally leading to children and families
‘falling through the cracks’ because of the forensic approach to child
protection. It has also highlighted the legislation pertinent to protecting
children across the eight jurisdictions in Australia and the consequent
potential difficulties for nurses, as a mobile workforce, to practice within the
legislative framework of the jurisdiction in which they are employed.
The literature supports the notion of universal services to families to assist
them in developing ‘good enough’ parenting and the provision of early
intervention strategies, i.e. secondary services, to families vulnerable to child
abuse and neglect. It has highlighted some successful programs delivered to
those families ‘at risk’ and has provided evidence that programs delivered by
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nurses are generally more successful than those delivered by volunteers or
paraprofessionals such as family support workers. Current Australian and NT
Government policy directions indicate recognition of the need for primary and
secondary services as well as tertiary services for vulnerable families. The
role of CFHNs in these services, however, appears to be largely
unrecognised.

The literature has presented evidence of nursing leadership in the UK
positioning nurses as a professional group whose role is to safeguard
children. There is limited published evidence of nursing leadership towards
this view in Australia and none within the NT jurisdiction.

A variety of methods and targeted health and social care services are
required to assist vulnerable families due to the range of factors that affect
parents’ abilities to provide consistent, safe and nurturing environments for
their children. This literature review has outlined the socio-economic, cultural,
historical and political environments that impact on some families’ abilities to
provide ‘good enough’ parenting. It is clear that interdisciplinary and
intersectoral approaches offer a positive way forward. Some of the literature,
however, is less than optimistic about the success of interdisciplinary
practices due to the cultural norms and values of members of individual
professions. It seems clear from the literature review that successful
interdisciplinary practices and service delivery is dependent on clear
understandings of professional roles and expertise, as well as processes for
information sharing among professionals using a common language.
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CONCLUSION
The ability of parents to provide ‘good enough’ parenting to their children
where

particular

socioeconomic,

cultural,

historical

and

political

circumstances affect personal and community functioning has been described
in this literature review. Identification of ecological vulnerability to poor
parenting and provision of early intervention strategies to limit the effect of
those vulnerability factors has been shown to reduce the extent of child abuse
and family dysfunction. The human and financial costs to society of child
abuse and neglect are high. While the identification of child abuse and
neglect is a high priority of Australian governments, there is less attention to
the development of practical strategies to minimise the occurrence.
The international and national literature supports an interdisciplinary model of
services for vulnerable families. Nurses as a professional group have been
identified internationally as having a role within such services, however, within
the Australian context, there is limited evidence of this group’s recognition
and none within the context of the NT. Practice models that include nurses
within an interdisciplinary team have been shown to reduce the incidence of
child abuse and neglect in vulnerable families in New Zealand, the USA and
the UK. It is clear, though, that successful interdisciplinary collaboration
between health and social care services towards this aim requires attention in
the following areas: professional leadership, the ability to share information
across agency boundaries, interagency educational opportunities and
knowledge of the roles and expertise of the collaborating professionals.
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The following chapter describes and justifies the methodology and methods
used in each of the three phases of the overall study. The modification of the
intended study design is explained.

Chapter Two: Literature Review

64

CHAPTER THREE

METHODOLOGY AND METHODS

CHAPTER THREE: METHODOLOGY AND METHODS

INTRODUCTION
This chapter outlines the methodology underpinning the study and the
methods used in each of the three phases of the study, further detailed in the
chapters relating to each phase. My position as the researcher is examined
and the potential for bias is discussed. A stance of “critical subjectivity and
knowing” (Cherry, 2002, p. 78) is described. The chapter describes the ethical
considerations for the study and the participants/co-researchers/informants
and settings in each phase. Methods used for data collection and data
analysis for each phase are outlined.

The overall aim of this thesis was to investigate the ability of Darwin-based
public sector CFHNs to contribute to the reduction of child abuse and neglect.
There was no relevant empirical literature within this geographic location that
described nurses’ involvement in safeguarding children and supporting
vulnerable families. There have been, however, a number of government
inquiries into the effectiveness of the child protection system in this
jurisdiction (see for example Bamblett et al., 2010; Wild & Anderson, 2007
Tomison, 2004). It was not known if nurses generally, or CFHNs in particular,
in this region considered they had a role in safeguarding children.

The investigation was originally designed with a two phase approach. In
Phase One of the study, an initial investigation of the context and organisation
of the practice world of nurses involved with children and their families was
Chapter Three: Methodology and Methods

65

conducted. This phase explored with nurses, across a range of practice
settings, their perceptions of their roles pertaining to families at risk of child
abuse and the identification of any underlying factors that enabled or inhibited
their roles in safeguarding children. The information gathered from this
exploratory investigation, the “reconnaissance element” (Elsey & Lathlean,
2006, p. 176), provided evidence to inform Phase Two, an action research
phase. This second phase was designed to address the organisational and
institutional barriers identified in Phase One. It aimed to develop mechanisms
to enable CFHNs to work more effectively within an interdisciplinary model
towards safeguarding children through supporting vulnerable families. An
action research approach was attempted with the intention of informing
organisational change and developing interdisciplinary collaborative practices.

Modification of the study design was required following the largely
unsuccessful action research phase. Phase Three of the study was
conducted to critically explore the understanding of Child and Family Health
and child protection leaders/experts about the ability of CFHNs to safeguard
children

in

vulnerable

families.

It

also

sought

their

views

about

interdisciplinary practices across health and social care services within the
context of the NT. Supplementary data relevant to policy direction relating to
the well-being of children and their families within the NT during the years
2004 – 2011 was gathered from relevant documents. This data contextualised
the findings from interviews in this phase. It explored how and why reform of
the CFHN role and practice was difficult within the context of the political and
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bureaucratic directions that underscored policy shifts throughout the duration
of this part-time thesis program, i.e. 2005 – 2011.

AIMS OF THE STUDY
The aim of the research was to develop mechanisms for CFHNs, in
collaboration with other relevant professionals, to mitigate the extent of child
abuse and neglect by providing early intervention services to vulnerable
families. The aim was addressed through three sequential phases described
more fully below.

METHODOLOGY
Multi-phase Triangulated Study
A triangulation of methods was employed to investigate the research
questions from different perspectives (Flick, 2007; Morse & Richards, 2002).
The first two phases are described in a sequential unfolding of a process to
describe and explore, then critique and modify the role of the CFHN in
relation to safeguarding children. The third phase sought to explain, through
interviews and document analysis, the rapidly changing situation and what
this meant for Child and Family Health nursing practice in the NT. The review
and analysis of documents in this third phase gave some contextual meaning
to the case study interview data and findings of the previous phases in this
overall study (Bowen, 2009).
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Phase One
With no prior research available on this subject within the NT, an initial
qualitative investigation within an interpretive paradigm (Denzin, 1994) was
conducted. This phase developed understandings of NT nurses’ perspectives
about their role in safeguarding children and what, if any, barriers existed to
exercising this role. While an interpretive approach can explore and detail the
conditions under which services are provided, it does not attempt to effect
change. It articulates the reasons and underlying structures through a critical
social science perspective of the “status quo” (McCormack & Titchen, 2006,
p. 244). It is a useful precursor to a critical theory approach to organisational
change and development.

Our advocacy is ultimately for the action research approach.
However, we do recognise that understanding must come
before effective collaborative action can be initiated.
Therefore, we believe qualitative research should move
beyond interpretation and analysis to action (MacPherson,
Brooker, & Ainsworth, 2000, p. 51).

The notion of preceding action research with an exploratory phase is
supported in the action research literature. In a description of a study which
aimed to effect organisational change in a health service program –
‘Encouraging Community Participation’ – Elsey and Lathlean (2006) identified
the exploratory, or “reconnaissance phase” (p. 176) of the research as an
important requirement to inform strategies that could be tested through a
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participatory action research approach. The benefit of an initial investigation
to develop an understanding of the current system and practices is necessary
before moving towards a transformation of those conditions is also supported
by MacPherson et al. (2000). Likewise Vickers (2007) described her action
research which began with an exploratory phenomenological study of women
with children suffering from a chronic disease. This part of her study allowed
for the identification of the problems to be further researched through a
learning and action process involving the respondents who had participated in
the exploratory study.

Phase Two
The second phase of the study employed action research methods to attempt
to address the aims of the thesis, that is, organisational change to enable
CFHNs to expand their role into safeguarding children as part of a team within
an interdisciplinary practice environment. According to Morrison and Lilford
(2001) “[a] research project must set out to change the problem situation for
the better in the very process of researching it” (p. 439).

Transforming organisational approaches to services requires a methodology
located within the critical theory paradigm. While critical theory investigates
the question of ‘how’ a situation exists and generally includes the issue of
power relationships, action research extends this to making changes based
on the discovery of the ‘how?’ (McNiff & Whitehead, 2011). The extent to
which public institutions are open to transformational change is discussed by
Box (2005). While acknowledging the challenges, this author regards critical
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theory as a useful methodology for identifying approaches for improvement
and change.
The central issue is, should current structures, institutions,
and practice in society be perceived as given, fixed, value
free, or virtually inevitable, or should they be considered
malleable material to work with in reshaping reality? (Box,
2005, p. 913).

Empowerment, emancipation, hegemony and praxis are terms synonymous
with critical social science (Roberts & Taylor, 1998). Empowerment of CFHNs
and child protection workers to participate in the study was seen to be
‘authorised’ by the acceptance of the study by the CEO of the NT Health
Department in early 2006. ‘Authorisation’ may be considered antithetical to
the concepts of ‘empowerment’ and ‘emancipation’ but pragmatically
essential within a public sector organisation. “Professional health agencies
and governments decide ‘who deserves to be empowered’, which in itself is a
very powerful decision” (Jacobs, 2006, p. 576).

A suitably sanctioned action research project began (fully described in
Chapter Five) and provided an environment to define, interpret and to
potentially overcome hegemony. Co-researchers had the opportunity to
reflect on their practice and plan for the development of services that
achieved their roles of safeguarding children through providing early
intervention services for vulnerable families.
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Analysis of findings from Phase Two was guided by critical discourse
analysis (CDA). It has been acknowledged as a useful analytical method for
researching complex issues related to nursing practice because it “...allows
for the identification of common ground and false assumptions that impede
resolution” (Smith, 2007, p.69). The verbal discourse during the cooperative
inquiry element of the action research phase was analysed within the sociocultural context of the group, that is the power differentials among the group
members, the influence on the language used and the control of the topics
discussed. Evidence from my field notes in this phase was included in the
analysis. The historical, social, cultural and political context of nursing was
considered in the analysis of the interactions between the cooperative inquiry
group members.

Phase Three
Following the largely unsuccessful action research phase (see Chapter Five),
a third phase of the study was required. The aim of this phase was to revisit
the aims of the overall study and to re-examine the role of the CFHN in a time
of rapid organisational change. An “explanatory” qualitative case study (Yin,
2009) was conducted to gain a deeper understanding and critique of the
organisational setting and the strategic directions of the Child and Family
Health service and its relationship, from an organisational perspective, to the
child protection agency. This case study explored, through interviews with
leaders/experts in Child and Family Health and child protection services, their
understanding of the respective services and the organisational structures
within which they operated.
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Complex policy and organisational changes were occurring very rapidly and
had the potential to alter the situation and context of Child and Family Health
services in the NT. These changes and imperatives were impacting on health
and social care services throughout the study. During the course of the study
a new Child and Family Health service delivery model was implemented by
managers of the service as a parallel activity to this study. Several reviews of
the child protection service were undertaken during the course of the study
due to a range of perceived failures of that service.

A document analysis was undertaken to investigate the political environment
and its impact on government policy and bureaucratic strategic directions.
The selected documents in this phase were analysed through the language
used and the context in which they were produced. The analysis was guided
by questions related to the research – nurses’ roles in safeguarding children.
Both the content of the documents as well as that which was missing were
included in the analysis. The documents were viewed and analysed from the
perspective of the ‘controllers’ of their content and production. The social,
historical and political elements of the documents were viewed within a lens
of power, ideology and control and the evidence or otherwise of a nursing
influence. The document analysis contextualised the positioning and roles of
CFHNs, as perceived by the leaders/experts interviewed in this case study,
within the broader directions at government and bureaucratic levels, to
safeguard children.
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ETHICS
Ethics approval for the study was sought through the Joint Human Research
Ethics Committee, Menzies School of Health Research and the Department
of Health and Community Services. Following the initial phase a further
application for ethics approval to continue the study using an action research
approach was submitted to the Charles Darwin University Ethics Committee.
This Committee had become responsible for ethics in relation to Charles
Darwin University PhD candidates. An addendum to this application,
submitted following the action research phase, for approval to conduct a
further study (Phase Three) was accepted and ethics clearance granted.

The original ethics application for Phase One gave recognition to the sensitive
nature of the research topic. The Ethics Committee expressed concern that
there was a potential for clients of the child protection service to be named
during interviews. Approval was granted following correspondence with the
Ethics Committee giving assurances that interviewees would be asked not to
disclose identifying information in any vignettes that they may discuss. While
there would be no disclosure of client/family names, there was the potential
for communities, health sites, schools etc. to be identified. There was an
explicit statement in the proposal that the naming of communities, health sites
or schools would not be included in transcripts of interviews and participants
would be asked not to identify places or groups in their responses.

A further consideration in the proposal was the issue of the emotional safety
of the participants who may become distressed when talking about their
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professional (or personal) involvement in child abuse (DiCicco-Bloom &
Crabtree, 2006). Mechanisms were developed to ensure appropriate
counselling would be available should this be the case. This situation did not
eventuate. To the contrary, several of the participants expressed thanks for
being able to talk about their experiences from a personal and professional
perspective.

Recognition was given to the small workforce with the NT Health Department
and potential for participants/co-researchers/informants to be identified.
Morse (1994) states “[t]agging quotations with participant numbers…place[s]
participants at risk of being identified” (p. 232). For this purpose, considerable
care was taken in de-identifying data and participant identifiers. Codes have
been used and no identifying information, apart from professional role and/or
program area, has been recorded in the chapters detailing each phase of the
study. In Phase One, participants were identified by their role but place of
work was not identified. In Phase Two, Reference Group members have been
identified as a representative of their respective program area but no other
identifying information has been recorded. In Phase Three informants were
coded as a Child and Family Health expert (CHE) or a child protection expert
(CPE). Participants/co-researchers/informants in each phase of the study
signed a consent form (Appendix One, and Three) and they were given a
plain language statement (Appendix Two, and Four) detailing the overall
purpose of the study and the process of the particular phase of the study.
Their right to withdraw at any time without penalty was made clear.
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Complying with the basic tenets of ethical behaviour such as doing no harm,
ensuring informed consent and maintaining anonymity and confidentiality are
the expected norm for all research activities. Williamson and Prosser (2002)
ask “[i]f an [action research] study is a ‘journey’ and ‘evolves’, how can
informed consent be meaningful?” (p. 589). The evolutionary journey
throughout this study was not short term and involved issues such as frequent
staff turnover, changing priorities within the organisation, organisational
structural

change

and

changing

power

relations.

Badger

(2000)

acknowledges that “the right to withdraw may be impossible to exercise for
any individual once the process of organizational change has begun” (p. 205).
In undertaking this study in a relatively small and closed environment, I
maintained a professional relationship with all participants who remained in
Darwin throughout the course of this study. While some participants changed
roles over that time, their support for the study continued and there were no
suggestions of withdrawing.

REFLEXIVITY
…reflexivity is the practice of being cognizant of one’s views
and social position and of the effect that these may have on
the research process and those being researched (MCabe &
Holmes, 2009, p. 1122).
Throughout all phases of this study I needed to constantly remind myself that,
rather than being an objective outside observer, I was “part and parcel of the
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setting, context and culture” of the study (Altheide & Johnson, 1994, p. 486).
This would inevitably have some influence on the course of the study.

According to Denzin (1994), researchers bring their own personal
experiences to the fore when making sense of, or interpreting, the data: “[t]he
events and troubles that are written about are ones that the writer has already
experienced and witnessed firsthand” (p.510). Having had a career in nursing
spanning several decades, most of which had been in the areas of paediatric,
neonatal and Child and Family Health nursing, I had experienced many of the
contexts of the participants’ working worlds. Knowledge of the sub-culture of
these environments, as well as many of the day to day experiences for nurses
working with children, enabled me to understand and interpret, from the
participants’ perspectives, the meaning inherent in their responses during
Phase One.

During Phases One and Three particularly, there was a need to constantly
reflect on my previous experience of working as a CFHN and a paediatric
nurse in this same Health Department to reduce researcher bias in the
analysis of data (McGloin, 2008). During each phase of the study reflexivity in
the analysis enabled a deeper understanding of the macro- and micro-political
influences and bureaucratic structures impacting on the delivery of health
services to vulnerable families (Fontana, 2004). It is acknowledged that I had
a deep interest in the area of child abuse and neglect. I assumed that nurses,
in the NT and elsewhere, who were involved with children and their families,
had a role in contributing to the protection of children in vulnerable family
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circumstances. The act of genuine internal acknowledgment of this
subjectivity enhanced my ability to explore (rather than ignore) the
participants’ perspectives (Diefenbach, 2009). My personal and professional
values required on-going scrutiny by myself and my supervisors to ensure
that exploration of concepts and subsequent analysis would be unbiased. I
wrote down my thoughts and feelings throughout the journey and constantly
questioned my assumptions and critically explored those assumptions with
my supervisors.

Through the Eyes of the Researcher
[T]his is but one person’s truth, it is not even for me the
whole truth, not least because the truth of the project keeps
changing as time moves on (Hart & Bond, 1995, p. 82).

The action research journey is inevitably uncertain, sometimes backtracking
and sometimes heading off at a tangent. Remaining ‘grounded’ within the
process is challenging for the researcher when obstacles present. According
to Cherry (2002) “it is important for researchers to be able to accept chaos
and have a high tolerance for ambiguity and confusion” (p. 87). With this in
mind, a necessary element of the process is for the researcher to maintain
field notes and critically appraise those field notes frequently, particularly
when ‘off course’. I recorded field notes about my feelings of the process
throughout the action research journey to gain a sense of my place in the
research process, my immediate impressions of events and, later, my critique
of those impressions (Waterman, 1998). This enabled me to challenge my
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own underlying (mostly unconscious) assumptions. My supervisors also
assisted with challenges when they thought my own subjectivity was
influencing the study more than it should. This was achieved through regular
meetings with my supervisors during which I shared my thoughts openly, and
discussed how I had arrived at a particular conclusion. Through constructive
and critical dialogue with my supervisors I was able to re-evaluate meanings
attributed to certain events and view them more objectively rather than solely
through the prism of my own values.

Interviewer-Interviewee Relationships
The issue of interviewer-interviewee relationships requires exploration. I had
lived and worked in the NT for more than 30 years and my work within the NT
Health Department had been in a range of practice settings relating to the
care of children and their families. Due to the comparatively small number of
nurses in the NT involved in this type of health care, it was inevitable that I
was known to, and personally knew, several of the participants/coresearchers/informants. While some problems arise when there is a
relationship between researcher and participant, there are positive aspects
that can enhance the richness of the data collected. It is acknowledged that
building a rapport with participants is an important developmental step in the
interview process and regarded as essential for full exploration of topics
(McConnell-Henry, James, Chapman, & Francis, 2010). The relationship that
I had with several of the participants in each phase of the study was
respectful and collegiate, so the building blocks to a rapport were well
established. This social and professional rapport needed to be complemented
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with demonstrated respect and a non-judgmental acceptance of participants’
views (Lindlof & Taylor, 2002).

METHODS
While still addressing the overall aim of the study, each research phase
required different qualitative methods to satisfy its purpose and inform the
overall study. Qualitative methods were used in each phase to analyse and
critically explore the organisation of the health and social care services in
general and the Child and Family Health service in particular.

Phase One
No prior research on the subject of nurses in the NT enacting a role of
safeguarding children was found in the literature, although there was previous
research in the Australian context (see for example Nayda, 2002; Nayda,
2004). This research was used to inform the current study. The purpose of
this phase was to gain an understanding of the perspective of NT nurses
regarding the potential contribution that nurses could make to safeguarding
children. It also explored with participants the facilitators and inhibitors to this
contribution in the organisational and institutional context of their working
worlds. Researching a topic with no prior empirical knowledge in the local
context required a qualitative study to determine the enablers and barriers to
nurses being actively engaged in safeguarding children through capturing the
‘real world’ experiences and perceptions of participants (Flick, 2007; Roberts
& Taylor, 1998). This exploratory qualitative study provided base-line
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information about the organisational, institutional and legislative context of
nurses’ working environment as defined by the participants.

PARTICIPANTS

A purposive sample of eight participants who had at least two years’
experience in nursing work which involved children and their families was
planned. Consideration was given to the possible variations in practice
orientations of nurses across the acute and community settings. For this
reason nurses were recruited from a variety of practice settings to allow for
contradictory perceptions and experiences. This increases the adequacy and
appropriateness of the data (Morse, 1994). Nurses working in paediatric care
are situated within the dominant biomedical model of ‘illness’ while
community-based nurses provide services within a primary health care model.
The question of how those orientations may be present in the understanding
of nurses’ roles in protecting children was thought to be important for two
reasons. An issue which has been noted is that community health nurses in
general have difficulty in moving beyond the biomedical model due to the lack
of attention paid by their educational institutions to the principles of primary
health care (Keleher, 2000). Keleher also notes that the background work
experience for community-based nurses is often situated within the ‘illness’
model and there have been limited opportunities for community-based nurses
to develop a primary health care knowledge base. This was exacerbated in
the NT which lacked any relevant postgraduate education in community or
Child and Family Health nursing at the time the study commenced.
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Recruitment of participants proved difficult at the start. A flyer that briefly
described the research and invited participation from nurses was posted
across relevant health service workplaces within Darwin and regional urban
areas but did not include remote communities. The workplaces included
community health centres, school health settings and the paediatric wards,
neonatal nursery and emergency department at an NT hospital. Initially there
was very little response. However, following the first two interviews, further
participants were recruited through word-of-mouth across the nursing
workforce in the NT. While a sample of eight nurses was proposed, this
number grew to ten as interest in the research appeared to heighten.
Although the sample size was relatively small, saturation of the data became
obvious during analysis, that is, there were “no new direction[s], no new
questions” (Morse & Richards, 2002, p. 174), therefore no further participants
were recruited.

The participants comprised a nurse from the Emergency Department of an
NT hospital, two nurses from a paediatric ward at an NT hospital, four CFHNs
working in community settings, and three school nurses. All these nurses had
worked in their respective areas for a minimum of two years. Experiences and
perceptions of those nurses throughout their careers were considered an
‘inclusion’ characteristic and formed the data for the purposes of this
research. All participants agreed to the audio-taping of interviews and no
participants withdrew from the study. Most interviews were face-to-face, but
two teleconferenced interviews were held due to the inability, through
distance, to meet face to face with these participants.
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DATA COLLECTION

A list of open-ended questions (see Table 2 p. 106) was developed to elicit
information that addressed the concepts contained in the research questions
(Rubin & Rubin, 2005). Interviews were semi-structured in that each
participant was asked all of the questions on the list, although the order in
which the questions were asked was based on responses given (Flick, 2007;
Morse & Richards, 2002). Clarification of participant responses through
deeper questioning and confirmation of meaning by paraphrasing responses
allowed me to have a better understanding of their world view (Bulpitt &
Martin, 2010). Introducing questions that were prompted by the interviewee’s
comments was important for clarifying responses as well as showing that I
was engaged in the conversation as an active listener (Lindlof & Taylor,
2002). Interviews were audio-recorded and written notes were not taken
during the interviews to ensure active listening and deeper exploration of
concepts raised during the interviews (Banner, 2010).

Field notes were written as soon as possible after each interview was
conducted to record nuances observed and additional contextual information
that would assist in analysing the data. Field notes were also used as a
means of capturing my personal involvement in the interview process. They
allowed me to examine what I might be assuming on a surface level as
responses to my pre-determined and spontaneous questions. I set aside time
immediately after each interview to record those notes while the conversation
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was still playing in my head so that the detail would not be lost (Lindlof &
Taylor, 2002).

The majority of interviews were conducted face-to-face allowing for the
observation of nuances such as facial expressions, eye contact, appearance
of shyness and general demeanour. Reflecting on these non-verbal cues
when they appeared helped me to understand the participant’s feelings
around particular topics and at times led to further questions or re-wording of
the original question (Lindlof & Taylor, 2002).

By contrast there were no such prompts during the two telephone interviews.
This mode was necessary because of distance and logistical challenges to
face-to-face interviewing in a very large territory. While those interviews were
more challenging, Novick (2008) argues that telephone interviewees may feel
less threatened and more relaxed using this mode of interview. The lack of
non-verbal cues limits an immediate recognition by the researcher of
reactions of stress or anxiety. This can be minimised by the conscious effort
of the interviewer to verbally check the comfort level of the interviewee
periodically (Rubin & Rubin, 2005). Unlike the face-to-face interviews I was
free to write notes during the interviews to describe the context of verbal cues
such as tone of voice, laughter, pauses and sighs. While the capturing of nonverbal cues during the telephone interviews was not possible, the verbal cues
were sufficient to understand specific meaning attributed to concepts by these
participants (Opdenakker, 2006). I was known to both telephone interviewees,
in one case as a former colleague and the other as a member of a nursing
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organisation to which that interviewee also subscribed. This association
provided a basis for rapport and trust during the interview process. Through
the recruitment process and initial introduction of the research prior to the
interview, the participants felt sufficiently comfortable and informed about the
research to engage fully in the process.

DATA ANALYSIS

Interpretive interactionism (Denzin, 1994) was the framework used to analyse
data in this phase. According to Schwandt (1994), with reference to the work
of Denzin, this approach is useful in critically analysing the way people make
sense of, and interpret, their lived experiences. Interpretive interactionism as
a methodology is appropriate for studying human behaviour as it relies on the
ability to gain an understanding of how people make sense of their social
worlds, that is, “see[ing] social action from the actor’s point of view to
understand what is happening” (Lindlof & Taylor, 2002, p. 31).

Interpretive interactionism was an appropriate method for analysis of the data
collected in this phase. As a nurse who was involved in the care of children
and their families across a range of settings over many years, my own
experiences of the extent to which nurses had the ability to safeguard children
were important in choosing this topic of research. According to Denzin (1994)
interpretive interactionism is a style suited to the examination of a situation
founded in the researcher’s experiences but requires the researcher to
articulate the “competing models of truth and interpretation...that operate in
the subject’s situations” (p.511). Interpretive research is “based on the
Chapter Three: Methodology and Methods

84

assumption that knowledge is created and understood from the point of view
of individuals’ feelings and thoughts within a social and political context”
(Vince, 2008, p. 97).

Careful listening to the audio-taped interviews prior to my verbatim
transcription of those interviews allowed for an understanding of the
conversation and therefore a better feel for the words transcribed and the
context of responses. Nuances were intentionally noted in the transcriptions:
pauses were marked by ‘...’ inserted prior to the following word, verbal cues
such as laughter or sighing were noted in square brackets (‘[ ]’) and
emphases placed on words by the respondents marked by italics (Lindlof &
Taylor, 2002, p. 206). Transcriptions were then read at the same time as
listening to the recording to ensure accuracy. Field notes written immediately
after each interview were re-read and where necessary additional insertions
in round brackets (‘()’) were entered on the transcriptions. The transcriptions
were printed with double line spacing and wide page margins.

Line-by-line open coding of the transcribed interviews was performed
manually. Rather than simply using a label that described a phrase or
sentence, questions were asked of the phrase or sentence to allow for the
development of analytic coding (Gibbs, 2007). Concepts were derived from
these codes and led to the emergence of a number of categories (Morse &
Richards, 2002). The identified categories were then aggregated to establish
three overarching themes which captured the issues for nurses in their
contribution to safeguarding children. The findings from this study were used
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as a basis to inform the action research component of the overall study and to
address the ‘problem situations’ identified by participants (see Chapter Five).
The products of interpretive description ideally ought to have
application potential, in the sense ... they would therefore
provide

a

interventional

backdrop
strategies

for

assessment,

(Thorne,

Reimer

planning

and

Kirkham,

&

O'Flynn-Magee, 2004, p. 7).

Phase Two
The first phase of the study presented a number of ‘problem situations’ that
appeared amenable to change through action research methods. It was
anticipated that a number of action research cycles would result. These
cycles would be determined by the participatory action research group. I had
hoped, however, with my own bias evident in retrospect, that these would
lead to a reorientation of services and the active engagement of CFHNs in
interdisciplinary practices with child protection workers and other relevant
professionals to assist vulnerable families. Thus the objectives of action
research would be met through changed leadership models, developing
critical awareness in practitioners, changing the current practices in the Child
and Family Health service and changing the context of those practices
through implementation of collaboration with other professionals (Kemmis,
2009).
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Action research has been used as a method for organisational change since
Kurt Lewin’s seminal work in establishing a participatory approach to effect
change in US corporations (Elsey & Lathlean, 2006). Lewin’s approach has
been described as a ‘planned’ approach and criticised by some authors for its
limitations when used in complex organisations such as health departments.
According to Elsey and Lathlean (2006), “…organisational change is not fixed
or linear and invariably contains an important element of emergent and
unplanned activity” (p. 172).

Other authors have criticised Lewin’s approach for its concentration on
problem-solving at the expense of empowerment (see for example Fontana,
2004). The original Reference Group members acknowledged the need for
front-line workers in the Child and Family Health service and other relevant
program areas to be involved in participatory action research cycles as coresearchers. This was to ensure that a range of relevant professionals with
different disciplinary perspectives were involved in the investigation and
action planning based on the identified ‘problem situations’.

ACTION RESEARCH AND HEALTH SERVICES DEVELOPMENT

In health care settings action research is being employed increasingly for
service development (Hampshire, 2000; Hart, 1996; Walsh, Grant, &
Coleman, 2008). As the name suggests, it includes both knowledge
development and learning (research) and change (action). According to
Reason and Bradbury, action research “…seeks to bring together action and
reflection, theory and practice, in participation with others, in the pursuit of
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practical solutions to issues of pressing concern to people…” (Reason &
Bradbury, 2006, p. 1).

Common to all notions of action research is the iterative cycle of problem
identification, planning, doing and reflecting on or evaluating the outcome
(O'Neal & Manley, 2007). There is justification in the use of action research
when practical problems arise in professional service delivery and in change
management processes (Hampshire, 2000).

International literature (see for example Edmonstone, 2010; Elsey & Lathlean,
2006) as well as some from Australia (see for example Glasson, Chang, &
Bidewell, 2008) supports an action research approach as a way of effecting
sustainable change in health services. This is achieved through communal
understanding of the ‘problem situation’ that warrants investigation and
change, and the consensus for positive directions gained when participants
are willing co-researchers. Hart argued that action research is well suited as a
research approach for nursing issues as it:
mirror[s] the stages of the nursing process and in the quality
cycle, it is directed towards change and improvement, and it is
non-exploitative, collaborative and offers the possibility,
through the medium of reflective practice, of emancipating the
nurse as an autonomous practitioner (Hart, 1996, p. 455).

Within bureaucracies there are distinct levels of power and influence which, if
not acknowledged and worked within, could adversely affect a participatory
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action research project and, more importantly the involvement of coresearchers (Jacobs, 2006). Coghlan and Brannick (2005) discussed the
political nature of conducting research within one’s own organisation and
pointed out the need to maintain close relationships with those in higher
management positions. It was also crucial to understand the power
relationships between the executives in all branches of the NT Health
Department and gain support across the breadth of the organisation. At this
time there was one CEO who was the head of the NT Health Department and
one Director for each community-based division of the department.

In the Community Health division there were two senior managers, one for
the Child, Youth and Family stream and one for the general Community
Health stream, answerable to the Director of Community Health. There was
also a senior manager with responsibility for quality assurance and, during the
course of the second phase of the study, the position of senior manager
responsible for overall business directions and information management was
created. At the time of this phase, only one of the senior managers and
executives, the manager of the general Community Health stream, had a
nursing background. In the child protection division there were several
senior/executive managers and policy officers answerable to the Director of
child protection services. Their responsibilities included management of
service delivery and development, finance, policy, recruitment and retention.

Acknowledgement of the hierarchical nature of public sector health
organisations in Australia was instrumental in the decision to approach
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executive level managers for support of the aims and progress of the study.
This support was achieved and key executives/managers from relevant
branches of the NT Health Department agreed to join a Reference Group.

REFERENCE GROUP

Taking account of the limited autonomy and influence of CFHNs in a
bureaucratic organisation, the Reference Group of six executives/managers
from relevant services was convened. The purpose of this group was to give
broad support and authorisation to clinicians/practitioners to plan and conduct
action research cycles to address the agreed ‘problem situations’. This
sanctioning would provide an environment where practice development could
occur.

Senior managers in child health (n=1), child protection (n=1), midwifery
services (n=1), remote health (n=1), community paediatrics (n=1) and
Aboriginal policy (n=1) were invited to join a Reference Group. The
community paediatrics senior manager accepted an invitation and attended
the first meeting but was unwilling to sign a consent form and therefore took
no further part on the Reference Group. The remote health invitee agreed to
join the Reference Group initially, however did not attend any of the meetings
and did not return a signed consent form. A mental health representative and
alcohol and other drugs representative were invited to join the Reference
Group following the first meeting at the request of the group members.
Unfortunately, although appearing interested when contacted by me with the
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invitation and outline of the study, neither representative was able to attend
any of the meetings.

A cooperative inquiry (CI) approach (Reason 1994) was used to discuss the
findings of Phase One, validate the ‘problem situations’ and explore the
organisational potential for change. The role for this group was to have been
to authorise their staff to participate in action research cycles to address
validated problems that they considered would be amenable to change. Of
the initial eight invitees, only four took part as continuing members of the
Reference Group. These were senior managers from Child and Family
Health, child protection, acute midwifery services and Aboriginal policy. Of
those four members the midwifery representative was the only person with a
nursing/midwifery background.

SETTING AND ATTENDANCE

Reference Group meetings took place in a central NT Health Department
meeting room on four occasions between July 2006 and February 2007.
There was difficulty in organising these meetings due to members’ conflicting
schedules and priorities. The planned schedule of at least four monthly
meetings extended to four meetings over an eight month period. Attendance
at meetings was variable. A Child and Family Health representative was
present at each meeting, although the original consenting participant was
represented by a nominated staff member (who also signed a consent form)
for the fourth meeting. This was the only program area represented at all
meetings. The original child protection representative resigned from the
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department and left the NT after the second meeting. The replacement for
this representative only attended one of the following two meetings. The
representative from the midwifery service attended the first and fourth
meeting and was an apology for the second and third meetings. The
Aboriginal policy representative attended the first and third meeting but was
an apology for the second and fourth meetings. A substitute representative
from this program area did attend the fourth meeting and signed a consent
form.

EMERGENT NATURE OF ACTION RESEARCH

Action research, as a democratic process, is alluring in its intended ability to
be collaborative, respectful and empowering. Participation, democracy and
the simultaneous contribution to social science and social change are
necessary elements of action research (Meyer, 2000). There can be,
however, a decided paradoxical element for the action researcher – to what
extent should the researcher silence her own voice to ensure that coresearchers are empowered through their democratic participation (Ospina,
Dodge, Godsoe, Minieri, Reza & Schall, 2004)? This paradox became a
reality and is described in Chapter Five. Although I had gained written support
from the CEO of the NT Health Department to progress this study through
action research, I felt generally disempowered within the CI group, in part
because of the constantly changing membership. General consensus was
achieved by the CI group regarding the ‘problem issues’ and the potential of
action research cycles to address those issues. However momentum was
fractured through the constantly changing representation at meetings and
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obstacles were erected that prevented progression of the planned
participatory action research cycles. Human and financial resourcing issues
were the main obstacles raised, although a more important element appeared
to be a general feeling that the CI group lacked the bureaucratic authority to
give permission to their staff to become involved in those action research
cycles.

Phase Three
For the reasons described in Chapter Five, the action research phase was
largely unsuccessful. During the course of the overall study a number of
complex political and bureaucratic issues impacted on the progress of the
action research component of the study (see Chapter Seven), the health
service overall and Child and Family Health and child protection services in
particular. Phase Three was undertaken to critically explore Child and Family
Health and child protection leaders’/experts’ perceptions about the role of
CFHNs in reducing child abuse and neglect through an interdisciplinary model
of service delivery. Data collected through interviews were contextualised
through an analysis of a purposeful selection of documents relating to political
and bureaucratic child health and well-being policy directions and the role of
CFHNs in those directions.

PARTICIPANTS AND SETTING

Invitations to participate in one-to-one interviews were sent to five Child and
Family Health leaders/experts and seven child protection leaders/experts in
Darwin. Five leaders/experts in child protection consented to take part, while
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two declined to participate, and four leaders/experts in Child and Family
Health initially consented to participate with one invitee subsequently
declining the invitation. All informants were interviewed in a private place and
at a time of their choice. The number of informants in this phase of the study
was small, however the mix of child protection and Child and Family Health
informants was comparable to the overall mix of leaders/experts in both fields
in this region and comprised approximately (at that time) thirty per cent of the
leadership in the child protection service and fifty per cent of the leadership in
Child and Family Health.

DATA COLLECTION - INTERVIEWS

Data collection included audio-taped interviews with informants who
volunteered for the study. A set of open-ended questions (see Table 4 p. 206)
guided the interview process, however the questions were framed to take
account of the individual informant’s professional role and position. Further
questions were informed by responses given and clarification of responses
through deeper probing was sought where appropriate. Familiarity with most
of the informants allowed for a conversational interviewing style that enabled
a more relaxed and open environment in which there was equality and joint
investment in the process (Lindlof & Taylor, 2002). The discursive
interviewing technique opened a window for the informants to express views
tangential to, but in some way related to the question asked (Kvale, 2007).
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INTERVIEW DATA ANALYSIS

Careful listening to the audio-taped interviews was undertaken prior to
transcription by myself. The transcribed interviews were then analysed within
a framework of researcher determined categories based on the research
assumptions outlined on p. 13 (see Yin, 2009) as well as the findings of
relevant published research (see Lindlof & Taylor, 2002). The analysis of the
interview data also allowed for revisiting the issues, uncovered in Phase One,
of impediments to nurses in exercising a role in safeguarding children.

DATA COLLECTION – DOCUMENTS

Document review was used to explore the context of rapid and complex policy
and bureaucratic changes in relation to the role of CFHNs in the NT and their
ability to work collaboratively across disciplinary roles and services. Critique
of those changes was designed to position the Child and Family Health
service within this evolving political and organisational climate. The
chronological account of policy change and development was undertaken to
provide context to the findings of interviews with Child and Family Health and
child protection leaders/experts.

A purposeful sample of publicly available documents (n=16) relevant to the
study was collected. This sample was not a comprehensive collection of
every available document, but a targeted selection used to assist me to
analyse the context of this phase. Documents chosen related to the structure
and strategic directions of the NT public sector health and social care
services, political policy directions at NT and Australian Government levels,
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commissioned reports about child safety and inquiries into child protection
services. Most of the documents were procured from public websites, while
those relating directly to the Child and Family Health service in the NT were
provided to me on request by a manager in that service. The following
sources of documents are included and were analysed (see Chapter Seven
for a full referenced list of documents):


NT Health Department documents (some provided on request),



NT Department of Children and Families documents



NT Government documents and parliamentary statements relating to the
current policies and strategic frameworks for services to children and
families



Australian Government documents relating to child and family health



Reports from relevant inquiries into the NT child protection system



Issues papers published by the Menzies School of Health Research

DOCUMENTARY ANALYSIS

Document analysis was conducted with a view to establish the prevailing and
possibly hidden power structures and agendas that may be influencing the
delivery of health and social care services and development of policies in the
NT. The purpose of critically analysing a range of documents that had been
produced across the time of the overall study was to situate the conditions
explored and described by the informants in Phase Three and to add
credibility to the findings in that phase and the overall study (Bowen, 2009).
This analysis also helped to build an explanation regarding the organisational
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position concerning support for vulnerable families and contextualise the
conditions in which Phase Two had failed to introduce any changes.

Examination of government and organisational policy documents provided a
means of contextualising the data gathered in Phase Three (Abbott, Shaw, &
Elston, 2004; Bowen, 2009) and to describe the policy context within which
the practice of CFHNs occurred. A critical analysis of these documents and
other publicly available reports relevant to the area of safeguarding children in
vulnerable families uncovered the implicit, explicit and rhetorical positions of
the Australian and NT Governments and the NT Health Department over the
time of the overall study from 2005 - 2011. Ideological changes across this
period were examined. The documents have been described in terms of
authorship, purpose, intended audience, date of publication and a brief
description of the content selected for analysis (see Table 5 pp. 247 - 253).

Contents of each of the documents were examined to uncover the discourse
used and its relationship to the assumptions and ideology underpinning the
policy direction (Abbott et al., 2004). The documents were at first skim read to
identify the relevance to the study (Bowen, 2009). They were then read
systematically and fully to examine the contents. Aspects of significance and
relevance to my research questions were highlighted. The texts were
analysed with a view to revealing what was not included as well as that which
was included. Pre-determined themes relating to the research questions
guided the identification and organisation of analysis of the relevant text
(Bowen, 2009).
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CONCLUSION
The initial study proposed a two-phase study that aimed to collect data about
a) the enablers and barriers to nurses in exercising a role in safeguarding
children; and b) to address the ‘problem situations’ (barriers) identified
through action research methods to effect organisational change. The
methods chosen for this study seemed appropriate to address the research
questions and provided a means for collaborative and participatory
approaches to reorientating services to safeguard children and assist
vulnerable families. Phase One worked as planned and was a useful
approach in exploring the ‘real worlds’ of participants and uncovering the
obstacles and challenges for those nurses in contributing, through their role,
to safeguarding children.
The second phase of the study attempted to employ action research methods
to address the ‘problem situations’ uncovered in Phase One. The validity of
an action research approach to address issues requiring organisational
change and practitioner reflexivity and practice development has been well
documented but did not work, partly due to the lack of commitment and
consistency in participation of those involved. It must be stated that these
participants were working in an organisation under increasing public scrutiny.
Macro- and meso-level organisational imperatives and rapid change were
also seen as impediments to successful action research cycles. In retrospect,
action research in this environment was unlikely to succeed given the ever
escalating pressures and changes in the organisation.
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Phase Three was prompted by a failure to effect change through action
research and to explain this situation more fully. The study explored the
perceptions of leaders/experts in the fields of Child and Family Health and
child protection about their understanding of the role of the CFHN. It also
sought to gain an understanding of how CFHNs could be instrumental in
safeguarding

children

and

work

collaboratively

with

other

relevant

professionals to achieve that aim. A review of relevant documents provided
supplementary data to analyse the possible macro-, meso- and micro-level
political and policy issues that determined the sanctioned approach to service
delivery in NT health and social care.

The following chapter describes Phase One, the exploratory qualitative study
which explored and described the perceptions of nurses about their role in
safeguarding children and what, if any, barriers existed in carrying out this
role. It was conducted to provide base-line data for the action research phase
of the overall study.
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CHAPTER FOUR

PHASE ONE: EXPLORATORY STUDY

CHAPTER FOUR: PHASE ONE – EXPLORATORY STUDY

INTRODUCTION
This chapter describes the first phase of the multi-phase study. The chapter
outlines the exploratory qualitative study including its purpose, methodology,
participants, data collection, analysis of data and results. While presented as
a stand-alone study, recommendations arising from the results provided a
basis for progression to Phase Two, the action research component of the
overall study.

No prior research into nurses’ involvement in safeguarding children in the NT
had been published at the time of this study. It was unclear if nurses in the NT
perceived that they had a role in safeguarding children and if so, what
perceived barriers limited their abilities to perform this role. Qualitative
exploratory methods were used to uncover the perspective of nurses’ abilities
to safeguard children within the bureaucratic, institutional and legislative
contexts of their working world.

The findings of this phase10 highlighted a number of ‘problem situations’ that
could potentially be amenable to investigation and change through action
research methods described in Chapter Five.

10

This chapter has been published in abbreviated form: Land, M. and L. Barclay (2008).
"Nurses' contribution to child protection." Neonatal, Paediatric and Child Health Nursing
11(1): 18 - 24.
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Background
Most children in the NT come into contact with nurses throughout their early
years and school, however it is not clear whether these contacts provide a
mechanism for protection, advocacy and, more generally, family support.
Assessment of the socio-economic, psychosocial and emotional well-being of
clients would normally be expected to occur in nursing interactions with
children and their families (Adams, 2005, Parry et al., 2009). In urban areas of
the NT at the time of this study, CFHNs provided regular services for
developmental assessments, parenting support and immunisations in the first
eighteen months of life as well as an early post-natal discharge service. Once
at school, children may seek consultation with the school nurse and may be
involved in education sessions delivered by the school nurse. Nurses in the
emergency department and paediatric/neonatal wards of hospitals are also
well positioned to assess family circumstances for potential vulnerability and
the effect of those circumstances on the safety and well-being of their
children.

Nurses are ideally placed to recognise vulnerability factors that may lead to
child abuse and neglect as well as identifying signs of suspected abuse in
children. The nature of nursing is such that interactions with clients are
generally more intimate than those of other health practitioners (Nayda, 2004,
2005). Briggs (2006) noted that empathy and caring were attributes required
by CFHNs for the development of therapeutic relationships with their clients.
The ‘caring’ nature of nursing work, however, may be perceived as a barrier to
the act of making a report to the child protection agency regarding a suspicion
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of child abuse. Nayda (2002) found that CFHNs were concerned that
reporting suspected child abuse and neglect to the child protection agency
may damage their established relationship with the client. Nurses whose work
involves children and their families are aware of some of the socio-economic,
psychosocial, emotional and cultural issues that relate to the health and wellbeing of their clients. It could be argued, therefore, that they would focus their
attention towards assisting and supporting families in whom ecological
problems are identified.

Data collection for this phase of the study was undertaken between January
and April 2005.

Aims
The aims of this sub-study were:


To explore with a small sample of CFHNs, paediatric nurses and school
nurses their understanding and knowledge of child abuse and neglect



to uncover these nurses’ perceptions of their role and involvement in
child protection and safeguarding children



to identify any barriers that may prevent nurses from having a role in
safeguarding children

METHODOLOGY
Exploratory qualitative methods were used to investigate the aims of the study
as there was limited knowledge of NT nurses’ perceptions of their roles in
safeguarding children. This “reconnaissance phase” enabled the perceptions
Chapter Four: Phase One – Exploratory Study

103

and experiences of nurses about their professional role and involvement in
safeguarding children to be captured through the words and stories of those
participants. According to Roberts and Taylor (1998) “qualitative research is
interested in questions that involve human consciousness and subjectivity,
and value humans and their experiences…” (p. 15). Interpretive interactionism
(Denzin, 1994), described in Chapter Three, was the framework used for the
analysis of data.

Ethics
A Plain Language Statement (Appendix Two) detailing the purpose of the
study, ethics approval for the study, and telephone numbers of the Chief
investigator, the 2nd investigator and the secretary of the Ethics Committee
were provided to each participant. This Plain Language Statement stated that
participants could withdraw at any time. All participants also signed a separate
Consent Form (Appendix One) agreeing to be interviewed and for that
interview to be audio-taped.

Participants and Setting
Initially a sample of eight nurses was proposed however, as interest in the
research grew through word of mouth within the NT nursing community,
further participants were recruited. While the focus of the research was the
CFHN role in safeguarding children, nurses working in the emergency
department and paediatric wards of hospitals and School nurses come into
frequent contact with families and their children. With no prior research in the
NT on the topic of this research, it was important to gather base-line
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information from nurses across the continuum of care that families and their
children may seek.
A sample of ten nurses across acute care and community-based services
participated in this phase of the study. Further recruitment of participants
ceased when no new information was being generated. All participants
agreed to the audio-taping of interview and no participants withdrew from the
study. Issues surrounding privacy as well as providing a non-threatening
environment were considered for the interview setting. Participants were given
the opportunity to identify their preferred choice of location and time of
interview. Most of the participants chose to be interviewed at my home, one
participant who lived alone requested that the interview be conducted at her
own home, and two participants requested the interview to be conducted in an
office at their workplace. The remaining two participants were interviewed by
teleconference (audio-recorded) from their homes due to the inability, through
distance, to meet face-to-face.

Data Collection
Detailed information about data collection for this phase has been provided in
Chapter Three. While there were some guideline questions (see p. 106) used
for the interviews, these served mainly to ensure that each participant had an
opportunity to address all the areas of interest. The questions were semistructured and open-ended to allow for a full exploration of experiences.
Questions were not asked in a set order or word-for-word, however attention
was paid to ensuring that information and perceptions surrounding the
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concepts contained in each of the guideline questions were obtained from all
participants. Further questions, prompted by cues from participants, were
asked to explore perceptions and clarify meanings. A conversational
interviewing technique was used for the purpose of allaying any fears that
participants may have felt regarding the sensitive nature of the topics being
explored. Interviews lasted from a minimum of thirty minutes up to one hour.
The interviews were audio-taped and then transcribed verbatim by myself.
 Tell me about your role as a nurse in ED/Paediatrics/Child and Family
Health/School nursing
 What have been your experiences in relation to child protection or child abuse?
 Can you tell me how you felt about those experiences?
 Tell me about the processes, if any, that you understand are required to be
followed if you suspect child abuse in any of your clients?
 What do you think is the best way of handling this situation?
 What gets in the way of you acting in this way?
 What is your understanding of risk factors that may lead to child abuse?
 Can you tell me about your relationship with child protection workers?

Table 2: Phase One Guideline Questions

Data Analysis
Data were analysed within a framework of interpretive interactionism.
Following verbatim transcription of interviews, the data were analysed
manually through line-by-line coding. Several sub-themes emerged from both
the language used and the context of the words. Three major themes
overarching a number of sub-themes were identified. An understanding of the
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perceptions of nurses concerning their role and involvement in safeguarding
children, and any barriers to their involvement, were further elucidated using
those sub-themes. These themes provided some explanation through critical
analysis as to how those perceptions may have developed.

RESULTS
All of the participants expressed knowledge of their responsibilities in cases of
child abuse and they related experiences of professional involvement with
abused children. While not overtly stating that nurses have a role in
safeguarding children, most of the participants perceived that they were
capable of keeping children safe by supporting families. The practice setting,
seniority and previous professional experiences of the participants influenced
to some degree their priorities concerning perceived barriers in a role of
safeguarding children. However all participants made some reference to
concepts in the sub-themes that emerged. This ensured “confirmability” of the
data had been reached and “saturation” of the data was considered as no
new information was yielded (Morse, 1994, pp. 105 – 106).

Sub-themes were grouped to form three major themes: Drawing a Line in the
Sand,

Mushrooms in

the

Dark

and Fear Factor.

A diagrammatic

representation of these themes and their sub-themes is presented in Figure
One, p. 108.
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Figure One: Themes and Sub-themes
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Theme 1: Drawing a Line in the Sand
This theme was drawn from data that suggested that nurses had difficulties in
definitive decision-making about the criteria that determined the need for a
mandatory report of child abuse. Sub-themes of ‘The Caring Profession’,
‘Subjective Decision-Making’, ‘Scarce Resources’, ‘Cultural Perspectives’, and
‘Protecting Professional Roles’ helped form the major theme of Drawing a
Line in the Sand.

The Caring Profession

The work of nurses, particularly CFHNs, includes assessment of family
dynamics, parenting skills and socio-economic, psychosocial and cultural
determinants of health. The care provided by these nurses is based on the
outcome of such assessments and includes a high level of health education,
counselling and family support. CFHNs are able to work with families over
time to assist them in such things as building healthy relationships, securing
supportive networks and gaining parenting skills. As one participant said:
…it did take patience and it did take chasing, that’s the thing,
I just didn’t give up on it... I think that’s where the child health
nurse has a huge role, it’s the caring.

These nurses, while not explicitly articulating a child protection role, provide
protection by their endeavours to minimise the impact of identified risk factors.
These efforts are not always immediately effective but they feel comfortable to
persist if they perceive no immediate danger to the child:
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We have to follow her up the whole time...If we’re concerned
we’ll go in and do a few other visits to just see that
everything’s going alright.

This was equally so for the school nurses in the study, one of whom said:
We are ideally placed to build up that trusting relationship
with families…and to provide that early intervention sort of
stuff.

It was less evident in the responses of the acute care nurses. Nurses within
the hospital setting demonstrated the caring component of nursing work, but
their focus of care appeared more task driven and medically orientated. Given
the nature of tertiary hospital institutions and the acuity of the patients, this is
not surprising; but this workplace environment did not prevent these
participants from demonstrating concern for the well-being of their patients
and their families. As one participant put it:
…you also have to make yourself available to, if there are
greater needs for these people, and put it out as best you
can that you’re here, and try to provide the safest and most
comfortable environment, and there are more people
involved than just one patient – it’s the mother, it’s the father
and maybe other children.

There were difficulties faced by the acute care nurses in following through
processes

for

thorough

assessments

and
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psychosocial and emotional care. This may be based in the lack of a primary
nurse patient allocation model within the hospital environment. Such a model
of care would give responsibility and accountability to a nurse to assess the
patient’s needs, plan care based on that assessment, and continue to
evaluate the effectiveness of that care throughout the course of the patient’s
hospital admission (Dobson & Tranter, 2008). A hospital-based nurse,
discussing the care of a particular child who was being investigated by the
child protection agency commented:
This kid stayed in hospital for the next couple of days ‘til
things were sorted out because no one was really familiar.

Nurses on duty at the time were not aware of the protective needs and plans
for this child and the situation was further complicated by the fact that the
child protection worker had gone on holidays and, according to the participant,
a replacement had not been identified. Administrative practices in patient
allocation appear to pay more attention to a pre-determined roster of rotating
shifts and skill mix of available nurses on any particular shift than to the needs
of individual patients and continuity of care. As one of the participants said:
…I think there’s plenty of times where we do see things, I
don’t know, issues and things that could get missed.

The School nurse participants were very clear about their caring and holistic
approaches to the children and families in their school communities. They felt
that supportive approaches and working with the families produced much
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better outcomes than the perceived “big brother” approach of the child
protection agency:
People like to be guided and…and reassured that things are
going well and they are doing well, and gently guided.

They recognised, though, that this was possible because their clients were not
in the very vulnerable age groups and could, to some extent, protect
themselves. As one participant said: “I’ve been told that kids of that age have
got two legs and can run away”. She, however, saw the potential danger of
that solution in that “they can put themselves more at risk by hopping into,
hitchhiking a ride with a stranger”.

Nurses value their relationship with their clients and have always been held in
high regard by the community as ethical and trustworthy professionals: “they
trust nurses, number one they trust us”. Some participants felt that making a
report to the child protection agency was a betrayal of the trusting relationship
they had with their clients. As one participant said: “I probably broke my heart,
but I had to report on them”. There was some feeling of guilt and betrayal in
the following comment from a participant who was describing making a child
protection report following assessment of a client’s family circumstances:
...go in there, get this rapport, get information out, come back
then do something with it, then go back and say, well I’ve
done something with what you’ve told me, you know.

Chapter Four: Phase One – Exploratory Study

112

Several participants stated that, while it was difficult and stressful making
reports of suspected child abuse, they would do so if necessary, but they also
would like collegial support: “…you’ve got to get it off your chest.”

Subjective Decision-Making

Clear, prescriptive definitions are not available in the child protection
legislation. This leaves nurses in the position of making subjective judgments
about their clients’ well-being in that “…psychological stuff is hard, really,
really hard”. Many of the participants stated that obvious signs of physical
abuse did not present them with a dilemma in their responsibility for
mandatory reporting. However, they expressed concern about reporting
suspicion of other types of abuse and neglect:
How emotionally tied up in a knot we get about some of the
fine line ones...you think everything’s cut and dry and it’s
going to be obvious.

…so not just black and white that I thought things would be.

It’s that grey stuff that’s hard, yeah; I don’t think any Act’s
going to change that.

Subjectivity is based on a person’s life experiences, including their own
upbringing, values and beliefs and orientation to parenting. While nurses base
their professional roles on being non-judgmental, it is not necessarily easy to
completely separate themselves from their long held values. According to one
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participant “everyone brings a lot of their own socialisation to their job”. While
recognition was given to responsibility for reporting being with the individual
who suspects abuse, some of the participants expressed a preference for
confirmation of their assessment from others prior to making a report. This
perspective was particularly evident in the accounts of hospital-based nurses
and school nurses, all of whom work in interdisciplinary environments. It was
less often mentioned by CFHN participants who mostly work in a
comparatively isolated and unidisciplinary environment. Accounting for
decision-making in mandatory reporting, a school nurse participant expressed
the view that:
…it’s never one professional’s unilateral decision. It is a team
decision because obviously if you start having unilateral
decisions it becomes quite a subjective issue…the more
professionals you can get to talk about an issue, the better
the understanding of all the dynamics you can get.
This view was supported by a hospital-based nurse who stated that
The nurses will generally point it out but it’s the doctors will
ring FACS11 [child protection agency] up...there’s got to be a
formal line and, like a hierarchy of people to report to so that
only one person is dealing with FACS.
Another hospital-based nurse participant commented:

11

At the time of this sub-study the child protection agency was named NT Family and

Children’s Services, commonly known as FACS.
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…our first port of call is to notify the doctor in charge and
then encourage, strongly encourage them to report it to
Family and Children’s Services or whoever.

One participant, however, indicated some reservation about junior doctors in
the hospital environment having the perceived delegated responsibility of
making a child abuse report:
…if there’s less experienced doctors on, I think they get
worried…so often the Paediatric Registrar will come and
review them and they’re quite good at saying, yes we’ll
contact FACS.

Scarce Resources

While many of the participants were very clear about the needs of families
where potential for abuse is suspected, they felt constrained in their ability to
ameliorate the problems because of a lack of resources. Child and Family
Health nursing, unlike acute care nursing, is based on a philosophy of primary
health care rather than a biomedical orientation to client care. Child and
Family Health nurses are concerned with the psychosocial, socio-economic,
and cultural factors that may impact on the well-being of their clients.
However, the level of financial and human resource allocation in the area of
the Child and Family Health service appeared to limit the delivery of services
to selected priorities such as immunisations and early postnatal discharge
home visits:
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…following up these people is probably the tight bit...I
think our resources say we refer on quite intensive,
complex cases.

…it’s all immunisations really.

Most CFHN participants expressed the need for a model of ‘sustained home
visiting’ for those clients/families that were assessed as ‘at risk’ in order to
support and assist them in reaching an acceptable level of functional ability:
…sustained home visiting will be a good, really positive
thing and…we could do much better with welfare…

…we can’t do all the extended visiting that we could,
probably should do.

The need for home visiting was based, in part, on the premise that vulnerable
families do not regularly attend child health clinics:
A lot of people don’t go to clinic, never will…not their way
of working through their problems…respond day by day
to emergencies because that’s how their lives go around.

It can be seen that some participants felt that there were budgetary
constraints limiting the effectiveness of a primary and early intervention
approach by CFHNs to safeguarding children. As well as this, several
participants raised concerns that the child protection agency also faced the
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pressure of less than adequate financial and human resources and believed
that this limited its ability to respond to reports made:
Half the time they are not investigated…people aged 15
are…often put to the bottom of the pile.

This last quote was later explained by “there’s not enough people in FACS”.
Another participant described the child protection agency as:
...a little area that just runs on stress and crisis all the
time…[s]ometimes, you know, they are out of their depth
with the workload.

A further comment by this participant referred to the limited services and
limited experience of the child protection workers in her region:
…the reality of limited services, and limited effective
services…and the follow up isn’t as good as it could be
and that’s really letting the families and children down.

These comments were from a participant outside of the Darwin region where
recruitment of staff in regional areas of the NT is problematic. Similar
comments were also made by Darwin-based participants indicating
reservations about the skill levels of the child protection staff:
I think there is a high transient staff in there just as there is
everywhere else in the NT.
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I’ve found some of their service provision inappropriate at
times.
The explanation for the last comment was that the child protection agency had
sent a male taxi driver to take a girl who had been sexually abused to the
Sexual Assault Referral Centre for assessment.

With perceptions of a poorly resourced agency perceived to be unable to cope
with reports of child abuse, participants felt that there would be no action
taken unless there was obvious physical abuse such as bruising. They,
therefore, felt discouraged from making reports of suspicion of abuse without
obvious signs or for the less easily determined neglect or emotional abuse:
…they’ve already got too heavy a case load.

I’d still make a report in that, about the situation, but half the
time they are not investigated.

The lack of resources in the child protection agency was particularly noted by
School health nurses. They felt that there were limited services available for
older children:
There’s not nearly enough people in FACS to cover the
upper echelon…the legislation covers [them] but of course
the 0 – 5s get priority...a student who was 15 and 9 or 10
months, so very little support really from Family and
Children’s Services.
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…why bother ringing them up because they’re not going to
do anything anyway and I suppose it forces us to think
laterally and like we report, we give information, and we
make sure that child is safe.

These participants recognised, of course, that younger children were more
vulnerable and accepted their priority need for protection; but the apparent
gap in services for older children was identified as a concern.

Cultural Perspectives

It appeared from some of the responses that there is a notion that a different
standard of care is acceptable for Aboriginal children. This was not
necessarily a callous or prejudicial view. Several participants made comments
concerning the difficulties faced by remote area Aboriginal families in securing
adequate resources for healthy lifestyles:
Some living conditions where I was in [that remote
community] for six months, they’re atrocious, so you can’t
really ask a mother or father why they haven’t bathed their
children every day and done this and this and this because
they just don’t have the ability to do that.

Delineation was made by some participants between deliberate and
unintentional neglect or abuse on the basis of a lack of facilities and
resources:
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I don’t know whether the neglect is deliberate neglect or just
circumstantial neglect really. You know, that sort of thing
where there’s just not facilities for people to access, so their
kids end up skinny and stuff like that. Or ignorance or lack of
education or something.

Recognition was also given to the need to break the cycle of dysfunction
within some remote communities and one participant said:
I’d like to see more services reallocated, rather than focusing
on an organisation like FACS why aren’t we focusing on
organisations that support families.

There was, however, recognition that evidence of, for example, repeated skin
infections, failure to thrive or exposure to a violent or substance abusing
community constituted a threat to the future well-being of the child. One
participant was of the view that, for some nurses, the constancy and
alarmingly high rates of situations such as these in Aboriginal families had a
desensitising effect. They have become the ‘norm’, and therefore nurses
appeared to see it as acceptable for this population:
It’s a normal type thing for people to have scabies or for
parents to come in intoxicated or for, you know, parents to
yell and swear and scream at their children…and I think what
we do now is we say, that is culturally acceptable.
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But another participant was quite clear in her view that such behaviours were
not part of the Aboriginal culture and were not acceptable:
Aboriginal children are left exposed to dangers that they
should not be…in particular I talk about children in the long
grass12 and I say that is not culture.

Recognition of the difficulties faced by Aboriginal families residing in urban
areas was noted by a school health nurse participant. She expressed the view
that supportive community environments in remote locations assisted families
to establish healthy family dynamics:
We can learn a few lessons from Indigenous families in the
way they share that workload around so that stress levels
within the family don’t escalate.

She recognised, however, that such support may not be available to those
families that relocate to urban settings:
…some Indigenous families who are more urbanised would
probably try and cover it up.

Protecting Professional Roles

It was stated by the majority of participants, mainly CFHNs and School
nurses, that they were better able to deal with issues of parenting support and
education than their child protection worker counterparts:
12

Living in the ‘long grass’ refers to those homeless people, often transient Aboriginal people

who come from a remote community to stay in Darwin (or other urban centres in the NT) for
a period of time without the means of securing a place to live.
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I mean, if you get the trust up and they see that that little
thing made that little change, that maybe what they’re talking
about might be worth a try.

I believe if you support people in the right way that the abuse
won’t be there…I’m not saying their life mightn’t be perfect,
but it’s not going to be abuse at a harmful level.

There was concern about the skills and experience of the child protection
workers. It was felt that these workers took an investigative, rather than
supportive approach and this had the effect of alienating families:
...if it’s something that needs, that isn’t that acute, basically,
then sometimes it’s better to do things, and other
professionals here tend to think, more subtly, because you
get a rock and smash something, it doesn’t work.

Another participant commented:
…we are ideally placed to build up that trusting relationship
with families and provide that early intervention sort of stuff.

According to some participants, the child protection agency was thought of by
some of the public as “big brother” and “big daddy”. These attitudes may have
the potential for a level of non-reporting that is both legislatively and ethically
erroneous. The position adopted by these nurses may partly be due to the
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lack of awareness of the professional backgrounds of the child protection
workers, their roles and the work that they do. This is dealt with under the next
major theme.

Theme 2: Mushrooms in the Dark
This theme encapsulated data that suggested participants felt isolated from
the processes when children in their care were the subject of a child abuse
notification. They also expressed a lack of knowledge or understanding of the
protocols involved, the personnel involved and the plans that may be in place
for these children. Sub-themes of ‘Anonymous FACS Workers’, ‘One-Way
Communication’, ‘Lack of Multidisciplinary Collaboration’, ‘Absence of Clear
Protocols’, and ‘Lack of Appropriate Education’ formed the major theme of
Mushrooms in the Dark.

Anonymous FACS Workers

Of great concern to many of the participants was their lack of knowledge of
the members of the child protection units and the service delivered by them:
…that’s an emotional part for you, for revealing that over the
phone to someone else.
This participant thought it would be very helpful if nurses could meet with the
child protection team members so that they knew to whom they were talking if
they needed to ring the child protection agency:
I think I would like to meet them, who they are, face
to face, it would be good.
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Another participant, when talking about her inability to access relevant
professional development, expressed a desire to at least meet with members
of the child protection team:
It would be good if Family and Children’s [staff] would just
come and tell us what they do, and not feel as if they were
being checked up on or anything, just the information.

In relation to particular instructions from child protection workers, a participant
stated “I feel like more of it is done over the phone”. Like some other
participants, this participant was particularly concerned about the lack of
documentation of such things as Holding Orders and plans: “if things aren’t
put in writing really no one’s got a leg to stand on”. Even when child protection
workers were in the workplace (the paediatric ward), the experience of one
participant was that they did not readily identify themselves to the staff
present:
They’ll ask about five questions about the patient before they
would identify who they are.

Participants from regional areas of the NT were more likely to know who their
child protection workers are:
…that comes with a small place too and you’re more
interconnected with the staff all around than with a bigger
place.
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The feeling was that this helped in many ways, for example creating
supportive, educational and collegial relationships. This was evident in the
quote:
…sometimes I don’t feel I want to report it as a mandatory
reporting, but I just need their advice, and I can get
absolutely wonderful advice from them.

Unfortunately these inter-professional relationships were highly dependent on
the stability and personal characteristics of staff in the regions. One
participant, in discussing invitations to attend school-based welfare meetings
said:
…for whatever reasons they don’t always attend and I think
it’s mainly because their facility there at the moment is quite
unstable so it limits their ability to attend. They are invited
and I think it’s essential for it to happen there because they
can see where we are going with individual children and
families.

Actually knowing the names and faces of the child protection workers is one
thing, but for nurses to perceive they were able to seek advice or receive
feedback seemed to be fraught with difficulties. When a group of
professionals maintain, for whatever reason, a degree of anonymity and
isolation, chances of collaborative practices for the welfare of clients is greatly
diminished.
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One-Way Communication

Participants seemed to perceive the child protection agency as the ‘black box’
of the NT Health Department in that much information went into FACS but
nothing came out. All of the participants were concerned about the lack of
information and feedback they received from members of child protection
units:
…it’s this lack of, they don’t give you, seem to give you much
feedback”, “…because I said, what, do I need to contact you
[child protection workers] again, because they were here and
they were just giving me no information.

…not really so much a barrier to reporting, but just that,
when that process has begun, again it is probably the [lack
of] feedback.

…you might report something and that you can feel as if
nothing happens, nothing changes.

It was evident from these comments that participants perceived this lack of
reciprocal communication impeded their delivery of appropriate continuity of
care to clients who were known to the child protection agency:
It’s pretty much a one way street as far as information goes. I
find that really frustrating.
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Another participant was particularly concerned about the lack of professional
communication through the accepted method of documentation rather than
word of mouth:
I feel like it’s been prompted but it’s not reciprocated and
they should see that documentation is really, really the most
important

thing

that

we’ve

got;

documentation,

communication sort of thing.

Lack of Interdisciplinary Collaboration

This sub-theme is a closely related to the previous One-Way Communication,
but contains broader elements for consideration. Some of the participants
expressed the view that working with child protection workers prior to making
a report of child abuse may help them in delivering care to families:
…we’ve now got another good case worker and I know that
sounds terrible, but when you get someone good that you
can go to and you can bounce off and feel comfortable with
and you know they are giving you good solid information, you
hang on to them and you keep going to them.

For CFHN participants, the lack of collaboration also extended to professional
relationships with referring hospitals. One participant spoke of a case of a
woman who had previously had children removed from her care but was
discharged from an NT hospital with twins and seemingly no strategies in
place to monitor her ability to care for those babies:
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It was just that I felt uneasy, unhappy about the situation and
I went back again…there was nothing in the referral from the
hospital would make you keep going back…not on the
information you got from the hospital.

This participant demonstrated her intuitive expert practice, developed through
many years of clinical experience, by her persistence in seeking to gain
access to this client. She also sought more information from the hospital and
this finally led to intervention by the child protection agency and the babies
were assured some interim safety measures. An environment and philosophy
of interdisciplinary collaboration may have resulted in a more timely response
and a less stressful experience for the nurse involved. The brevity of
information on referrals from hospitals was also raised in relation to clients’
personal circumstances that would indicate potential for future child abuse.
One such factor is the presence of domestic violence, so it would be
reasonable to expect some sharing of knowledge about domestic violence
between agencies and professionals who care for children. While assessment
for the presence of domestic violence was being carried out for all antenatal
clients at NT hospitals, this information was rarely shared with community
based services:
They might put things in place antenatally but they are very
reluctant because they’re still very insecure about handling
that information and sending it on to other people.
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Working in professional isolation, such as happens for CFHNs, may have the
effect of limiting the delivery of appropriate and needed services to vulnerable
families and may result in detrimental outcomes for those families. This was
noted also by hospital-based nurse participants who felt that they could
contribute more effectively in the care of children and their families if they had
the opportunity to work collaboratively with child protection workers:
…if we knew a bit of background as to what’s been put in
place, say from their point of view, then perhaps we could
reinforce that with the mother or carer.

In contrast to large urban areas of the NT, smaller urban regions provided
closer working networks between professionals. This, according to one
participant, was useful in knowledge sharing, developing appropriate
strategies for client care and gaining supportive advice as to whether to report
a situation or not:
I just want to put this story to you and I want you to tell me
what I’m missing or what I might need to use to actually get a
bit more information out, and they’ve been very, very good to
us in the past with this.

There was limited association between child protection workers and the
nurses who worked with children and their families in Darwin, and limited
recognition by child protection workers of the role of paediatric nurses, CFHNs
and School nurses. As one participant said of child protection workers:
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They have no idea what our roles, as in registered nurse,
registered midwife, maternal and child health, they have no
idea the skills that are involved in all that. They really have
no idea.

Another participant commented:
The Child and Family nurses are often left out of the case
conference…like we don’t logically go with child protection as
a community view. But, yeah, if we worked that way you
would be able to do a lot more of that early intervention.

The lack of empirical literature within Australia that includes nurses in
research about safeguarding children or child abuse supports the participants’
views that they are not explicitly recognised as involved providers of care in
this situation.

Absence of Clear Protocols

While some participants spoke of departmental protocols surrounding child
protection, it appeared to participants that these are mostly unwritten and
nurses would only become aware of them by ‘making mistakes’, that is
experientially: “I think you only find out the hard way, by doing the wrong
thing.”. On the issue of making a report to the child protection agency, one
participant had an understanding that “the hospital protocol sets down that it’s
only if doctors consider it’s necessary”. There was no verification of this
opinion by any other participants. Some participants felt that there were
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protocols or guidelines, but they seemed to have been referring to simply the
legislative requirement of mandatory reporting, “Well, yeah, there is a
mandatory reporting protocol that’s there…”, rather than any particular
departmental directions for provision of services to clients who may be
considered on ‘the cusp’ of needing a formal child abuse report. One
participant commented on the lack of formal protocols to follow where their
appeared to be ‘at risk’ situations rather than suspected child abuse:
So there’s no, there is no standardisation, it’s hard to do
that…it will take a decision by the department on what they
want and then to train people.

Lack of Appropriate Education

Nursing is a mobile workforce and, considering that there is variation in child
protection legislation throughout Australia, it was likely that some nurses
employed in the NT might not have adequate knowledge of the child
protection legislation in this jurisdiction. One participant, commenting on
nurses’ responsibilities as mandated reporters, stated:
I think when I started [in another State], nurses weren’t
allowed to. I think, you could only be a doctor. I don’t know
whether that’s changed.

Employing bodies accept a current registration for practice as the basis for
competency to practice, but it would seem that there is minimal responsibility
taken by employers to ensure that nurses are conversant with the legislative
frameworks governing their practice. Most participants in this phase were
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aware of the child protection legislation but only one stated that she had
actually read the Child Welfare Act. Participants in this phase were unsure
generally about having received any specific formal (undergraduate or
postgraduate degree level) education in the area of child protection, although
the CFHNs and School nurses stated that they had attended in-services about
this topic. Hospital-based nurses were less likely to have access to such
education. A participant commented that:
It’s sort of a bit more anecdotal, you know, you say well this
is the way it goes, this is the way it works, rather than
anything formal. I don’t know of any real, anything through
Workforce Development, anything that we could access.

Theme 3: Fear Factor
This theme was derived from data that related to issues of personal safety,
professional integrity and subjugation of professional roles to higher
authorities. Sub-themes of ‘Personal Safety – Retribution’, ‘Professional
Implications – Legal Aspects’ and ‘Lack of Autonomy – Hierarchical
Structures’ formed the major theme of Fear Factor.

Personal Safety – Retribution

Some participants, particularly the CFHNs in this phase, were mindful of the
fact that they would be the suspected reporters of child abuse and were
apprehensive of the subsequent potential for personal recrimination. Some
had experienced verbal attacks while there was one account of a serious
threat to the personal safety of a colleague:
Chapter Four: Phase One – Exploratory Study

132

…the father of the child…told FACS it was that nurse and I’ll
track her down...there was always that fear that they were
going to be coming in.

…being a small town, one shopping centre, you’re bound to
see them in there as well…it was very disturbing for the
nurse, extremely disturbing.

Maintaining the anonymity of a reporter of child abuse is accommodated in
the legislation, however many participants expressed a preference to inform
parents of their intention to make a report to child protection services:
I tend to sit down and talk through with the parents what’s
going on. I’ve made reports to child welfare, I’ve always told
the people associated.
At the same time this participant expressed a concern about being open to
some retribution:
I don’t know how this is going to go, his moods, anything
could trigger the mood to escalating...I didn’t want to go to
the house for my own safety…I was feeling a bit vulnerable.

Another participant who had not been the reporter of a particular instance of
suspected child abuse made the point that often it is the CFHN who would be
suspected of making the report due to their close and, often, continuing
association with clients:
I thought, gosh, how is she going to be with me because she
thinks I dobbed her in.
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Professional Implications – Legal Aspects

It was stated by some participants that the possible necessity of an
appearance in court was a frightening consequence of reporting child
abuse. The expectation that the experience would be threatening may
have stemmed from a lack of awareness of the content and intent of the
child protection legislation. It may also have been related to the
association of media expositions of court appearances for negligent
professional practice, rather than actual personal experience:
…contacting FACS is something that people generally don’t
like to do…I think a lot of it has got to do with the legal
aspect...nurses who have anything to do with going to court
over a patient, their experience has been negative I
think...it’s as if to say you’re telling a great big lie…they pull
everything apart.

One participant, however, who had knowledge of nurses’ involvement with the
court system for child protection issues realised that there was nothing to fear
in such court appearances: “…it was just a formality”.

Lack of Autonomy – Hierarchical Structures

Participants from the hospital setting seemed concerned, on the one hand,
about their ability to act autonomously, but expressed views that they alone
should not be expected to make a report to the child protection agency,
delegating that responsibility to doctors:
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…generally the nurses will point it out, but it’s the doctors will
ring FACS up...if the doctor is concerned about the potential
danger for this child, then FACS can be involved.

…it’s the hierarchical steps we’ve got in place that makes it
their [doctors’] responsibility to notify.

…there’s got to be a formal line, like a hierarchy of people to
report…I don’t think that’s right where individual people
should be able to ring up.

While these participants felt the need for their perceptions about a child’s
safety to be supported by others, generally doctors, they also demonstrated
some distress that they were not able to take part in discussions about their
patients’ welfare:
…generally the ward nurses aren’t involved in [ward
meetings], I don’t feel like we’re included in that…you’d have
to like force yourself into it…we’d have to push the issue.

It appeared that this participant thought it would not be acceptable if nurses
actively sought involvement in the case conference. The view was that nurses
were not willing to risk a perceived lowering of collegial standing through
‘rocking the boat’.
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DISCUSSION
Nurses, whose work brings them into close and frequent contact with children,
would appear to be the health professionals most likely to identify issues
regarding the safety of those children (Nayda, 2004; Joughin, 2003). It seems,
however, that there are some constraints for nurses in exercising a role in
safeguarding children.

There were many concerns raised by the participants in this phase that
indicated barriers surrounding their professional involvement in safeguarding
children. Participants expressed their understanding of factors that placed
families at risk and were of the view that they were professionally well
prepared to support those families to achieve a safe level of family
functioning. However they expressed concerns and frustrations about the
perceived impediments that restricted their abilities to practise in this role.
These frustrations mainly arose due to:


limited human and financial resources



the absence of clear departmental protocols to guide and assist them
in their child protection and family support role



the inadequate level of knowledge they had about the services
delivered by the child protection agency and the professionals
delivering those services



the content of legislative frameworks which was seen to limit
information sharing between professional groups



limited professional educational opportunities.
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A major dilemma for nurses is the juxtaposition of their caring professional
role and that of ‘informer’, collecting evidence and reporting it to the child
protection agency. Crisp and Lister (2004) interviewed 99 nurses (health
visitors and other community-based nurses) in a region in Scotland about their
professional role in child protection. They found that many of these nurses felt
that a child protection surveillance role would conflict with their traditional
supportive role with families. Mummery (2002) noted that nurses would “not
relinquish responsibility without first establishing the competence of those
taking over” (p. 180).

Available evidence suggests that nurses are well equipped to safeguard
children and support their families. International literature supports the
benefits of nurse led home visitation to improve the outcomes for ‘at risk’
and ‘high risk’ families (see for example MacMillan et al., 2005). These
authors discuss the evidence available and conclude that nurse home
visitation programs can be effective in reducing child abuse and neglect. In
Australia Armstrong, Fraser, Dadds and Morris (1999) conducted a
randomised trial of a nurse-led home visitation program. They found that
disadvantaged women experiencing significant vulnerability factors were
accepting of the home visitation service and demonstrated some positive
indicators of improved maternal and child health including improved parentinfant attachment.

While nurses may have the skill to act in a child protection role to reduce the
incidence of actual abuse, those skills may not be fully recognised by child
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protection workers or their agency. These two groups of professionals are
crucial to safeguarding children but there appears to be very limited
knowledge of each other’s skills and roles. Understanding those roles is
essential to collaborative working practices (Mummery, 2002).

The issue of available human and financial resources in both the child
protection agency and Child and Family Health service was noted by
several of the participants. Some participants were cynical about the ability
of the child protection agency to deal with the significant number of reports
received and described their view of the service as reactive and, at times, in
crisis. Literature from the USA outlines the relative limits of child protection
services to act on child abuse and neglect reports. Straus and Kantor (2005)
discussed the probable inability to deal with reports of potential harm
through neglect in light of the already apparent resource limitations of child
protection services. Melton (2005), in a discussion paper prepared for the
International Society for the Prevention of Child Abuse and Neglect, was
critical of the concept of mandatory reporting for this very reason. He
believed that it could do more harm than good for many of the families
embroiled in mandatory reports. Instead, he suggested that governments
should plan social services that build supportive, less intrusive communities,
while at the same time provide a system of family friendly monitoring, control
and support.

Similar views have been expressed in the Australian literature. A news item
in the Australian Nursing Journal (Child protection laws let children down,
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2002) outlined a study undertaken by researchers at Monash University.
This study found that during a specified period of six months one third of
mandated reporters had not reported cases of suspected child abuse. It was
believed that the wording of the legislation caused confusion for some
professionals. The other issue raised in this report concerned the limits of
the ability of the child protection service to investigate all reports thoroughly
due to lack of resources.

There were several elements of concern and frustration expressed by
participants in this phase regarding their legislative responsibilities, and the
extent to which making a report to the child protection agency would assist
the child and family in question. This was, in part, due to the apparent
limited financial resources of that agency as well as the staffing numbers
and experience of the staff. Participants in this phase doubted the capacity
of the system to respond appropriately. It is likely that the NT is not the only
jurisdiction where there are concerns about the human and financial
capability of child protection services to function adequately. Higgins et al.
(2010), in their discussion of mandatory reporting in Australia, suggested
that child protection services change the criteria used to determine which
child abuse reports will be investigated on the basis of the resources
available. They noted that mandated reporters are likely to become
disillusioned when their reports are not investigated and this may have an
effect on their willingness to report.

Chapter Four: Phase One – Exploratory Study

139

An issue of concern that emerged from this phase of the study was the
apparent attitude that some of the participants held regarding indicators of
abuse, mainly neglect, in Aboriginal children. It would appear that certain
indicators may be overlooked in the case of Aboriginal children but would
possibly be reported if the same indicators were to be seen in a nonAboriginal child. This appeared to be particularly so in the hospital setting
where nurses are dealing with a disproportionate number of Aboriginal
children attending, sometimes according to participants, with intoxicated
caregivers, and having repeated admissions for conditions such as failure to
thrive and severe skin infections from scabies infestation. With such
conditioning over time, a view could be formed that these problems are the
‘norm’ in this population rather than cause for great alarm. Considering
Truman’s view that definitions of child abuse are determined by “cultural,
community and societal values” (Truman, 2004, p. 33), it would be timely to
investigate the apparent failure of some nurses to recognise the plight of
those Aboriginal children and families.

Mark Sheldon, a psychiatric registrar, spent his dissertation year exploring
psychiatric care to Aboriginal people in Central Australia. He developed
useful interviewing techniques, understanding of the cultural imperatives of
this group and an appreciation of the need for assistance from Aboriginal
Health Workers in this field. He recognised that “…it was possible to
become totally desensitised such that any degree of poor hygiene or neglect
was dismissed as being non-pathological” (Sheldon, 2001, p. 441).
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In a discussion of the referral process to mental health services, Sheldon
also commented on the lack of referrals of children to the service as being
due to the fact that “behavioural problems [in children] seemed to be well
tolerated” (Sheldon, 2001, p. 437). Korbin (2002), in a discussion of the
relationship between culture and child abuse, outlined the need to
appreciate differences within cultures and also discussed the socioeconomic disadvantage of some cultural groups. She warned of the
possibility of using cultural differences “to further discrimination or
stigmatization” (Korbin, 2002, p. 644) and raised the issue of the need for
cultural competence in service delivery. She commented about the impact of
the ecological context of the family/group, rather than the culture per se, on
the risk and protective factors for child abuse. In this phase there was some
recognition of ecological factors impacting on the ability of Aboriginal
families to safeguard their children. It would seem though, in the hospital
context at least, it is considered the ‘norm’ for Aboriginal children to lack
appropriate care and protection.

Russell-Johnson (2003), in a paper which outlined the effect of domestic
violence on children in this environment, commented about the difficulty in
determining when exposure to this type of aggression warranted a child
abuse report. She emphasised that nurses who are involved with children
and their families have a responsibility to assess family functioning for the
possibility of domestic violence and to take the necessary steps to protect
the children in those families. Interpersonal violence within a family setting is
a traumatic event. Glaser (2002) took the view that even a single exposure
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to a “traumatic event” (p. 705) would constitute emotional abuse of a child.
This raises an issue of concern regarding the non-disclosure (at the time of
this study) of domestic violence data collected by midwives in the hospital
setting in Darwin as discussed by one of the participants. The perception
was that the lack of information sharing between the midwifery service in the
hospital setting and the community-based nurses who were caring for
clients post-discharge occurred because of confidentiality imperatives.

It is possible that many participants were of the belief that an overarching
problem for both nurses and child protection workers is, in part, the
Information Act 2002 which is premised on the Information Privacy
Principles (IPP) particularly with regard to the collection and sharing of
health information. This may stem from an inadequate understanding of the
content and intent of the Information Privacy Principles that underpin the NT
Information Act 2002. There is latitude within these Principles, and the
relevant Act, for sharing of health information in order to minimise harm (The
Royal Australian College of General Practitioners, 2012) to an individual, in
this case a child who is at risk in a domestic violence situation.

While participants in this phase were critical of the practices of child
protection workers, seeing them as unnecessarily secretive, the Community
Welfare Act 1983 in place at the time left little room for child protection
workers to divulge information about their clients. Interestingly, one of the
recommendations from the Lord Laming Inquiry into the death of Victoria
Climbié (Lord Laming, 2003) was more effective and open information
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sharing between agencies involved in the care of children. Smith (2003b)
stated that legislative changes would be made in the UK to allow for
information sharing between agencies that are involved in the health care of
children. An interdisciplinary and interagency approach based on equal
status and respect, with clear guidelines and information sharing, may
operate as a more effective mechanism to not only reduce the incidence of
abuse, but also to deal with any occasions of potential abuse before it
reaches a need for tertiary intervention (see for example Russell, Lazenbatt,
Freeman, & Marcenes, 2004; Truman, 2004).

A degree of discomfort, even fear, was expressed by many of the
participants concerning making a child abuse report. Personal retribution,
legal consequences and questionable professional conduct within a
hierarchical institutional structure were identified as potential barriers. It
appeared that some participants were influenced by the perception that
mandatory reporting may have exposed them to both personal and
professional disadvantage. This perception may, indeed, have been based
on personal experience or it may have been the result of hearsay. Russell et
al. (2004) investigated child abuse reporting by nurses, doctors and dentists
(n=979) in Northern Ireland. While the response rate from nurses was low in
this study, the authors found that nurses, including Health Visitors, were the
most likely professional group to report concerns of suspected child abuse.
However the authors found that many of these professionals, including the
nurses and Health Visitors, were fearful of facing litigation through a
misdiagnosis of child abuse. In the NT the child protection legislation
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contains clauses that protect people who make a genuine mandatory report
of child abuse from civil or criminal liability. Ironically no participants in this
phase of the study recognised the liability for a legal penalty if they did not
make a mandatory report where they had formed the view that there was
clear evidence of child abuse or neglect. Joughin (2003) examined the role
of UK Emergency department staff in child protection. She warned nurses
about their legal duty of care to protect children through mandatory reporting
and the possibility of a negligence charge against them if they failed to make
a report.

Continuing professional education of nurses who work with children is vital
to an improved and effective service that promotes health of families and
communities and protects the well-being of children. Nayda (2005) stated
that most Australian undergraduate nursing courses in Australia included
some education about child abuse. She made the point, though, that there is
limited education about the legislative requirements for nurses regarding
their responsibilities when child abuse is suspected or evident. Employing
bodies expect that the nurses they employ are competent to practise. This
study uncovered limited evidence of protocols in place that ensure nurses
employed in the NT Health Department were conversant with this particular
jurisdiction’s legislative frameworks governing nursing practice, in particular
the legislation surrounding child protection.

Nursing is seen as a mobile workforce, so problems present immediately
within the area of knowledge of child protection legislation because there is
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no uniform child protection legislation throughout Australia. In the UK, the
Royal College of Nursing has called for mandatory education in child
protection for all nurses on induction to the workplace and then periodically
thereafter (Smith, 2003a). Nayda (2005), outlining mandatory reporting
obligations of nurses and the need for nurses to understand the legislation
in the jurisdiction in which they practise, noted the possibility that “…a
department or organisation may adhere to protocol that does not reflect
state legislation and discourages reporting” (p. 27). While not suggesting
that the NT Health Department would operate either covertly or overtly in
this way, it is important for nurses to be quite clear about their jurisdictional
legislative requirements and assess any purported protocols against them.

Suggestions of interdisciplinary collaboration, sharing of information and
appropriate access to education are noble aims, but a very important part of
realising these aims is clear departmental guidelines. At the time of this
phase of the study there was no evidence that the NT Health Department
had any specific protocols that would help frame interdisciplinary and
interagency service delivery in the area of safeguarding children. It
appeared to participants in this phase that budgetary imperatives were the
drivers of service delivery, rather than policies and protocols developed on
the basis of legal requirements and evidence-informed practice.

CONCLUSION
Participants in this phase of the study had a sound understanding of their
mandatory reporting responsibilities where child physical abuse was
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obvious. They were less sure about suspected abuse or ‘grey’ areas of
emotional abuse and neglect. They had an understanding of vulnerability
factors and believed they were professionally well prepared to support those
families to achieve a safe level of family functioning. However they
expressed concerns and frustrations about the perceived impediments that
restricted their ability to practise in this role. Removing the service delivery
silos that isolate professionals and prevent collaboration and continuity of
care may open the way for a workable interdisciplinary, interagency and
community approach to valuing and safeguarding children.

Factors that may have had some influence on nurses’ understanding of their
professional and legislative requirements in a child protection role, and
barriers that may impact on this role, include:


the lack of child protection education opportunities for nurses



workplace cultural imperatives and absence of clear departmental
protocols which limit collaborative interdisciplinary practices



desensitisation

through

constant

exposure

to

particular

circumstances of marginalised groups of children

This phase of the study has indicated a need for periodic education for
nurses in child protection to ensure that they are aware of their
responsibilities under the legislation of the day. If nurses are to contribute to
safeguarding children, interdisciplinary collaborative practices in the delivery
of care to vulnerable families is required. Organisational change in structure
and culture to support such practices may need to take account of budget
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allocations and development of policies that improve relationships across
disciplines and that enhance the ability to share health information between
relevant professionals.

Findings from this exploratory phase provided baseline information to inform
an action research phase to address the issues uncovered. The following
chapter describes Phase Two of the overall study. Chapter Five describes
the action research methods and the limited action research cycles
commenced. It outlines the bureaucratic processes that impeded progress
in this phase and provides some explanation about the largely unsuccessful
action research cycles.
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CHAPTER FIVE

PHASE 2: ACTION RESEARCH

CHAPTER FIVE: PHASE TWO – ACTION RESEARCH

INTRODUCTION
This chapter outlines the action research phase of the overall study.
Justification of the choice of action research as the methodological approach
to addressing the ‘problem issues’ identified by nurses in the exploratory
phase (see Chapter Four) is provided. The methods, ethical considerations,
participants and processes are expanded upon. Enablers and barriers to
successful outcomes using an action research approach are discussed. The
chapter details the largely unsuccessful action research cycles that
commenced and provides some explication of the underlying political,
bureaucratic and professional obstacles to service development through
participatory processes in the NT Health Department.

The discussion includes the political implications of participatory action
research with particular emphasis on researching within a bureaucratic
institution, particularly in regard to researching within one’s own institution.
While there is abundant literature on the successful use and suitability of
action research to solve problems related to health care and nursing work
(see for example Glasson et al., 2008; Hampshire, 2000; Hart & Bond, 1995),
there are some significant challenges to this approach within bureaucratic
institutions. Badger (2000) makes the point that action research projects that
failed are rarely reported. It is within this context that the limitations of
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cooperative and participatory approaches to research within a bureaucratic
organisation are explored in this chapter.

METHODS
Action research methods were undertaken to address the barriers identified in
the exploratory study, Phase One of the overall study (see Chapter Four).
Cooperative inquiry (Reason, 1994) was the approach used to explore with a
Reference Group of executives/senior managers the ‘problem issues’
identified in Phase One of the study. This initial investigation would be the
platform from which participatory action research (PAR) could be employed to
address the issues through service development and organisational change.
First person action inquiry provided the ability for constant reflexivity by
myself throughout the action research journey.

Aim
The purpose of the action research phase was to
a) Gain consensus from the co-researcher members of the Reference
Group in acknowledgment of ‘problem issues’
b) Gain permission from those Reference Group members for their frontline staff to take part in action research cycles
c) Conduct action research cycles to investigate the agreed ‘problem
issues’ and plan, implement and evaluate practical solutions to those
issues
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APPROACHES TO ACTION RESEARCH
Action research has been used extensively in the sphere of education (Carr &
Kemmis, 1986) and more recently in nursing and primary health care (see for
example Galvin, Andrews, Jackson, Cheesman, Fudge, Ferris et al., 1999;
Glasson et al., 2008; Hampshire, 2000; Williamson & Prosser, 2002). In
health care settings action research is being employed increasingly for
service development and, as the name suggests, it includes both knowledge
development and learning (research) and change (action). According to
Reason and Bradbury (2006) action research “…seeks to bring together
action and reflection, theory and practice, in participation with others, in the
pursuit of practical solutions to issues of pressing concern to people...” (p. 1).

Common to all notions of action research is the iterative cycle of problem
identification, planning, doing and reflecting or evaluating the outcome
(Lilford, Warren, & Braunholtz, 2003). There is justification in the use of action
research when practical problems arise in professional service delivery and in
change management processes. Under the umbrella of action research as a
methodology, there are several approaches or methods that may be
employed either alone or in combination. Reason (1994) supports the
complementary nature of CI, PAR and action inquiry and suggests that a
combination of these approaches, as was done in this phase, has the
potential to strengthen the processes and participatory involvement in the
study.
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Action research is situated within the critical social science paradigm. Action
research is an emergent process and involves open communication and
critical reflection throughout a journey across an unmapped terrain.
Greenwood and Levin (1998) described the central function of action
research as being the need to “keep the conversation going” in order “to
create spaces for collective reflection” and develop “cogenerative learning” (p.
86). Communication between participants in an action research group is
central to the process, but there are some key essential elements to the
“communicative activity”: understanding, truth, sincerity and appropriateness
(Stringer, 1999).

There are a number of complementary strategies and approaches within the
broad action research church. Reason (1994) provided an overview of
approaches to participatory inquiry in which he compared cooperative inquiry,
participatory action research and action inquiry. While this comparative
“friendly and supportive critique” (Reason, 1994, p. 335) demonstrated some
differences, it also firmly placed the notions of subjectivity, experiential
knowing and critical reflexivity in participation with others as the epistemic
foundation of these approaches.

Cooperative Inquiry (CI)
According to Kakabadse and Kakabadse (2002), CI originated within the
‘Southern School’ tradition of action research which considered knowledge
production as a political act and was aimed at liberalising or empowering the
co-researchers. It was generally applied in resource poor countries with
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oppressed groups but these authors described its adoption by the ‘Northern
School’ tradition of action research as a method for democratising institutions,
solving problems and effecting organisational change.

Cooperative inquiry, as its name suggests, requires a collaborative, open and
mutually respectful space for communication. Reason (1994) warned,
however, that it is possible for a group engaged in CI processes to become
defensive when exploring issues that are subjectively anxiety provoking.
Avoidance of those issues that cause individual or group anxiety may lead to
“consensus collusion” (Reason, 1994, p. 327) so an essential element of such
inquiry is honest, critical self-reflection.

Heron and Reason (2006) described CI as “a way of working with other
people who have similar concerns and interests to yourself” (p. 145) in order
to investigate an issue with the intent of making changes for improvement.
These authors described several forms of inquiry groups including a “mixed
role inquiry” (2006, p. 145) in which practitioners from different fields have a
shared interest or concern. This particular form of inquiry group is pertinent to
situations where health professionals from a number of disciplines may wish
to explore a practice issue that is recognised and in some way problematic to
each. Heron and Reason further described different types of inquiry groups by
their intentions, that is, those that confine their inquiry within the group “closed
boundaries” and those that include participants outside the group in action
phases “open boundaries” (2006, p. 148).
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The intention of the CI in this study was to explore the ‘problem issues’ that
mitigated CFHNs’ ability to safeguard children and support vulnerable
families. Managers from a number of NT Health Department branches with a
common interest in the well-being of children and their families formed the
Reference Group. The group would then provide authorisation, leadership
and support for the conduct of action research cycles by CFHNs and child
protection workers in the field to address agreed ‘problem issues’. The
Reference Group within this study was, then, a ‘mixed role group’ with ‘open
boundaries’.

Heron and Reason (2006), in a discussion of CI, stated that “good
research…is concerned too with re-visioning our understanding of our world,
as well as transforming our practice within it” (p. 144). Establishing a
Reference Group comprising executives and senior managers from relevant
branches of the NT Health Department presented an opportunity for
investigating cross-agency issues and developing a deeper understanding of
the problems from different perspectives. The potential for organisational
change within an environment of individual professional and workplace
learning and development was increased by combining the approaches of CI
and PAR in this study.

Participatory Action Research
Corbett and Francis (2006) made a distinction between ‘action research’ and
‘participatory action research’ and placed this distinction within the
power/disempower discourse. They contended that action research is done
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with those who hold the power such as managers, while PAR is done with
those who are disempowered and is carried out with the purpose of
empowering the participants. The epistemological underpinning of PAR
includes experiential, presentational, propositional and practical ways of
knowing (Chiu, 2006). Participatory action research is democratic in nature
and is based on the premise that participants are equals and involved in all
processes of the study (Quoss, Cooney, & Longhurst, 2000). However,
according to some authors, these preconditions are not always required.
Patten, Mitton and Donaldson (2005) described a PAR project that was
conducted at the macro-level of a health precinct in Canada where the
participants were those in powerful positions. Hampshire (2000) took a
broader view of PAR in his definition that included the following requirements:


focusing on change and improvement



involving practitioners in the research process



being educational for those involved



looking at questions that arise from practice



being a cyclical process of collecting, feeding back and
reflecting on data



being a process that generates knowledge (p. 338)

Balfour and Clarke (2001) contended that action research can only be applied
in the clinical setting where practitioners have “a sense of dissatisfaction with
the present, a clear outline of what the problem is and the direction which
they wish to take” (p. 44). Their description placed practitioners in the role of
instigators of the inquiry process. Hampshire’s (2000) definition, however,
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included “involving practitioners in the research process” (p. 338). This
suggests that the problem may be identified by someone other than a
practitioner who then seeks the participation of practitioners in the research
activity. If Balfour and Clarke’s pre-condition of practitioner dissatisfaction
exists, it is reasonable to expect that a problem identified and articulated by
practitioners may well be embraced by them as one that lends itself to be
investigated using the methodology of PAR. Participatory action research
needs to be collaborative in nature, to address a real world situation
identified, or agreed to, by the collective as a problem, to imagine what other
(better) situation might be possible and to effect change to move to that
‘better’ situation as a means of solving the problem. Rather than simple linear
problem solving, the use of reflexivity, through imagining, planning, acting
then evaluating the action has the potential to give rise to transformative
learning and change.

Action Inquiry
Action inquiry is an extension of action science, a key component of which is
identifying individual, group and organisational theories of action. Rowe and
Boyle (2005) distinguished between theories-in-use which are evident through
individual and group behaviours and espoused theories which are those that
are externally verbalised. These sets may be at odds and questioning
individuals and groups to explain the apparent differences and reflect on their
theories-in-use can give rise to defensiveness. Greenwood and Levin (1998)
acknowledged that participants in action research may need to deal with
issues that are subjectively difficult. They identified “confronting” as a means
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of overcoming such difficulties. Confronting is a process by which social
actors are forced to come to terms explicitly with their own defensive
reactions to changes and perceived threats by inquiring into the causes of
those reactions and analysing the consequences of giving in to them
(Greenwood & Levin, 1998, p. 189).

The necessary ingredient for successful action inquiry is to develop a culture
of reflection and inquiry both at an individual and organisational level.
Coghlan’s (2007) view of action inquiry sits well with a study intended to
transform

practices

and

create

organisational

change

towards

an

interdisciplinary model of support for parents to enable them to raise healthy
children in a nurturing environment. His discussion of ‘first-person’ action
inquiry, though, is particularly pertinent to this study. As researcher, I carried
with me to the study a level of pre-understanding of the context and culture of
NT health and social care services. This pre-understanding, however,
included many unquestioned assumptions, cultural values and organisational
expectations. I conducted first-person action inquiry throughout the study by
keeping field notes that captured my observations, feelings, frustrations and
joys as well as events as they unfolded. Continual reflection on this data
enabled me to question my assumptions and re-define my interpretation of
some of the obstacles to change that arose. The process of reflecting on my
field notes uncovered new ways of thinking and a deeper understanding of
both the topic of the research and the challenges for all those involved. In
fact, on reflection I realised that conditions for effective action, shared
problem identification and commitment to resolve identified problems, did not
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exist within the CI group thus leading to the group’s inability to develop and
implement effective change. Through a process of first-person action inquiry, I
was able to understand more fully the constraints on both the CI group
members within their rapidly changing bureaucratic world and the PAR group
in their lack of empowerment to commence action research cycles.

Ethical Considerations
Gaining ethics clearance from the relevant institutional ethics committee and
adhering to ethical principles and behaviour for all research activities is a
requirement and well understood. Issues of confidentiality, anonymity,
consent to participate and ability of consenting participants to withdraw from
the research apply to all forms of research that include human subjects.
These rules, however, may be less easily managed in action research,
particularly when that research is being conducted in a bureaucratic health
organisation. Participants are well known to one another and also well known
to their superiors and subordinates. Issues such as staff turnover, changing
priorities within the organisation and changing power relations occurred
throughout the study. Seeking confirmation of consent throughout the
progress of action research may overcome some problems around the nature
of informed consent in action research. The fact that participants in action
research continue collaborating in a particular project implies consent,
however, the continued collaboration may likewise take effect due to the
political nature of action research. Where such a project has been instigated
by a powerful member of the organisation in management, refusal by a
person on a lower strata of the hierarchy to take part in, or continue as a
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participant in the project, may have a deleterious effect on that person’s
career path or current employment. Badger (2000) acknowledged that “the
right to withdraw may be impossible to exercise for any individual once the
process of organisational change has begun” (p. 205).

All participants in this phase of the study signed a consent form (Appendix
Three) and were given a plain language statement (Appendix Four) about the
purpose of the research. The consent form outlined their right to withdraw at
any time. No participants, however, withdrew their consent.

Setting
Reference Group meetings were held in an NT Health Department meeting
room easily accessible to all participants. Other NT Health Department
locations were used for planning meetings with PAR co-researchers and
forums relating to the investigation of some of the ‘problem issues’. The sites
of these meetings and forums were non-threatening, accessible and well
known locations as they were used regularly by all participants in the course
of their work.

Participants – Cooperative inquiry group
The main service areas seen as important in the investigation of the ‘problem
issues’ were the Child and Family Health service, the acute midwifery service
and the child protection service. Service delivery to Aboriginal children and
their families was mainly via the mainstream services, however two Aboriginal
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communities located within the geographic context of the study were the
responsibility of Remote Health services and, broadly, attention to the health
and well-being needs of Aboriginal people was guided by the Aboriginal
Policy Branch. Support was, therefore, sought and gained from both of these
areas. Directors in each of the relevant areas nominated a senior manager to
participate in a CI Reference Group. At the first Reference Group meeting on
17th July 2006 members identified two other relevant areas – the mental
health service and alcohol and other drugs service – as being relevant to the
study and invitations were sent to senior managers in these areas. While
interest was expressed from those areas initially, the final membership of the
Reference Group comprised representatives from Child and Family Health
service, child protection service, acute midwifery service and Aboriginal
Policy. A senior manager from each of these areas consented to join the
Reference Group and attended at least two of the four meetings of the group.

Participants – Participatory action research group
Following invitations sent to CFHNs (n=32) and Aboriginal Health Workers
(n=2) to join the PAR group as co-researchers, four CFHNs and a project
officer from the Child and Family Health service volunteered to participate.
Although there was general consensus among members of the Reference
Group about the usefulness of including social workers employed by the Child
and Family Health service and also child protection workers in the PAR
process, the Child and Family Health representative on the Reference Group
was cautious of this inclusion. The Reference Group discussed and
acknowledged the benefit of interdisciplinary practices in the area of
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safeguarding children. The Child and Family Health representative, although
not a nurse herself, argued, however, that nurses may be uncomfortable with
the notion of collaborating with social workers and child protection workers in
action research cycles.

Data Collection – Cooperative inquiry group
Data in this phase of the study were gathered through meeting minutes, field
notes and forum discussions. As the researcher in this cooperative and
participatory study, I was, to a large extent, limited to the role of facilitator
and, by consequence, the amount of data available to me and the episodes of
investigation and actions taken were determined by the CI group members. I
provided documents and briefing papers to assist in the CI process both as
requested and proactively when I thought additional information may assist in
exploration of issues raised. My field notes generated much of the data
analysed and relevant entries are included in this chapter. According to
Cherry (1999) “… the researcher’s experience, feelings, thoughts and
behavior are relevant admissible data” (p. 73).

At each Reference Group meeting I took minutes that reflected the discussion
points and included requests from Reference Group members for further
information regarding particular issues. With each of the members
representing a separate branch within the bureaucracy, open and frank
discussions around issues common to each, but possibly viewed from
different perspectives, had the potential to create some feelings of reticence
and anxiety. To facilitate a non-threatening environment the meetings were
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not audio-recorded. My hand written minutes were briefly discussed at the
end of each meeting to ensure they included all areas discussed, that they
represented the perspectives of each member and that any actions
determined by the members were clearly stated. The minutes were then
formally collated and sent to each Reference Group member for endorsement
at the following meeting. I wrote field notes following each meeting as a
means of capturing and reflecting on my thoughts about the discussions and
outcomes, as well as my perceptions of interactions between group members.

The purpose and authority of the Reference Group were discussed at the first
meeting on 17th July 2006. A briefing paper listing the issues identified in the
exploratory phase (see Chapter Four) as barriers to nurses in safeguarding
children was provided to members of the group for exploration, investigation
and potential action.

Data were also collected in the form of minutes from a forum on sharing
health information which was organised following the request of Reference
Group members. Secondary data collection included the collation of a variety
of psychosocial assessment tools used both within Australia and other
countries including the UK and the USA.

Data collection – Participatory action research group
For reasons described further in this chapter there was only one meeting of
the PAR group therefore data collection was minimal. While a PAR approach
with front-line CFHNs as co-researchers had been ‘authorised’ by the Child
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and Family Health service representative on the Reference Group, those who
volunteered to participate had not been formally apprised of this authorisation
and appeared confused regarding their role in the study. The apparent lack of
understanding about their co-researcher role in a PAR process was
compounded by the participation of the Child and Family Health service’s
recently appointed project officer as a PAR co-researcher. This person
appeared to be considered to have greater authority than the CFHNs thus
influencing the power relationships and willingness of other members of the
group to engage in frank discussions.

A further meeting occurred at which the perception of some of the CFHNs
across the two Child and Family Health service centres in Darwin was that
they had been ‘instructed’ by the Child and Family Health service Reference
Group member to make a decision about an appropriate family psychosocial
assessment tool. I was invited by the Child and Family Health service CI
group member to attend as an ‘observer’ but not given permission to
contribute. This position severely limited my role as a researcher at this
meeting. More importantly, though, the consequence of this was that I was
unable to discuss the relationship of the purpose of the meeting to the CI
group decision to develop and implement an evidence-informed family
psychosocial assessment tool through action research processes. Prior to this
meeting I had provided Reference Group members with a briefing paper that
included a collation of family psychosocial assessment tools and a critique of
each. This paper had also been provided to the managers of each of the
centres for distribution to their staff but it became apparent at the meeting that
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many of the CFHNs had not received a copy of the paper. They also
appeared unaware that a decision was to be made by them at this meeting
about acceptance of an appropriate family psychosocial tool. There was
dissatisfaction by some present about the lack of information provided to
them and an unwillingness to proceed with a discussion of the merits of
developing and implementing a new assessment tool. At the same time I
faced the dilemma of maintaining a neutral stance due to my designated
‘observer’ status while feeling the frustration of the missed opportunity of
engaging the staff in open discussion about the issue.

RESULTS
This phase of the study was conducted in response to a number of identified
organisational, institutional and perceived legislative barriers that appeared to
limit the ability of nurses to proactively seek to support vulnerable families and
safeguard children. Subsequent public exposure of serious problems within
the social care service confirmed major institutional problems, not only related
to the siloed and over-burdened service; there were issues of a higher order
of magnitude (Hall, 2009; Statham, 2010).

Negotiating meeting times following the first Reference Group meeting proved
difficult with all members seeming to have competing priorities. A series of
four meetings took place over a period of eight months. Lea (2002), in her
doctoral thesis which explored the NT Health Department through an
ethnographic perspective observed the difficulties inherent in progressing set
bureaucratic objectives because
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...[d]elays have been caused in part by the irregularity of
formal committee meetings, as the participation of certain
people is deemed consequential, and their cancellations a
reason for rescheduling in the moment of reinforcing their
precedence as high status members (p. 115).

While agenda setting is not entirely within the purview of the action
researcher, at the first meeting I provided the group with a paper outlining a
number of ‘problem issues’ that had been identified in Phase One. Other
specific topics discussed included the purpose of the Reference Group,
agreed processes for meetings, feedback mechanisms and research
methods. Although each senior manager present was aware that they had
been given permission by their Director to take part in this phase of the study,
they seemed to lack confidence in their authority within the organisation to
sanction action research cycles (Meeting Minutes 17/07/2006).

There was a shared view that identifying vulnerable families through
appropriate assessment was the starting point in services aimed at supporting
those families. The definition of ‘vulnerability’ was discussed and the child
protection representative provided the group with a distinction between ‘risk’
identification from the perspective of child protection services and the concept
of family ‘needs’ or vulnerability. Group members requested that I investigate
validated or evidence-informed national and international family psychosocial
tools that would assist an action research approach to the development of an
NT tool (Meeting Minutes 17/07/2006).
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Although some reservations were expressed as to the level of authority held
by group members, the Minutes from this first meeting, endorsed at the
following meeting by those members who consented to take part in the study,
stated that the purpose of the group was:
to give broad support and authorisation to practitioners to
plan actions to overcome perceived impediments to
collaborative practices, apply those planned actions in
practice and evaluate the outcome of the changes to
practice (Meeting Minutes 17th July 2006).

The two ‘problem issues’ of most interest to Reference Group members were
the development of an evidence-informed family psychosocial tool and
sharing health information across program areas. The development of holistic
and effective referral processes particularly between the midwifery service
and the Child and Family Health service was briefly noted as a potential issue
for an action research cycle. The Reference Group discussions concerning
the two main topics and the outcomes reached will now be described and
critically explored.

Family psychosocial assessment
At the beginning of this study in 2005 the Child and Family Health service
assessment process was primarily concerned with maternal and infant
biomedical issues and some limited psychosocial elements such as maternal
support and access to transport. This information was collected at the first
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postnatal visit (usually in the home) and recorded on a hard copy record.
Following this there was limited documentation of maternal or family issues.
Continuing documentation of the baby’s growth and development was
recorded electronically in the Community Care Information System13 (CCIS).
The main provision of parenting education and information was delivered
through group sessions with formal structures and inflexible designated
session times.

Reference Group members acknowledged that there were a number of
vulnerability factors that could potentially affect the development of adequate
or ‘good enough’ parenting. All members had a grasp of the ecological issues
that potentially impact on families’ abilities to provide consistent and nurturing
parenting within a safe environment. There was also a consensus reached
during Reference Group discussions that it would be unlikely that a mother
would reveal sensitive information to a person she does not know, i.e. the
CFHN at first encounter. The members, however, apart from the Child and
Family Health service representative, were not familiar with the Child and
Family Health service and the means available to CFHNs in the NT or
elsewhere to assess a family’s vulnerability.

The lack of understanding by Reference Group members of services
delivered in branches of the NT Health Department other than their own may
account for some of the inability to reach any firm decisions on ‘problem
13

The Community Care Information System is an electronic client information record and is

the primary corporate record for documenting service delivery to clients in community-based
public sector health and social care services.
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issues’ to be referred to the PAR group. One of the major obstacles, however,
in moving to a participatory action research approach to the development of a
suitable tool was the reticence of the Child and Family Health service
representative. This member expressed a range of uncertainties in such a
process including the concern about what could be done for families found to
be vulnerable. This included a perception that CFHNs were not equipped to
provide early intervention services to ameliorate some of the vulnerability
factors that may be uncovered. Instead, the view was that if any problems
were found then a referral to another service would be necessary. At the
same time, it was acknowledged that there were limited services to deal with
the range of psychosocial issues that may be uncovered. In particular it was
noted that services for women with postnatal depression were not readily
available at that time.

At the first Reference Group meeting, the Child and Family Health service
representative stated that a new Child and Family Health service model was
being developed although did not expand on this. This member, however,
invited me to meet with her later that week so that the proposed new model
could be outlined. At that meeting I was informed that this new service, a
strengths-based approach in a primary health care model, would address
many of the ‘problem issues’ discussed by the Reference Group. The Child
and Family Health service representative, however, indicated continued
strong support for the study as its purpose was compatible with the aims of
the new service model. She stated that the model aimed to reorient
approaches to service delivery towards:
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…child health nurses engaging with families in their natural
settings, offering services to those children with mild
developmental delays that are likely not to be accepted by
disability services through the referral process, assisting
families to network in the community, raising the capacity of
parents to cope with stressors (Field Notes 21/07/2006).

An interdisciplinary approach to the development of an evidence-informed
family psychosocial tool was supported by some members of the Reference
Group, however the Child and Family Health service representative was
reluctant to involve other disciplines in processes relating to Child and Family
Health nursing. My Field Notes of 19/10/2006 paraphrased this expressed
reservation about the proposed action research cycle:
an interdisciplinary action research group to investigate the
[current] tool used by Community Health would be
inappropriate in the first instance…the tool [was] developed
by nurses in Community Health, there may be some
discomfort in other disciplines being part of a review process
(Field Notes 19/10/2006).

The Child and Family Health service representative again commented at this
meeting about the problem of dealing with the results of assessment due to
the limited human and financial resources in the Child and Family Health
service. Discussions about the need for a family psychosocial assessment
continued through each Reference Group meeting. Prior to the fourth and last
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meeting on 20/02/2007, I provided all Reference Group members with a
discussion paper that outlined a number of national and international family
psychosocial assessments. This paper included a matrix that identified the
quantitative and qualitative questions contained in each as well as the scoring
(where applicable) used for results of assessments. The following issues
were raised in relation to the identification of an appropriate tool for the NT:


scarcity of staff to implement a needs assessment



on-going training of staff to deliver a needs assessment tool



preference towards assessing only the heavily weighted items (e.g. the
UK Index of Needs tool) because of scarcity of resources



development of a single, simple tool that could be used across midwifery
services, paediatric services and community-based child and family
health services



identification of vulnerable mothers/families antenatally



collection and use of domestic/family violence data
(Meeting Minutes 20/02/2007).

While no further Reference Group meetings took place, the Director and
senior manager of the Child and Family Health service continued to express
support for a PAR approach to the development of an evidence-informed
family psychosocial tool. It was not until six months following the last
Reference Group meeting, however, that Child and Family Health work unit
managers were invited to comment on the briefing paper outlining selected
national and international tools. The briefing paper was forwarded to all Child
and Family Health service work units and the managers were requested to
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make these available to all CFHNs. There were continued delays in gaining
permission from the Child and Family Health senior manager to enlist CFHNs
on a participatory action research group.

I was invited to a teleconference held on 21st August 2007 to discuss the
briefing paper on family psychosocial assessments at which all Child and
Family Health work unit managers from service centres in urban areas of the
NT were present. I recorded in my field notes (21/08/2007) the following
comments expressed during this teleconference about perceived issues in
conducting a family psychosocial assessment:


it will be too draining



no time for normal families



lack of referral pathways



work overload



not enough staff

The Child and Family Health senior manager discussed these issues and
indicated that there was a need to engage with non-government organisations
to develop referral pathways for vulnerable families. A timeline was set at this
teleconference for a meeting on 17/10/2007 of CFHNs to give their feedback
on the tools provided, then a meeting on 28/11/2007 to make a decision on
the tool to be adopted by the service. I was invited to attend the meeting on
17/10/2007 as an ‘observer’.
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At this meeting it appeared that the CFHNs from one of the Community Care
centres understood that the purpose of my presence was to advise them of
the most appropriate tool included in the background paper, while those from
the other centre had not seen the background paper and did not have a clear
understanding of the purpose of the meeting (Field notes 17/10/2007). Those
CFHNs requested access to the background paper and time to consider its
contents before further discussions at a later date. Two days later, I was
contacted by the Child and Family Health senior manager to inform me that
the development of the assessment tool had been postponed and
development of the tool would need to be deferred until
about March 2008 because of staff concerns – ‘not wanting
to open a can of worms’. She [Child and Family Health
senior manager] also said they [CFHNs] were overwhelmed
by the amount of PD [professional development] that was
required with new developmental assessment tools and
family partnerships training (Field Notes 19/10/2007).

It was not until July 2008 that I was given permission to form a ‘working party’
to undertake an investigation of a suitable psychosocial tool. I was advised to
use the terminology of ‘working party’ rather than PAR group, although a
rationale for this was not given. Email invitations outlining the purpose of the
meeting were sent to all CFHNs in the Darwin region to take part in the
‘working party’. A Plain Language Statement (Appendix Four) and a Consent
form (Appendix Three) were attached for those who wished to join the group.
The meeting was unsuccessful due to the small number of staff (n=8) who
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attended and their seeming lack of understanding of the purpose of the
meeting. As reflected in my field notes:
I felt quite demoralised as I viewed the expressions on the
faces around me – I sensed derision in some, cynicism in
others, hostility in one, suspicion in some and a general
ambivalence and lack of enthusiasm. The project officer for
the implementation of the new model of child and family
health service was confused about the purpose of the
meeting – she thought it was simply a meeting with centre
staff to ‘drum up’ support and encourage staff to volunteer
on the working group. She also thought that the meeting at
the other centre scheduled for the 6th August was to be the
same exercise with staff there. I am surprised about this
because the flyer sent to everyone (including her) with the
invitation to the meeting seemed to clearly state that it would
be

a

‘working

group’

meeting

to

investigate

family

psychosocial assessment (Field Notes 30/07/2008).

Little progress was made at this meeting. Terms of Reference were requested
by the Child and Family Health project officer however agreement on details
to be included could not be reached by the nurses present. There was some
discussion about the new model of service delivery (yet to be implemented)
and the level of autonomy that CFHNs would have in determining services,
including home visiting, on the basis of need. The project officer, however,
stated that management would decide the way in which services were
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delivered. Dates were proposed for follow-up meetings but it was not possible
to find a date that suited the four CFHNs of the eight present who had signed
a consent form. On the basis of apparent lack of interest in taking part in a
‘working group’, and the inability to schedule further meetings I postponed
continuation of the investigation. I had hoped to revisit the situation after
further consultation with Child and Family Health management, however I
was informed by a colleague two months later that the Community Health
Quality Unit had developed and implemented a new psychosocial tool for the
Child and Family Health service.

Sharing health information across program areas
One of the problems raised by the Reference Group was the assessment of
domestic violence by midwives in the acute care setting and the way in which
the information collected was handled. This information was generally not
shared with the CFHNs following the client’s discharge from the midwifery
service. The issue about sharing health information had not been explored
and the means of sharing that information, within the guidelines of the
Information Act (2002), had not been defined. The referral process from
midwifery services to the Child and Family Health service occurred by giving
the mother a referral form that contained medical aspects of her prenatal
course and intrapartum and postnatal care. Vital psychosocial information
was extremely limited on the referral form. This had been highlighted by a
participant in Phase One (see Chapter Four).
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The issue of sharing health information was of particular interest to all
members of the Reference Group. Different perspectives were raised, not the
least being the constraints in sharing information across branches of the NT
Health Department due to the provisions of the Information Act (2002) and
Child Welfare Act (1983)14. Discussion included the Information Privacy
Principles that underpin the Information Act. One of those principles refers to
sharing information where that process occurs to minimise harm. An intent to
investigate this further did not arise at the first Reference Group meeting,
however members’ consciousness was raised to possibilities and a need for
further exploration.

At the second Reference Group meeting it was agreed that holistic service
provision was dependent on information sharing across program areas but
recognition was given to the difficulties that practitioners may have with this
concept due, in part, to the culture of the NT Health Department. It was noted
that a draft document outlining processes for sharing information related to
domestic violence between relevant professionals had been developed but
was not available to the Reference Group. The group members requested a
workshop to be organised with speakers from the Department’s Legal and
Privacy branches.

14

The Child Welfare Act 1983 contained a ‘secrecy’ clause that prevented exchange of

information from child protection workers to other service providers thereby limiting the
extent to which mutual collaboration could occur.
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The workshop took place on 3rd November 2006. Reference Group members
from the Child and Family Health service, midwifery service, child protection
service and Aboriginal Policy attended. Middle managers from child protection
offices and Child and Family Health Darwin work units were also invited and
one from each of those areas attended. Presentations by the lawyer from the
Legal branch and the Director from the Privacy branch outlined the provisions
of the Information Act (2002), the Information Privacy Principles on which it is
based and the child protection legislation in place at the time. There was a
brief discussion of the draft child protection legislation (enacted at a later
date) particularly around the intended provisions for information exchange
where relevant.

While it was made clear that information exchange between relevant
professionals to minimise harm is generally permissible, care was needed to
protect clients and gaining consent from clients prior to information exchange
needed to be a priority for professionals. There was significant discussion
about the electronic client record used to record most community-based
health and social care services. Participants in the workshop expressed
annoyance that security profiles of users of this system prevented them from
viewing records of client services in branches/services other than their own.
This was particularly in regard to infants and children who may be
concurrently receiving services from the Child and Family Health service and
the child protection service. The notion of direct contact between
professionals and disciplinary groups was not perceived to be as important as
being able to view the data in an electronic client record and drawing
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information about the involvement of a client with other services.
Confidentiality concerns appeared to be a significant issue for the group
member from the Aboriginal Policy branch, and the midwifery services
member was guarded about domestic violence information being shared. All
other participants, however, were supportive of processes that enabled a
sharing of information for the purposes of potentially increasing the quality of
care provided.

Participants at the workshop were generally in agreement about the benefits
of being able to share relevant information across program areas. They
gained some knowledge about the means to effect processes that would
enable this development, however they did not develop a clear sense of the
importance of practitioner to practitioner communication. Instead their
preferred option was access to electronic records. As Munro (2005) indicated,
though, interpretation of information recorded by a particular disciplinary
professional may not be interpreted accurately by a professional from another
discipline. There were no proposals following the workshop to develop and
implement protocols for sharing of information across the health and social
care service areas. Security profiles for users of the electronic client record
remained unchanged for CFHNs and child protection workers.

DISCUSSION
I initially approached this phase of the study with enthusiasm and optimism.
After all, there is little point in conducting research unless there is a purpose
towards improvement. Unfortunately the enthusiasm of the novice researcher
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was not appropriately tempered by an acknowledgement of the realities of
bureaucratic processes and working across power grids. I had not given
consideration to the possibility that the powerful elites within the organisation
may not have been interested in change or, perhaps, did not know how to
manage such a change process. These possibilities will be discussed broadly
as well as positioning those realities within the context of this study.

Political Issues Confronting Action Researchers
Kemmis and McTaggart (1988) warned of the political nature of PAR. They
contended that, while the PAR group may be small, the outcomes of research
using this methodology will affect a much broader population. The issue of
micro-politics within the subcultures of organisations requires attention by the
researcher to align the differing perspectives of those who may be affected by
an action research project (Eilertson, Gustafson, & Salo, 2008).

Conducting action research within a bureaucratic institution without
cognisance of the cultural milieu of the institution or the power relations which
may be threatened would, indeed, be foolhardy. Elements of CI and PAR
include participants as co-researchers contributing to the process within a
democratic environment. Greenwood and Levin (1998) described democracy
as “the creation of arenas for lively debate and for decision making that
respects and enhances the diversity of groups” (p. 11). Where the highest
authority in the institution gives endorsement to the conduct of an action
research project, a researcher may automatically acquire a sense of optimism
and purpose. This heightened sense, however, should not remove the need
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to consider the cultural milieu, power relations at other levels of the
bureaucracy and the possibility of ‘hidden agendas’. In bureaucratic
organisations there can be a separation between the ‘highest’ authority and
those managing the various branches within that organisation. The ‘highest’
authority may give managers the responsibility of dealing with broad
objectives, but is unlikely to micro-manage the processes to achieve the
broad objectives. It is within this context that endorsement and authority to
conduct an action research project by the Chief Executive Officer of the NT
Health Department was not sufficient to gain continued support from the
managers. Nor, it seemed, was it sufficient to empower those managers in
the engagement of action research processes.

Managerial Power and Control within a Bureaucratic Organisation
Within bureaucracies there are distinct levels of power and influence which, if
not acknowledged and worked within, could adversely affect a participatory
action research project and, more importantly, the involvement of coresearchers. Coghlan and Brannick (2005) discussed the political nature of
conducting research within one’s own organisation and pointed out the need
to maintain close relationships with those in higher management positions. It
is also crucial to understand the power relationships between the managers in
all branches of the organisation and gain support across the breadth of the
organisation. However, a belief in the ability to gain such support may be
naïve if Greenwood and Levin’s (1998) assertion about bureaucracies can be
generalised to all such institutions. They claim that “[b]ureaucrats are taught
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to set themselves apart from other people, using their rational minds to solve
problems that others react to personally and emotionally” (1998, p. 95).

Like health departments elsewhere, the NT Health Department is made up of
employees across a range of disciplines organised in hierarchical order. The
disciplines represent sub-cultures in which the members of each of these subcultures would generally share common characteristics and views about their
roles and relative situation and influence within the organisation. Knowledge
of the internal shared views of each sub-culture is generally limited to its
members, so the expectation of achieving consensus among co-researchers
across the sub-cultures is optimistic at best and imprudent at worst. The
members of the sub-cultures who work at the coal face are particularly
vulnerable to professional disadvantage if they encourage the formulation of
an action research process that does not suit the prevailing, sometimes
hidden, agendas of the powerful layers of the organisation. This appeared
evident in the only meeting of the participatory action research group. The
project officer seemed to be viewed as having a higher status in the
hierarchical order and therefore held the power and the bureaucratic
knowledge in that small group. The other members of the group were reticent
to comment in opposition to the project officer’s views.

In a discussion of action research in the context of organisations, Hart and
Bond (1995) described the tensions between employees and management as
a result of the conduct of such research. While the less powerful in an
organisation may feel threatened, these authors made the point that
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managers also have similar concerns. Similarly Passmoore and Friedlander
(1982) found that:
…researchers engaged in such action research must
prepare management for the shock of dealing with the
information gathered by a powerful group of employees, if
constructive discussions between the two groups are to
occur (p. 350).

The reluctance of the Child and Family Health service Reference Group
member to authorise the commencement of action research cycles to address
the ‘problem issues’ may well have been because that representative was
fearful of the outcomes. At the Reference Group meeting on 19/10/2006 this
representative asked “what might, or could, be done with the results of
assessments” (Minutes 19/10/2006). A simultaneous bottom-up and top-down
approach may limit the extent of vulnerability of those less powerful and
provide an environment for sustainable change through the active
engagement of management, but it may also limit the extent and breadth of
change.

My role as researcher/co-researcher was unenviable in that, while I sat
outside of the clinical and policy areas of interest, I was employed by the NT
Health Department and therefore faced potential issues surrounding
credibility and influence. Although I was employed as a CFHN when this
study was commenced in 2005, I moved to a non-operational unit in 2006. On
the one hand I had previously worked across various clinical areas of the NT

Chapter Five: Phase Two – Action Research

181

Health Department and, therefore, had some ‘insider’ knowledge of the subcultures of those areas. This was useful to some extent but also had distinct
disadvantages. I needed to continually reflect on and critically examine the
data evolving from the process so as not to make assumptions based on my
‘insider’ knowledge. As Coghlan and Brannick (2005) suggested, insiderresearchers need to “learn to stand back and critique what [they] have taken
for granted hitherto” (p. 63).

There was an initial commitment by the Reference Group members to support
action research in the areas of sharing health information to minimise risk of
harm. They also supported the development of an evidence-informed family
psychosocial assessment tool for use by CFHNs, and the development of a
referral system between the midwifery service and Child and Family Health
service that includes family psychosocial needs. The proposition of
collaborative practices between the Child and Family Health service and the
child protection service was strongly supported in principle by the Reference
Group members, but barriers to developing the mechanism for such practice
were continually erected. These barriers were in the form of legislative
requirements initially (see Footnote p. 175), followed by the political
imperatives of the day throughout the journey of this study. These issues are
addressed in Chapter Seven which provides an account of the political,
legislative and organisational landscape underpinning the delivery of health
and social care services in the NT from 2005 to 2011.
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It is clear that there are challenges in conducting action research in a
bureaucratic organisation. The lack of stability of staff members, including
senior executives, is a major problem (Hampshire, 2000). During the course
of this study, organisational re-structuring occurred intermittently leading to
some senior managers and executives being shifted to other areas that
distanced them from the project. Resignations from the public sector by
members of the Reference Group occurred. Recruiting other members to the
group presented its own difficulties. A change at CEO level, as occurred
during this phase of the study, also influenced both the direction of the project
and the willingness of the Reference Group members to continue with the
same interest and commitment.

My researcher role within such an environment of fluid staff arrangements
became more complicated, frustrating and uncertain. The need to maintain
support across branches of the NT Health Department continued throughout
the life of the action research phase. I had assumed that informal discussions
and collaboration with branch managers would contribute to the ability to
maintain support and address some of the political aspects of researching
within one’s own organisation. This assumption, however, proved incorrect;
the underlying reality was that this research may have been considered to be
“subversive [in its intention to] examine everything, stress listening,
emphasize questioning, foster courage, incite action, abet reflection and
endorse democratic participation” (Coghlan & Casey, 2001, p. 677).
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At the meso-level there are specific and explicit worthy goals for every branch
in the NT Health Department but the results of this study demonstrate that
these goals are influenced, and perhaps corrupted by, budgets. However
idealistic the externally published mission statements and goals of the
organisation may be, the internal workings of the organisation deal with the
shifting political and financial imperatives. At the micro-level, practitioners and
clinicians work according to their immediate supervisors’ directions. Those
clinicians/practitioners may be oblivious to

the

overarching mission

statements and goals as they grapple with the demands of their jobs on a
day-to-day basis within a culture of disempowerment, work overload and
‘burn out’. This position affords no time for self-reflection or critical analysis of
the job performed: who is going to listen to you anyway?

Darbyshire (2008) outlines the “unholy trinity” of “no time”, “no money” and
“no clue” (p. 3239) as the barriers to nurses being involved in research. In an
Australian study of nurses’ attitudes to research, Bonner and Sando (2008)
found “barriers included lack of access to resources and time to undertake
research, lack of confidence in research techniques and lack of support for
implementation of research findings” (p. 335). Hart (1996) also discussed
nurses’ involvement in research, in particular action research, and questioned
their ability to engage in empowering processes: “Nurses work in an
environment complicated by the presence of many interest groups...and [are]
limited in the degree of control they may exert over events and people” (p.
457).
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An action research project within a hierarchically structured bureaucratic
organisation has the potential to destabilise the organisation through
enlightenment of the otherwise controlled staff and therefore can be very
political in nature. Coghlan and Brannick (2005) referred to the action
researcher in this setting as the “change agent, the ‘irreverent inmate’, one
who is a supporter of the people in the organization, a saboteur of the
organization’s rituals and a questioner of some of its beliefs” (p. 70). The
intent of the project, even when in absolute harmony with the organisation’s
published mission statements and goals, may be at odds with the culturally
and fiscally determined internal workings of the organisation. The research
may be seen as “a threat to the status quo” and as a “loose cannon rocking
the boat” (Williamson & Prosser, 2002, p. 589). It can be intensely threatening
for workers at the coalface to engage in activities that may expose fault lines
in their workplace. After all, most workers, professional or otherwise, work to
earn their daily bread.

These issues may explain the apparent lack of interest from CFHNs in
becoming co-researchers in action research cycles. As described earlier in
this chapter, the project officer who signed a consent form to take part in the
action research cycles appeared to take a role of decision-maker rather than
co-researcher and limited the ability of others to critically examine the concept
of family psychosocial assessment.
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Challenge of Hidden Agendas
Articles detailing successful participatory action research projects abound
(see for example Cowley & Billings, 1999; Hampshire, 2000; Meyer, 2000;
Spalding, 2009). Many, however, do not describe the obstacles encountered,
the ethical considerations built into the project, or the difficulties of working
across power grids and culturally determined bunkers within a bureaucratic
organisation.

Although there was endorsement of the study from the CEO and tacit
approval of branch Directors for their senior managers to take part in the
Reference Group, it may have been that involvement of some of these
managers was more to do with protecting their ‘turf’ rather than as coresearchers in the process. “Political forces can undermine research
endeavours and block planned change” (Coghlan & Brannick 2005, p. 70).

Participatory action research is concerned with collaboration in the process of
action and understanding, reflexivity and mutual problem identification and
problem solving. Members of the Reference Group consented to take part in
a CI process, were given a Plain Language Statement and were encouraged
to discuss, explore and question the project’s aims and methods. They
appeared to be in agreement regarding the ‘problem issues’ discussed. They
also agreed that the broad political policies and departmental strategic plans
were open to solutions to these ‘problem issues’. During Reference Group
meetings

members

agreed

that

collaboration,

consultation

and

communication particularly between midwifery services, the Child and Family
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Health service and child protection service were essential elements in the
identification of vulnerable families so that appropriate services could be
delivered to this group.

It would be difficult to challenge or be critical of the intent of governments and
the health and social care bureaucracy to focus its attention on the plight of
Aboriginal children in the NT, particularly in remote regions. This agenda was
not hidden; it was made very clear and the intentions were publicly aired in
ministerial releases and independent reports at regular intervals (see for
example Australian Human Rights Commission, 2010; Department of
Families, Housing, Community Services and Indigenous Affairs, 2010;
Macklin, 2011). However, while increased Commonwealth funding was
apparently made available to tackle the issue of increasing child abuse in
Aboriginal children, the NT Council of Social Services asserted that, between
the financial years 2003 – 2004 and 2007 - 2008, the NT Government
allocated less than 30 per cent of the $809 million received from the
Commonwealth Government for the child protection service. This assertion
refers to figures taken from the Commonwealth Grants Commission website
(Betts, 2010).

With increased funding required for the development of improved services to
Aboriginal families and children particularly in remote regions, it may be
possible that less funding would be available in other areas. This may provide
an explanation for the dilemma faced by the Child and Family Health
representative who recognised that, in identifying vulnerable families, there
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would need to be attention to service development and quite probably
increased staff numbers to address the needs of those families.

What are the barriers to change?
Participatory action research, by nature and definition, suggests a respectful
sharing, mutual understanding and equal involvement by participants/coresearchers in the process of the research. “Only empowerment and
ownership of change will aid individuals to become innovators rather than
respecters of the past” (Balfour & Clarke, 2001, p. 46). Child and Family
Health participants in Phase One (see Chapter 4) suggested the need for
changes to the current model of Child and Family Health practice in order to
provide early intervention strategies to assist vulnerable families, and for
those changes to include interdisciplinary and multi-agency collaboration. It
could then be argued that there was ‘ownership’; however ‘empowerment’
was missing from the equation thus limiting the initial success towards system
reform. While Barker and McCannon (2006) were discussing health service
improvement in developing countries their warning that “it is crucial that local
health structures … are engaged in the design and leadership of change and
that change does not threaten their authority or pre-existing strategies” (p.
663) is perhaps equally pertinent to the NT context.

A major barrier to the conduct of this study was that the proposed research
was developed independently and prior to any public or evident internal
interest in re-orientating service delivery. However, other stumbling blocks
arose. They included a perception by management that there were limitations
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in staff skills and resources, including the possibility of ‘burn out’ if staff were
to be given more responsibilities in their roles. There was also a described
lack of referral pathways where client needs were beyond the expertise of the
CFHNs. Gaps in services for children and their families who had not yet
reached the threshold for statutory proceedings were identified in discussions.

At the same time Reference Group members recognised that, in an ideal
world, vulnerable families need to be identified early, that is in the antenatal
period, but the extra workload that midwives would have to carry if they were
to include an antenatal family psychosocial assessment was seen as a barrier
by those in the group. Reference Group members agreed with the existence
of the ‘problem issues’ but continually expressed reservations about the
capacity of staff to act on these problems due to skills mix, over-burdened
services, privacy legislation and the general resource base available to them.

Bate (2000) demonstrated the cultural changes in behaviour and thinking of
practitioners/clinicians in order to develop the necessary antecedents to
meaningful and successful collaboration through action research (see Table 3
p.190). Several elements identified in this table were problematic due to the
organisational structure of the NT Health Department. While there was
dialogue, some of that dialogue was tempered with elements of secrecy, for
example, the reluctance of the Child and Family Health service representative
to provide the Reference Group with an outline of the proposed new model of
Child and Family Health services. The concept of partnership was particularly
difficult to establish in the silo structure of the organisation at the time of this
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phase of the study. During the life of this study there were particular political
events and imperatives that affected the development of partnerships
between the Child and Family Health service and other divisions within the
department. Some of the elements required for successful collaboration listed
in the Table below are discussed in Chapter Eight.

From

To

Fragmentation

Integrity

Tribes

Networks and teams

Internal orientation

External orientation

‘them and us’

‘Us and us’

Conflict and conflict avoidance

Conflict management and
negotiation

Blame

Personal responsibility

Rigidity

Flexibility

Secrecy

Openness

Competition

Collaboration

Argument

Dialogue

Division

Partnership

Table 3: Successful Collaboration: Source: Bate, 2000

CONCLUSION
Action research, grounded within the critical social science paradigm,
acknowledges that what we know and how we know it is subjective and
contextual. The application of PAR processes for problem-solving in the area
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of breaking down the barriers that limited the ability of CFHNs in the NT to
extend their role to support families and safeguard children appeared
particularly enticing and promising. Viewed, however, from the situational
climate of working within a hierarchical bureaucracy under some stress and
lacking leadership, the result seems inevitable. It was evident there were
‘hidden agendas’ and power differentials that diminished the ability of the
group to engage in a democratic and participative research process.
Collaboration with other services was crucial to the outcome of CFHNs
supporting vulnerable families and providing early intervention strategies.
Such collaboration was inhibited by the silo structure of the organisation and
the changing political imperatives over the life of the study. The decision
making processes within the bureaucracy appeared to be antithetical to the
application of action research processes due to the power relationships
inherent in the organisation.

The action research phase was unsuccessful despite the seeming agreement
from executives and managers that service improvement towards assisting
vulnerable families would be desirable. This led to modification of the study
design. The following chapter introduces Phase Three in the revised study
plan, an attempt to explain why Child and Family Health service development
towards an enhanced role for CFHNs in supporting vulnerable families and
safeguarding children was so difficult.
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CHAPTER SIX

PHASE THREE: CASE STUDY INTERVIEWS

CHAPTER SIX: PHASE THREE – CASE STUDY INTERVIEWS

INTRODUCTION
This chapter describes the interview component of Phase Three of the overall
study, an explanatory case study. Firstly interviews were conducted with
leaders/experts in the areas of Child and Family Health and child protection.
The main focus explored through interview was the views of informants about
the role of the CFHN and the potential for these nurses to mitigate child
abuse and neglect in vulnerable families within the current legislative,
bureaucratic and organisational context of their working environment. A
further phenomenon of interest explored in this case study was the
informants’ views about the potential for the development of interdisciplinary
practices between health and social care services. The informants in this
case study were eight (n=8) leaders/experts and middle managers comprising
three (n=3) employed in the Child and Family Health service and five (n=5)
employed in the child protection service.

The assumption underlying the thesis was that CFHNs have a role in
safeguarding children and that an interdisciplinary model of practice across
health and social care services would increase the potential for reduction in
the level of child abuse and neglect.

The chapter describes the purpose of this phase and outlines the
methodology and methods. Discussion includes an examination of changes in
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services to children and their families that had occurred between 2005 and
2010 from the perspective of the Child and Family Health and child protection
informants in this case study. The chapter also examines the role of the
CFHN within the bureaucratic structure of the NT Health Department. It draws
on the findings and recommendations from the first phase of the overall study
conducted six years earlier (see Chapter Four) which investigated the
perceptions of front-line nurses about their role in safeguarding children.

The case study explored the impact of the legislative, organisational and
institutional changes that had taken place in those intervening years and if,
and how, those changes had enabled CFHNs to be more effective in reducing
problems of child abuse and neglect. The critical analysis of the interview
data gathered in this phase, and contextualised by the supplementary
documentary analysis (see Chapter Seven), provided some explanation about
the possible reasons for the largely unsuccessful action research phase of the
study (described in Chapter Five). It also provides a foundational
understanding about the positioning and limitations of the Child and Family
Health service within the broader political and bureaucratic context of the NT.

BACKGROUND
From the beginning of this multi-phase study in 2005 there had been
significant political imperatives, both nationally and within the NT, to improve
services for ‘at risk’ children. In the NT these were driven firstly by national
media exposure of alleged rampant child sexual abuse in Aboriginal
communities after a television interview with Alice Springs Crown Prosecutor,
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Nanette Rogers (Jones, 2006). The NT Government commissioned an inquiry
into those allegations. The report, Little Children are Sacred, from this inquiry,
and the alleged failure of the NT Government to act decisively and
immediately on the recommendations of the Report, led to the Federal
Government’s Northern Territory Emergency Response (NTER). The NTER
put child protection, particularly from the perspective of remote Aboriginal
communities, in the national spotlight. Wild and Anderson, the authors of the
report, also recognised the plight of Aboriginal children in urban settings
including Aboriginal Town Camps. The needs of these children, and how they
could have been met by a nursing service, were considered in their
recommendations, for example “a maternal and child health home visitation
service be established in urban and remote communities as soon as possible”
(Wild & Anderson, 2007, p. 26).

In 2009 there were two widely publicised high profile Coronial Inquests
involving the deaths of abused children, one of whom was in out-of-home
care (Statham, 2010). These Coronial inquiries led to the subsequent
Government sponsored Inquiry into the Child Protection System in the NT. As
these events unfolded between 2007 and 2010 there were changes to child
protection legislation, policy, and practice directions in the child protection
service. During the period of the overall study there had also been
organisational changes to the structure of the health and social care agencies
and the implementation of a new model of service delivery in urban based
Child and Family Health services.
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Organisational Structural Changes
Between early 2000 and 2011 major organisational changes and a number of
personnel changes at executive level had occurred in the NT Health
Department. Until January 2011 the department was responsible for both
health related services and social care services including child protection. In
2005 the organisation was called the Department of Health and Community
Services (DHCS), with the child protection division of the department called
Family and Children’s Services (FACS). In July 2008 DHCS was renamed the
Department of Health and Families (DHF). At that time the Chief Executive
Officer (CEO) of DHF announced that the child protection agency would be
rebranded as the NT Department of Families and Children (NTFC). Still under
the umbrella of DHF this department expanded to take responsibility for:


Women’s Policy and Youth Affairs (previously the Office of the Chief
Minister)



Youth

Justice

Strategy,

management

of

youth

on

Community

Corrections orders and management of the new Family Responsibility
Agreements and Orders (previously Department of Justice)


Youth Development units in remote communities and management of
NGO services to young people on juvenile diversion orders (previously
NT Police, Fire and Emergency Services).

This, the CEO stated in a broadcast email, would mean that NTFC “integrates
all [my emphasis] NT Government child, youth and family services” (Appendix
Six). Curiously the Child and Family Health service was not considered in the
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structural change to establish an apparently all-encompassing ‘family’ agency
within NTFC.

Further organisational change occurred in January 2011. NTFC became a
stand-alone bureaucratic entity, the Department of Children and Families
(DCF). A CEO was appointed with responsibility for this new agency. The
Department of Health and Families was renamed the Department of Health
(DoH). Its community-based responsibilities included the following program
areas: community health services (which included the Child and Family
Health service), palliative care services, disease control, aged and disability
services, mental health services, alcohol and other drugs services, remote
health and other ancillary services. During 2005 - 2011 there had also been a
number of changes in both senior/executive staff and evolving policy
directions being adopted across both health and social care services. For
example there were four changes at the level of CEO of the NT Health
Department and a number of changes at Director and senior/executive
management levels in both the child protection service and the Child and
Family Health service over this 6 year period.

Purpose of the Case Study
The purpose of the case study was to explore the role of the CFHN from the
perspectives of leaders/experts in the Child and Family Health service and
the child protection service as well as eliciting their views about
interdisciplinary practices across the health and social care services. It sought
to explain, through critical analysis of the data obtained from interviews, and
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supplementary data from document analysis, the positioning of CFHNs as a
resource to assist vulnerable families.

The first phase of the research reported in this thesis (see Chapter Four) was
an exploratory study to gain understanding and insight into the perceptions of
nurses about their ability to safeguard children and support vulnerable
families. The participants in that study were front-line clinical nurses whose
practice involved the care of children and their families. At the time, there was
statistical evidence of increasing child abuse and neglect being reported
within the NT, as in other jurisdictions of Australia (AIHW 2005) and globally.
Phase One uncovered organisational, institutional and legislative barriers
preventing nurses taking an active, professional role in safeguarding children.
The findings, described previously in this thesis, led to the next phase of the
study. The purpose was to address those barriers to nurses through action
research methods. While there were some limited, although largely
unsuccessful, action research cycles over a period of time, little change from
the perspective of the aims of the research occurred (see Chapter Five).

According to AIHW, the number of notifications of child abuse concerns in the
NT increased from 2101 in 2004-2005 to 6189 in 2008-2009 (AIHW, 2010, p.
13). Over the time of this multi-phase study, much change had taken place. A
new model of service delivery in the Child and Family Health program area
had been implemented in 2008. Included in its original objectives was: “In
partnership with families, provide universal and targeted home visiting in
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particular to those at risk/vulnerable families....” (Department of Health and
Families, 2007, p. 2).

In the Child and Family Health (DHCS) Newsletter Number 1, June 2007
(Appendix Five), key components of the proposed new model of service
provision were outlined. Of particular interest to this thesis are the following:
A focus on strengths-based brief interventions; and,
Development of a sustainable model of extended home
visiting for high needs families
All CFHNs employed at the time of the implementation of the new model
attended Family Partnerships training based on the Hilton Davis Parent
Adviser model (Davis, Day & Bidmead, 2002) to develop skills in a strengthsbased approach to brief interventions. The service, however, has not
progressed to implement extended home visiting for high needs families.

Child Protection Crisis
By 2010 the child protection agency was described as “in crisis” (Bamblett et
al. 2010, p. 1) with an exponential increase in notifications of child abuse and
neglect (AIHW, 2010). Additionally there had been significant media attention
to the alleged failures of the child protection service, particularly in the months
following the Coronial Inquest into the death of a 12 year old girl in out-ofhome care in 2008. On 20th January 2010 a report in the NT News outlined
the findings of this inquiry and quoted the Coroner as saying:
If governments do not provide the necessary financial
resources to fund more caseworkers, more administrative
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support for caseworkers and better, more user-friendly
information systems, the dysfunctional nature of the child
protection system...will continue or get worse (Watkins, 2010).

The culmination of adverse media exposure and subsequent inquiries into
child protection led to many changes, still ongoing as this was written in 2012,
within the child protection service.

This next set of interviews was conducted as part of a case study. The
interviews were designed to explore, following the extensive organisational
and program specific changes that had taken place, if and how the leaders in
the Child and Family Health and child protection services understood the role
of CFHNs with regard to safeguarding children in vulnerable families. They
also explored the concept of interdisciplinary collaboration from the
perspective of those informants. The concept of interdisciplinary practices
was explored through a bi-focal lens – the first being the organisational
structure of the health and social care public sector bureaucracy in the NT at
the time of interviews and the second which considered the re-structure of the
services that would occur within weeks of the interviews. In January 2011
(following the interviews) the child protection service was removed from the
collective responsibility of the CEO of the NT Health Department when it
became bureaucratically autonomous as the Department of Children and
Families (DCF).
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METHODOLOGY
Gaining insight into the “how” CFHNs could be effective in delivering primary
and secondary intervention strategies to assist vulnerable families and “why”
it was that those nurses appeared not to be fully engaged with others in this
approach to practice required a critical methodology that acknowledged the
context specific nature of the study.

Qualitative case study methodology (QCSM) was used to gather information
across two disciplines, Child and Family Health nursing and child protection
work in Darwin, NT. Rosenberg and Yates (2007) supported the use of case
study where the nature of the phenomena of interest in the research is
“complex and highly contextualized” (p. 447). According to Casey and
Houghton (2010), case study is an appropriate methodology when
investigating the “how” and “why” of complex issues within a particular context
(p. 41). In their discussion of QCSM in the context of nursing research,
Anthony and Jack (2009) described its use “as a practical approach for
comprehensively studying complex issues in context” (p. 1172). Luck,
Jackson and Usher (2006) defined case study as “a detailed, intensive study
of a particular contextual, and bounded, phenomena that is undertaken in real
life situations” (p. 104). The type of case study described in this chapter is
defined as ‘instrumental’ in that its fundamental purpose was to address the
research questions (Bergen, 2000, p. 931).

The theoretical approach of a single embedded case study (Casey &
Houghton, 2010) was used to explain how the changes across the health and
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social care agencies in the NT public sector had influenced service delivery to
vulnerable families. “Explanation building” (Yin, 2009, p. 143) was aided by
the iterative structure of the thesis and the development of new perspectives
across the overall study. The contextual reality of the findings of the initial
data collection and analysis from interviews in this first part of the case study
were supported by a documentary analysis reported in the next chapter.
Multiple sources of data through semi-structured interviews and document
analysis of primary and secondary documents “enhance[s] rigour by
contributing to the search for ‘completeness’ of data” (McDonnell, 2000, p.
387). Jones and Lyons (2004) supported this notion commenting that
“multiple sources of evidence ... offer[s] a holistic perspective allowing for a
fuller exploration of the issues in question” (p. 73).

The focus of the case study was the perception of the ability of CFHNs to
safeguard children. The case study sought to uncover the political,
bureaucratic and organisational conditions that framed the context of the
Child and Family Health service in the NT and that influenced the delivery of
those services. The data were examined for a) recognition of the role of
CFHNs in providing early intervention to assist vulnerable families in the
context of Darwin in the NT, and; b) the potential for interdisciplinary
collaboration within the health and social care public sector services in the NT
towards supporting vulnerable families and decreasing the extent of child
abuse and neglect.

Chapter Six: Phase Three - Case Study Interviews

202

Informants
An invitation to participate was sent to Child and Family Health
leaders/experts (n=5, that is approximately 50% of the leadership) and child
protection leaders/experts (n=6, that is, approximately 30% of the leadership)
whose responsibility was primarily managing services to children and their
families in Darwin. Of those approached to contribute, the proportion who
agreed to participate was greater from the child protection field. The Child and
Family Health area is smaller in number and has a flatter management
structure than the child protection area. All invitees responded. Unfortunately
one of the Child and Family Health invitees was unavailable for interview
during the data collection phase. One child protection invitee and one Child
and Family Health invitee declined to participate. While the number is small,
consideration of the comparatively small population of Darwin and the small
number of leaders/experts in both child protection and the Child and Family
Health service needs to be acknowledged.

The population of the area in 2010 was approximately 145,000. The number
of CFHNs employed to service this population was approximately 40 while the
number of child protection workers was approximately 80. Staff numbers
fluctuate constantly, although the full time equivalent (FTE) number of child
protection workers steadily increased over the course of the study while the
FTE of CFHNs remained static. The representation of eight informants with
leadership roles in the system provided useful data.
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Ethical Considerations
An addendum to the original ethics clearance was submitted to the Charles
Darwin University Human Research Ethics Committee to allow for interviews
with leaders/experts in Child and Family Health and child protection services.
The purpose of the interviews was to gain an understanding of the views of
those leaders, within the policy climate at the time, of the potential for CFHNs
to assist vulnerable families and to work collaboratively with child protection
workers and other relevant professionals towards limiting the extent of child
abuse and neglect. Ethics approval of this extension to the study was gained.

As this leadership group was small in number and identities would be known
by many across the services, considerable attention has been paid in this
thesis to ensure anonymity and confidentiality. Anonymity and confidentiality
issues have been partly addressed by referring to all informants using codes,
i.e. CHE for Child and Family Health informants and CPE for child protection
informants. In addition, gender, role titles and specific work areas have not
been identified.

All informants signed a Consent form (Appendix Three) and were given a
Plain Language (Appendix Four) Statement outlining the aims and design of
the study. Informants were assured that information obtained would be used
carefully to ensure anonymity and they were informed of their right to
withdraw their consent at any time.
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Data Collection
Data in this case study were collected from two main data sources. The data
presented in this chapter was derived from face-to-face semi-structured
interviews with leaders/experts in both Child and Family Health and child
protection. The interviews were held between October 2010 and January
2011 with eight (8) leaders/experts who volunteered to participate. A
purposeful sample of relevant primary and secondary documents provided
data for the second component of the case study and is described in the next
chapter.

A conversational interviewing style with informants allowed for sharing of
experiences between the interviewer and informants as well as creating a
relaxed and non-threatening interview experience for the informants (Lindlof &
Taylor, 2002). A list of broad concepts (see Table 4, p. 206) was used to
guide the open-ended questions posed although those concepts were not
addressed in the same order or in the same way at each interview. The
informal nature of the interview guide allowed for digressing along
“unexpected conversational paths” when informants wanted to discuss
tangential issues (Lindlof & Taylor, 2002, p. 195). However, the interview
process ensured that informants had the opportunity to discuss all areas of
interest within the broad concepts. Throughout the interviews informants were
asked for clarification of information where required and given the opportunity
for further discussion (Rubin & Rubin, 2005). Notes were not taken during the
interviews, however “scratch notes” (Lindlof & Taylor, 2002, p. 159) were
made immediately after each interview with my brief reflections of the
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interview. These brief notes were then expanded as field notes as soon after
the interviews as possible. The interviews were audio-taped and held at a
place and time chosen by the informant. Seven of the interviews lasted
between 40 and 60 minutes and the other interview took one hour and 45
minutes.

1. The role of CFHNs generally, and in particular in relation to supporting vulnerable
families
2. Informant’s personal experiences of working within an interdisciplinary model
3. Enablers and barriers to interdisciplinary practices within NT health and social
care services.
4. Duplication or gaps in services for vulnerable families

Table 4: Phase Three Interview Guide

DATA ANALYSIS
Interpretation of the data commenced during the interviews through use of
further questioning for clarification of responses (Kvale, 2007). Audiotapes of
the interviews were listened to carefully “to establish a close familiarity with
the data” (Kvale, 2007, p. 117). The audio-taped interviews were then
transcribed verbatim by me. The aim of this case study was to develop an
explanation for the apparent inability of CFHNs to exercise an effective and
recognised role in safeguarding children and assisting vulnerable families. It
explored how the organisational context of Child and Family Health and child
protection service delivery in the NT had changed since Phase One of the
study (see Chapter Four). Of particular interest was the political and
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bureaucratic recognition of the CFHN as a potential untapped resource to
mitigate the risk of child abuse and neglect. Concepts explored were a) the
perceived role of CFHNs in relation to their ability to assist vulnerable families
and minimise the potential for those families to enter the child protection
system; and b) the organisational, institutional and legislative barriers and
enablers for interdisciplinary practices across health and social care. The
interview data analysis focused on the meaning that the informants placed on
the concepts presented and compared the responses across the two
disciplinary streams.

The data generated were organised in an Excel spreadsheet against the
following descriptors:



The role of CFHNs in assisting vulnerable families



Potential for CFHNs to prevent families from entering the child protection
service



Perspectives on interdisciplinary practice



Informants’ previous experiences of interdisciplinary practice



Impediments to CFHNs in assisting vulnerable families

RESULTS
A key finding from analysis of interview data was the informants’ descriptions
of an organisational culture that does not actively encourage collaborative,
intra- or inter-agency interdisciplinary practice. Child and Family Health and
child protection professionals have limited ability to understand the roles of
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professionals across each other’s services, to share information in a
collaborative way and to engage in interdisciplinary services.

There were points of intersection but also divergence both within and
between the professional groups about perceptions of CFHNs’ ability to
support vulnerable families. Data gathered from the interviews with leaders in
Child and Family Health indicated that they perceived the role of the CFHN in
urban areas of the NT to be under-developed, under-resourced and undervalued. By contrast, the child protection leaders generally viewed the role of
CFHNs as ‘useful’ but this was mostly framed within the context of a
biomedical perspective of health and as ‘surveillance’ officers. Data are
presented in sections that describe Child and Family Health informants’ and
child protection informants’ views about the concepts of interest in this case
study.

Role and Expertise of Child Health Nurses – A Child Health Perspective
When explicating their understanding of the role of CFHNs, informants held
paradoxical views of the role of CFHNs in supporting vulnerable families.
Therefore perceptions of CFHNs’ capacity to safeguard children in vulnerable
families and prevent some of those families from spiralling into further
dysfunction were varied.

CHE 1 expressed strong views about the ability of CFHNs to have a major
role in keeping families within an environment of ‘good enough’ parenting.
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When asked about the role of CFHNs in supporting vulnerable families this
informant answered enthusiastically:
Considerable

role...definitely

have

moved

along

that

line...one of our big major focuses is around vulnerable and
at risk families.

The informant also discussed the research evidence that was available to
support this view. CHE1 did, however, qualify the view expressed by
acknowledging that CFHNs in the NT had limited opportunity for professional
development due to a lack of financial capacity within the agency. Additionally
CHE1 indicated that there was disinterest on the part of the NT Health
Department’s training agency in providing the necessary professional
development:
We're having to prioritise our resources...I have nothing to
get

my

staff

trained

at

the

moment

in

Family

Partnerships...I’ve been told by Clinical Learning that it is not
their problem.

The other two informants from the Child and Family Health service appeared
to be less than convinced about the current ability of CFHNs to exercise a
role in early intervention to support vulnerable families. As well as limited time
to devote to the “intensive” family support required by many vulnerable
families, CHE 3 considered that the CFHNs were not educationally prepared
to provide targeted family support.
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It isn’t intensive family support that some states participate
in, that child health nurses participate in, because that
requires further training which we don’t have and we don’t
have the man power to do it.

This informant held positive views about outcomes for vulnerable families
when asked about up-skilling of the Child and Family Health workforce:
I think it can go a very long way towards better outcomes for
the kids and I think if the focus was that, yeah, the outcome
could be that reporting would drop and case investigations
would drop...[it would have a] flow on effect, yes. And if you
could get the focus to the families themselves, in a lot of
cases, strugglers want to do the best for their children and if
that’s where it was focused then, yes, it would make a
difference.

However, CHE 3 had reservations about the ability of CFHNs to offer early
intervention to vulnerable families due to lack of further professional
development as well as limited human and financial resources. Speaking
about the new model of Child and Family Health service delivery, this
informant appeared to be sceptical regarding the implementation of this
model:
Some people believe that change where we can actually put
a model to our work wasn’t funded. It was always done
within

the

budget.

It

was

always
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accomplished with the level of staffing that we had and with
the same budget.

While the focus of the interview was on CFHNs, CHE3 also commented about
the lack of Aboriginal Health Workers within the Child and Family Health
service:
The other thing we need is Aboriginal Health Workers.
Because their [Aboriginal] population has grown, um, and
there’s been such a focus in schools, um, they seem to be
able to get their act together and get enough for their school
population but our FTE [full time equivalent staffing] hasn’t
changed for, well at least since 1993, and I don’t have any
information before that...and I’m just talking generally here,
the population in Darwin has probably doubled.

But from a more global perspective, this same informant believed that CFHNs
are the appropriate professional group to assist vulnerable families and
prevent some of those families from entering the child protection system:
Well they’ve done these focus groups around frameworks for
early childhood care and also around training and who could
the work be done by. There’s all sorts of high level thinking
going on. I don’t know if they’ll come up with anything better
than the child health nurse.
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A contradictory view from CHE 2 questioned whether ‘nurses’ were the
appropriate professionals to provide parenting education. This informant had
previously been involved in other jurisdictions in parenting programs for
vulnerable families delivered by CFHNs. CHE 2, however, seemed
unconvinced that these professionals are necessarily well positioned for this
role. The informant had the view that the ‘caring’ nature of nurses may get in
the way of a program’s design and purpose. CHE 2 suggested that perhaps
‘teachers’ were more qualified to undertake parenting education. CHE 2 was
more interested in a population-based public health approach to improving
parenting skills and discussed at length the more sustainable and global
benefits of public health promotion programs giving the example of antismoking campaigns to ensure that women did not smoke cigarettes.

CHE 3 had quite a different view about the desired method of providing
parenting education and those most appropriate to deliver it:
You have to engage with people and talk about what is their
life, where do they come from and, OK, where does that
meet with, what’s great, what’s not, what can we develop
further, and the child health nurses are the best ones to do
that because they don’t go out and lecture. You cannot go
out and teach a parent.

Role and Expertise of Child Health Nurses – A Child Protection Perspective
The child protection agency informants had varying views about the role of
CFHNs in providing services to vulnerable families. They all understood that
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CFHNs weigh and immunise children, “the medical stuff” as one informant put
it, and most had some, although generally vague, knowledge of the emotional
support provided to new mothers. CPE 3 described the role as:
They do things like the weight check, developmental
assessment and providing emotional and practical support to
mums. And I understand they also run clinics so the parents
come in there for child immunisations.

CPE 3 did have positive views about the potential role of CFHNs in assisting
vulnerable families. The indication, though, was that this is not necessarily a
well-recognised role:
I think possibly when it comes to referrals that come to us
requesting family support or families that are at risk of
harming their children, I think there can be duplication if
we’re involved and the child health nurse is for example, I
think that probably is an example of where it would be great
if, you know, the child health nurses could just take those
ones over and we didn’t have to be involved. Because really
all we’d do is just refer them to the child health nurse anyway
and they’d do most of the work because they’re the experts
in that area.

Knowledge of the parenting education that was provided by CFHNs was more
vague and several of the child protection informants viewed the role of
CFHNs more as ‘observers’ of parenting skills. Most of the child protection
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agency informants considered CFHNs as having a major surveillance role,
rather than having an ability to keep vulnerable families out of the child
protection system. CPE 4 commented:
Sometimes it’s more beneficial to have a friendly nurse
attend and see how things are going than to have a
perceived child protection intervention going straight in and
so that’s where I see their role.

CPE 3 also discussed this surveillance role:
We often contact them to get information on the child’s
weight and development, and if they’ve been into the family
home, what they’ve observed and how they think mum and
dad are coping with baby and any other children there in the
household.

While CPE 4 found that CFHNs had a surveillance role, this informant also
held more positive views about the ability of CFHNs to deliver specific
targeted family support services that would result in positive outcomes for
some vulnerable families. CPE 4 discussed social contacts with CFHNs and
described how those socially developed relationships had resulted in gaining
more knowledge of the professional areas of practice and expertise of
CFHNs:
I think that child health nurses are already a great resource
and I think they can be used a lot more to reduce our case
load and to keep families out of child protection.
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CPE 1 expressed a lack of clarity and understanding about the role of CFHNs
because of having been “sort of out in the field for several years”. Drawing on
previous experiences as a front-line child protection worker CPE 1 viewed the
work of CFHNs in a medically defined way:
I’m unclear about exactly what the role is like and where the
boundaries are for, um, child and maternal nurses and
nurses in community care centres... but I think years ago
there were some good working relationships if you work with
a vulnerable family and that was around the health, you
know, the weight, you know, those sorts of type things that
you could go into...you know, their welfare and scabies and
all

those

sorts

of

things...issues

around

the

child

developmentally or whether there was illness or if there is
something

that

needed

to

be

done,

whether

even

immunisation.

Lack of experience of working in the field as a child protection worker in the
NT influenced the responses of some CPEs. CPE 2 also acknowledged a
lack of understanding about the role of the CFHN:
There’s not a lot of knowledge particularly about their role...
I think it’s just giving information...I’m not sure if it’s the
idealistic approach that you would hope for.
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CPE 5, having had more recent experience in front-line practice than the
other child protection informants, had some knowledge of the parental
support that CFHNs provide to new parents:
I guess, obviously with new babies, they go out and support
new parents around that and if there are any identified
issues they actually speak to parents about those issues.
And then you’ve got toddlers as well and immunisations and
they support them, as well as giving immunisations they
support them too.

CPE 5 also acknowledged a broader role and expertise of CFHNs:
Health obviously is part of their role, but that doesn’t mean
they don’t provide

support around nurture

as well,

particularly you know in a lot of neglect where there’s drug
use so they do support parents as a part of that.

But, again, this informant appeared to be more interested in the ‘medical’
surveillance role of CFHNs. When investigating notifications of neglect CPE 5
saw value in communicating with CFHNs to gather information:
...so if they’re health related and quite young babies as well,
where it’s neglect you look to see whether they are involved
with the nurses, they are getting the immunisations, they are
having their health checks, they turn up to appointments.

Chapter Six: Phase Three - Case Study Interviews

216

At the same time CPE 5 discussed the role of the Family Support Workers in
the child protection agency and, when asked about their qualifications, she
stated that they had no formal qualifications but described how they would
gain the knowledge required to provide parenting support:
They would learn it, they would be given support so you
would have an experienced FSW [Family Support Worker]
working with an inexperienced FSW assisting them and
developing their skills around what they need to observe,
what to look for. They attend the same training that P
[professional child protection] workers attend as well across
an understanding of child protection and also the legislation.
So a lot of them would have a lot of life experience even
though they don’t have qualifications which would qualify
them to do the role.

The Family Support Workers are valued members of the child protection staff
and, it would seem from the comments of CPE 5 that they have the ability to
recognise parenting difficulties and provide support and education to parents.
It would seem that they also have a surveillance role:
...part of that is trying to up skill workers around what they
need to be observing, so which is one of the things I’ve
found in terms of attachment issues, knowing what is normal
or not normal for a toddler, or even a baby, where there may
be issues around attachment, so could be avoidance, lack of
eye contact, lack of engagement in terms of responsiveness
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to, lack of demonstration of emotion, lack of responsiveness
to affection being displayed by the parent or vice versa, the
parent not showing any affection to the child or over
compensating or under compensating.

Interdisciplinary Practices – Perceptions of Child Health Informants
CHE 1 was critical of the bureaucracy when discussing the lack of recognition
of the role of CFHNs in supporting vulnerable families. While CHE 1 was
convinced that CFHNs could play a significant role in the area of family
functioning and wellbeing, this informant appeared frustrated that there was
no movement towards a ‘joined-up’ approach to service delivery:
NTFC [the child protection agency] wouldn’t be that busy
because we could actually jump in really early, early
intervention, recognition, all that sort of stuff but it’s not going
to work up here [in the NT] until we actually have a multidisciplinary mindset and we’re not supported to do that ...
whole of government approach, and until that changes we’re
going to continue to have problems because there’s no
connections, no collaboration...I cannot see the problems
that we have in the Northern Territory with child protection
and all this, I can’t see it really improving with all the millions
of dollars that we’re putting into it because the foundation
hasn’t been changed.

Chapter Six: Phase Three - Case Study Interviews

218

CHE 3 believed that building up relationships with child protection workers
would result in a greater ability to work collaboratively but staff turnover made
that difficult:
The turnover in their area is as bad as ours and therefore
you might have had some relationship with a worker then
they go and that worker might have a relationship with
another worker then she goes.

Most informants indicated that relationship building was a necessary
precursor to working collaboratively. But the inability to share information was
also identified as an impediment to the development of collaborative practices
by several informants. Information gathering, rather than information sharing,
by child protection workers was noted as a statutory necessity and other
services involved with children and families had a legislated responsibility to
provide the child protection agency with the information sought.

CHE 1 felt that the lack of sharing of information was a barrier to CFHNs
providing a useful service to vulnerable families, particularly those already in
the child protection system:
…the sharing between what NT Families and Children write
and what we may write, there’s a huge block there that
doesn’t help collaboration and working together.

The child protection agency uses the same electronic client record system,
Community Care Information System, as all other urban community-based
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health and social care services programs, including the Child and Family
Health program area. This comprehensive electronic record is used to record
all client contacts and the services delivered during those contacts. It has
been in use as the primary client record since 1998 for the child protection
service and since 1999 for the community health (including Child and Family
Health) service. Recommendation 24 in the NT Community Services High
Risk Audit states:
It is recommended that the Community Services Division
develop ‘flagging’ system in the CCIS whereby workers in
one Program are alerted to the fact that the client [and/or an
immediate family member] is being served by another
Program within the Division (Bath, 2007, p. 12).

Implementation of this recommendation resulted in users of Community Care
Information System in the child protection service, Mental Health program,
Aged and Disability program and Alcohol and Other Drugs program being
given Case Summary level access to each of these program areas. This
means that there is an ability to see on the electronic system if a client, and
that client’s relations if recorded in the Community Care Information System,
is receiving, or has previously received, a service from any of those areas as
well as providing the name of the Case Manager for that service. While there
is no access to any of the data entered, it allows for professional contact with
the Case Manager if it were thought to be relevant. Community Health
(including Child and Family Health) system users were not included in the
implementation of Case Summary access, i.e. they were not given the
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security access to this information. Child and Family Health nurses, therefore,
are unable to gain information about other services that a client or the client’s
family may be accessing. Discussing the lack of access to Case Summary
level information CHE 1 commented:
So someone didn’t say to him [Howard Bath]15, hey, by the
way, you’ve forgotten community health...all our services are
so ring fenced.

As well as the apparent frustration expressed by CHE 1 regarding the inability
to access certain information in the Community Care Information System, this
informant also held the view that the lack of information sharing was
essentially because of practitioners’ misunderstanding of the Information Act:
Basically we’re all naive, basically we are all public servants
and we all fall under the same legislation about privacy
information and the majority of our clients prefer that we
collaborate with other partners…but for some reason certain
people believe the Information Act means you can’t even
share with the person in the next office…I think they’re the
big blocks.

15

Dr. Howard Bath has a background in Social Work and was commissioned by the NT

Health Department to undertake an audit of high risk clients of the Health Department. He
authored the resulting report which included recommendations for a ‘flagging’ system in the
electronic client record if the client was accessing services from more than one of the
following program areas: Mental Health, Alcohol and Other Drugs, Aged and Disability, Child
Protection.
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CHE 1 also indicated that others in the NT Health Department, apart from this
informant’s colleagues in Child and Family Health, somehow were
responsible for this view:
It’s become for some people a mantra for why we can’t
share information. They obviously have, oh I don’t know,
they interpret the legislation and principles totally different to
the rest of us...oh it’s just made the system worse for
working with vulnerable and at risk clients.

Interdisciplinary Practices – Perceptions of Child Protection Informants
No CPE informants raised any issues about difficulties in receiving
information from CFHNs but CPE 5 was critical of the Mental Health area:
We do a bit with mental health, there’s frustrations there
from both sides but also from our side accessing information,
it’s very, very difficult to access a report on the diagnosis and
treatment of a mental health condition for a parent, um, even
through the court system.

Many informants from both Child and Family Health and child protection
services commented on the perceived inability of child protection workers to
provide meaningful information to CFHNs. While CPE 2 noted that the Care
and Protection of Children Act (2007) did not contain any barriers to sharing
information, this informant commented that:
…the legislation could be more specific in how it presents
itself to enable information sharing and we will make those
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changes in the next version following the Inquiry [Bamblett et
al., 2010 Inquiry]16 recommendations.

Interestingly CPE 4, while able to contact CFHNs and ask for information,
was also critical of the lack of access to Child and Family Health information
in the Community Care Information System for child protection users:
We don’t have that ability to share information on
[Community Care Information System], you should be able
to see who the Case Manager [for the child health service] is
on [Community Care Information System] but you don’t have
the ability to see it for community health which is crazy, that
is so crazy.

CPE 1 had not worked in a front-line role for a number of years and therefore
had limited recent experience in using the Community Care Information
System as the client record. This informant seemed quite satisfied with the
information that could be accessed in the Community Care Information
System and was unaware that child protection workers were unable to access
any information recorded by CFHNs and vice versa:
Yeah...information sharing and we do have that and the
name escapes me. On the system [Community Care
Information System] we do have that shared care and we

16

The Northern Territory Government commissioned a broad-ranging public inquiry into the

Child Protection System in the NT following perceived failures of the system. The Inquiry
was co-chaired by Professor Muriel Bamblett AM, Dr Howard Bath and Dr Rob Roseby.
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can actually see cross program although we can’t go in and
look at everything.

While there are policy documents that are underpinned by a framework of
collaborative practices, there are no practice directions that detail how this
could be achieved and with whom a professional would collaborate. This is
illustrated in the comment by CPE 4 who had, through personal contacts,
established a friendship with some CFHNs. CPE 4 recognised that there
was some policy around collaborative practices but understood that a
successful collaboration was dependent on building relationships.
...it’s purely, the only reason it works so well, it’s a
relationship thing. It’s not a policy, although policy says we
work collaboratively, but the only way it works, it’s a
relationship thing.

CPE 1 was supportive of collaborative practices and understood that for that
to happen there was a need to “build relationships and information sharing”
but considered that "confidentially, you know, obviously is always sort of a
bit of a barrier to some of those things”

CPE 2 stated "I think there are structural impediments" but did not elaborate
beyond noting that the child protection service was soon to become its own
department rather than be an agency within the NT Health Department. This
informant also discussed issues around individual practices within the
different child protection work units that influenced the development of

Chapter Six: Phase Three - Case Study Interviews

224

collaborative practices and was mildly critical of the internal (within the child
protection agency) difficulties:
…doesn’t always mean that they talk to others effectively
and work with others effectively. And certainly even within
NTFC program areas, that’s an issue, let alone across
agencies.

While there may currently be perceived “structural impediments”, CPE 2
held positive views for the development of collaborative practices that would
include CFHNs as a result of recommendations from the Inquiry into the
Child Protection System in the Northern Territory (2010):
...the whole notion of it is to get different government
agencies, all government agencies, sitting around the table
and doing shared case management. And so that needs to
be formalised…it’s a priority and there’s a formal structure
around how those case meetings should occur…to improve
collaboration…particularly the nurses who obviously have
contact with those families…can provide critical information
about children, not just children who are in care but who are
at risk where potentially there could be intakes that haven’t
met the threshold.

Although this recommendation includes the notion of shared care, there was
a sense from this response that a surveillance role by CFHNs was the most
valued.
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Issues that CPE 2 raised about collaboration were similar to those raised by
other informants:
…because of the siloed approach, people are much more
focused on their core business and their role, rather than
extend it, and the shortness of staff also contributes to that.

CPE 3 saw a potential for CFHNs to assist vulnerable families and to be a
referral destination for ‘at risk’ families but did not think that their service
was currently operating in a way that would support such work:
I mean I suppose if their service was expanded and they
could do more intensive work with families, so I guess when
the hospital identify families at risk, often they will
immediately refer to us and get us involved but perhaps if
there was that alternative of some sort of intensive program
that the child health nurses could run and deal with the
family as a first step.

CPE 4, already described as having a greater knowledge of the expertise of
CFHNs, was also positive about current collaboration with CFHNs:
…we do work collaboratively and there have been times
when they have gone out to see a child and we can’t so they
will do it for us...I guess it’s more around, when we’re
working collaboratively, it’s more around these people are
not FACS [a previous name of the child protection agency],
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they’re here in a very different role, yes we share
information, but they’re not, they’re not that role.

But CPE 4 believes, though, that “the only reason it works so well, it’s a
relationship thing”.

The meaning of collaboration for CPE 5 seemed to be around information
gathering rather than working as an interdisciplinary team and this informant
felt that “personal knowledge, either child health nurses knowing some of
the staff and the reverse” was a determining factor in the ability to
collaborate:
I know, historically I guess historically, community care [child
health service] may not think that we involve or have a
relationship with them…it’s around the level of contact that
you have with them, whether face-to-face or phone call, and
it’s about instigating that and obviously working with them as
opposed to working separately. But I think that having a
clear understanding of everyone’s role and responsibilities
also plays towards that.

This informant also felt that the development of interdisciplinary practices
was impacted by the level of staffing in the two areas:
Everyone knows NTFC [child protection agency] has a
shortage of staff…but they [Child and Family Health] have
the same issues as we do and resourcing is part of that and
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the turnover of staff, so that has an impact on the service
that we provide.

DISCUSSION
Analysis of the data led to the identification of two major factors that give
some understanding of the inability of CFHNs in the NT to fully engage in
safeguarding children from child abuse and neglect. These were confusion
about the role and expertise of CFHNs and organisational, institutional and
‘perceived’ legislative barriers to interdisciplinary practices including the
inability to share information. Constructs of role identification, role ambiguity,
role overload and role change were examined.

There is ample international literature, particularly from the UK, and some
from within Australia, that positions the CFHN (also known as Maternal and
Child Health Nurse, Community Health Nurse, Public Health Nurse or
Health Visitor) as a professional with knowledge of the psychosocial and
ecological factors that inhibit parents from providing adequate and nurturing
environments (see for example Egan & Yarwood, 2010; O’Donnell et al.,
2008; Olds et al., 2007). This is not to suggest that CFHNs can work in
isolation to minimise child abuse and neglect. In the Executive Summary of
the UK Green Paper, Every Child Matters (Department for Education and
Skills, 2003) the following very poignant, although resonating, account of
how the ‘system’ had failed its children and seen the deaths of several
children from abuse at the hands of their carers was amplified:
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The common threads which led in each case to a failure to
intervene early enough were poor co-ordination; a failure to
share information; the absence of anyone with a strong
sense of accountability; and frontline workers trying to cope
with staff vacancies, poor management and a lack of
effective training (2003, p. 5).

The Green Paper (2003) proposed the use of the Common Assessment
Framework to be used by professionals across health and social care
disciplines in the UK. This framework takes a psychosocial and an
ecological approach to the needs of the child and its use has been
legislated in the UK in the Children Act 2004 (Gilbert, Kemp, Thoburn,
Sidebotham, Radford, Glaser et al., 2009, p. 176).

The complexities of the lives of vulnerable families include varying social,
psychological, cultural and economic difficulties and amelioration of some of
those problems requires attention from a number of helping agencies. The
literature, however, supports the concept that CFHNs have the expertise to
assist in mitigating some of those vulnerabilities through provision of
parenting support and education. The most widely documented study, the
Elmira Nurse-Family Partnership, positively reinforces the notion that home
visitation programs by suitably trained nurses can contribute to the health
and welfare of children and their families and therefore mitigate child abuse
and neglect in those families (Olds et al., 2007). These authors state that
nurses are the professional group most acceptable to vulnerable families
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but emphasise that they require development of skills in order to deliver
effective home visiting services. They also point to research evidence that
programs delivered by well-trained nurse home visitors have much better
outcomes than those delivered by specifically trained paraprofessionals.
Howard and Brooks-Gunn (2009) reviewed evaluations of nine home visiting
programmes, including one in Australia, as a strategy for reducing child
abuse. They reported that some of those programs had positive benefits but
stated:
If home-visiting programs are to have their maximum impact,
service providers must follow carefully the guidelines
mandated by the respective programs, use professional staff
whose credentials are consistent with program goals,
intervene prenatally with at-risk populations, and carry out
the programs with fidelity to their theoretical models (p. 119).

In a systematic review of 26 reviews of child maltreatment prevention studies,
Mikton and Butchart (2009) cautiously identified nurse home visiting and
group-based

parent

education

programmes

among

four

‘promising’

approaches to minimising child maltreatment. A further systematic review of
home visitation programs by Higgins, Bromfield and Richardson (2006) found
that not all programs achieved the desired outcomes but that success was
more likely if the program was delivered by highly skilled professionals such
as nurses. They did, however, conclude that
…home visiting programs should be seen as part of a
comprehensive approach to child maltreatment prevention
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that includes primary, secondary and tertiary interventions to
ensure that all client groups are serviced appropriately (p.
14).

The international literature positions the CFHN as a recognised professional
with specific skills and knowledge and the potential to assist vulnerable
families. In the NT these nurses provide a service to families of new born
babies generally beginning with a universal home visit, followed by contact
with those families at key stages of the child’s development between birth and
five years of age. They have the ability to assess the need for more targeted
approaches where vulnerabilities in family functioning are determined. While
CFHNs in the NT have not been prepared to the level of those nurses
described by Olds et al. (2007), most had completed Family Partnerships
training at the time of interviews for this phase of the study. While this
particular course may not, in itself, be adequate to fully qualify these nurses to
provide an evidence-based home visitation intervention program for
vulnerable families, it certainly places these professionals in a situation of
being able to work more effectively with families by building ‘helping’
relationships.

The NT Charles Darwin University offers a Graduate Diploma in Child and
Family Health and states that “graduates of this course will understand the
importance of psychosocial assessment and the central role of parents in the
child’s environment”. Child and Family Health nurses with this educational
preparation are likely to have an understanding of the social determinants of
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health and the skills to provide professional support and parenting education
to vulnerable families. As this course has only been offered at Charles Darwin
University for a relatively short period, its benefits have yet to be fully realised
within the Child and Family Health service. This is not to deny the expertise of
existing long term CFHNs practising in Darwin, many of whom have achieved
qualifications from other institutions. Scott gave general recognition of the
skills and expertise of nurses in strengthening the capacity of parents to care
for their children when she stated in the Foreword to a publication by the
Australian Centre for Child Protection:
Nurses and midwives have a vital and distinctive role in
combating child maltreatment. They are in a unique position
to address some of the key risk factors and strengthen some
of the key protective factors related to child abuse and
neglect. Reducing situational stressors during pregnancy,
nurturing parent-infant attachment, increasing social support
for vulnerable families, identifying and ameliorating the
impact of parental chronic illness, substance dependence
and mental health problems on parenting capacity, are all
key elements in addressing child abuse and neglect (Scott,
2010, p. 1).

Of the three Child and Family Health leaders/experts interviewed in this case
study, one was enthusiastic about the potential for CFHNs to assist
vulnerable families, one thought that their training needs had not been, to
date, adequate to fully realise their potential in this area and the third
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perceived that the ‘caring’ nature of nurses was a potential impediment to the
success of their involvement with vulnerable families. While these divergent
views may suggest role ambiguity even within the one professional group,
when placed alongside the views of the informants from the child protection
agency, further role confusion surfaces with the views of these informants
positioning CFHNs predominantly within a bio-medical framework of practice.
This is in stark contrast with the CFHN role as defined by Briggs (2006) as a
“psychosocial model of nursing practice” ( p. 309). She also stated that there
is a
...clear acknowledgement of the psychosocial needs of
parents, and a major goal of community child health nursing
practice is now described as reducing parental distress,
increasing parenting capacity and offering social support for
families (p. 305).

Briggs noted, however, that while policies in several health departments
across Australia have moved towards a psychosocial emphasis in the delivery
of Child and Family Health services, not all CFHNs are adequately trained for
this model of service. She advocated for professional development
opportunities for CFHNs so that they can provide the type of care expected.

Analysis of the data in this case study has focused on the realities of the
professional and practice domains of the current Child and Family Health
nursing workforce in Darwin and positions the findings within that framework
as well as literature pertaining to collaborative, interdisciplinary practices.
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Pertinent aspects of interdisciplinary collaboration included in the exploration
were knowledge of the roles of professionals across health and social care
disciplines and the ability to share information across disciplinary boundaries
(see for example Watkin et al., 2009).

The concept of interdisciplinary collaboration, while commended as a
valuable contributor to comprehensive health service delivery, challenges
perspectives of role identity (Brookes, Davidson, Daly, & Halcomb, 2007).
According to Pecukonis et al. (2008) “interprofessional cultural competence
places interdisciplinary practice within the context of the overall health
educational system, and within each discipline’s specific culture” (p. 421).
Watkin et al. (2009) reported on the evaluation of an interdisciplinary learning
program and concluded that understanding the roles of professionals across
disciplines is essential for collaborative practices and to break down the
cultural barriers that exist. McDougall (2008) noted that the Chief Nursing
Officer (UK) “called on all nurses to break out of professional silos and work
across organisational boundaries” (p.14). He stated that “ensur[ing] that
safeguarding children becomes part of everyday nursing practice requires
strong strategic and inspirational clinical leadership” (2008, p. 17).

Within the Child and Family Health service in the NT Health Department, it
would appear that there is limited nursing leadership and a sense of
disempowerment among the management of the Child and Family Health
service. Interview data suggest the inability of CFHNs to take an active role in
safeguarding children is related to problems such as financial and human
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resource limitations, the misreading of the Information Act by ‘others’, the ‘ring
fenced’ program areas and being ‘forgotten’ as a professional group.

Robinson (1992) contributed a chapter in the book Policy Issues in Nursing
and outlined the issue of nurses’ involvement in policy making. She
commented that “nurses are virtually never involved in concrete policy
decision-making processes; what may pass for a nursing decision is in reality
acquiescence to others’ prior formulations” (p. 7). While this statement was
made 19 years ago it appears to continue to have some currency in the NT
context.

The limited understanding of the role and expertise of CFHNs by most of the
child protection informants indicates that, from a strategic level, there has
been limited cross program planning that recognises the CFHN role. From the
perspective of policy development towards more effective collaborative
services to assist vulnerable families, there is a need for a “shared
philosophical stance and balance between professional self-interest and
focus on clients” (Elston & Holloway, 2001, p. 26).

CONCLUSION
Change processes within the child protection and Child and Family Health
areas over the six years between the first phase of the study and this case
study appear to have paid little more than lip service to the development of
primary intervention services delivered by nurses to support vulnerable
families. It would seem that the opportunity for a visionary approach in the
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context of the NT to the development of nurse-led primary early
intervention strategies aimed at keeping children and families out of the
overburdened child protection system in the NT has not been grasped.
Results indicate a need for the professional development of CFHNs within
a context of senior level support and organisational recognition of CFHNs
as primary health care providers. The data also raise issues around the
power(less) positions of Child and Family Health managers in senior roles
and the extent to which government direction and bureaucratic decision
making acknowledges the role and contribution of CFHNs. It appears
there is no commitment to provide the required financial or human
resource investment to extend the role of the CFHN beyond a narrow
biomedical model. Under the circumstances it is not surprising that there
were contradictory positions taken by the Child and Family Health
informants about the concept of CFHNs being equipped to safeguard
children in the current climate.

It is recognised that a public health approach focusing on the population
rather than individuals is a more effective long term solution to problems
stemming from socio-economic, psychosocial, cultural and political
factors. This thesis, however, is based on the premise that an evidencebased approach to assisting a specific population within an identified
geographic boundary has a two-fold potential. In the first instance, the
assistance that CFHNs could offer vulnerable families in this particular
region, given the appropriate organisational support and recognition, has
the potential to limit the number of children from the region who are the
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subject of child abuse notifications. It is argued that this then would lead to
the child protection service in the Darwin area having an increased ability
to focus on ‘high-end needs’ families who meet their statutory threshold.
These particular families have generally spiralled much beyond the sphere
of responding to a primary or secondary service designed and delivered to
assist them in providing ‘good enough’ parenting.

Legislative, organisational and institutional barriers to nurses having a role
in safeguarding children were identified in Phase One by the frontline
clinical nurses who participated. This case study, with its informants drawn
from leaders in Child and Family Health and child protection, six years
later has identified similar barriers. While there has been legislative
change that effectively removed the ‘secrecy’ clause in the preceding
Child Welfare Act, the child protection informants in this case study appear
to have little confidence in their ability to share information with other
groups of professionals. Informants generally were of the view that the
current organisational structures resulted in siloed services which
interfered with relationship building across disciplines and limited their
ability to work collaboratively. Institutional issues of resourcing and access
to professional development were also noted by the Child and Family
Health informants as a limiting factor in the ability of CFHNs to deliver
early intervention parenting support and education and to safeguard
children in vulnerable families. Documentary analysis to contextualise and
corroborate the findings in this chapter is described in the following
chapter.
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CHAPTER SEVEN

PHASE THREE: CASE STUDY DOCUMENT REVIEW

CHAPTER SEVEN: PHASE THREE – CASE STUDY
DOCUMENT REVIEW

INTRODUCTION
This chapter presents the document review component of Phase Three of the
study. Health and social care policy development in the NT through the years
2005 – 2011 is described and critiqued through a chronological account of
environmental and socio-cultural challenges to the health and well-being of
Aboriginal children in the NT. The political responses to those challenges are
outlined with reference to the significant concentration on the challenges of
Aboriginal child health and well-being needs in remote areas of the NT.

The chapter explores the meaning of policy and policy development from the
perspective of government policy development (macro level), policy and
strategic directions within the NT Health Department (meso level) and service
delivery level policies and frameworks (micro level). The macro, meso and
micro levels of policy implementation (see for example Dwyer, 2006;
Hewison, 2008) are discussed with the intention of providing a landscape for
the current direction of Child and Family Health services delivered in urban
areas of the NT, in particular Darwin. It provides an analysis of the conditions
and values that were driving political and bureaucratic decision making about
health and social care service delivery.
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At the macro level there is an analysis of NT parliamentary statements and
policy frameworks produced by both Australian and NT parliaments. There is
also an examination of the Northern Territory Emergency Response (NTER)
including its purview and funding as these elements were having a direct
effect on the budgetary imperatives of the NT Government and, therefore by
consequence, the strategic directions of the Health Department. At the meso
level there is discussion of the management and scope of the publicly funded
Child and Family Health service as a result of those strategic directions. At
the micro level there is an examination of the framework of the Child and
Family Health service and the relationship of that framework to the broader
espoused strategic directions for health and social care. Changes to the Child
and Family Health service, including the involvement or non-involvement of
CFHNs in those changes, have been described in Chapter Five.

The intention of this chapter is to highlight the many government policies and
bureaucratic strategies that were designed to enhance service delivery but
that sometimes negatively affected service outcomes. It will be argued that
this negative impact resulted from disjunctions in purpose and scope at the
Australian Government level, the NT Government and bureaucratic level and
the practical experience and available resources at the local service delivery
level.

At this micro level there is also a brief discussion about the apparent lack of
leadership and empowerment within the nursing workforce (see for example
Paliadelis, 2008; Redman, 2008) which may have limited the ability of nurses
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to maximise opportunities for involvement in policy development. Through
critical analysis of the relevant documents, the chapter outlines impediments
to CFHNs in Darwin exercising a proactive and collaborative professional role
in safeguarding children and supporting vulnerable families. It also provides
contextual reality to the working worlds of the leaders/experts who
participated in the interviews in the first component of the case study (see
Chapter Six). “Documents can provide data on the context within which
research participants operate - a case of text providing context, if one might
turn a phrase” (Bowen, 2009, p. 29).

WHAT DOES ‘POLICY’ MEAN?
A clear definition of policy for the purposes of this chapter is difficult to
articulate. Policy means different things in different contexts and can be
variously interpreted by the many actors within the policy context and the
different levels at which it is formulated (Exworthy, 2008). According to
Exworthy, policy is not static and its development is shaped by the evolving
nature of the context, issue and environment. Policy development as a
process is essentially shaped by the power of the competing interests
involved. Exworthy describes this process as:
 Politicians identify a priority and the broad outlines of a
solution...;
 Policy-makers design a policy to put this into effect,
assembling the right collection of tools: legislation, funding,
incentives, new institutions, directives;
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 The job of implementation is then handed over to a different
group of staff, an agency or local government;
 ...The goal is (hopefully) achieved
(2008, p. 319).

Policy at government and bureaucratic levels may be a framework for
intended direction and actions and is the “interaction between institutions,
interests and ideas in the policy process” (Walt, Shiffman, Schneider, Murray,
Brugha & Gilson, 2008, p. 308). It has also been described as having “three
lenses” (Head, 2008, p. 5) wherein the linkage between evidence-based
knowledge and policy is but one of three perspectives that drive policy
agendas. The political lens is influenced by the agenda setting of the partisan
ideologies of the government of the day and this interacts with the evidence
or ‘scientific’ lens and also the ‘practical’ lens. The ‘practical’ lens belongs to
the organisational managers and the practitioners whose role it is to carry
through with the policy directions set by government. According to Shonkoff
(2000) “[p]olicymakers and analysts are not moved primarily by theory or
empirical data” (p. 181) as there are elements of political, economic and
social pressures that must also be recognised in the development of policies.
In arguing his case for improvements in research directions and the use of
findings to improve services to children and their families, he asserted that the
best aspects of the cultures of science, policy and practice need to come
together and have a shared understanding of their perspectives.
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Huston (2008) shared similar views about the competing cultures and
interests that affect policymakers, however she was more optimistic about the
utility of scientific knowledge. She attested to the uptake of evidence
surrounding early childhood development by government in the USA, but
made clear that success in utilisation of research findings rested with the
quality of the research as well as the perceived relative societal importance of
the subject matter. Her views about ‘perceived societal importance’ are
particularly salient to the discussion further on in this chapter. Public
consciousness-raising concerning the well-being of remote Aboriginal children
in the NT through media exposure of their plight resulted in the intense focus
of government at the national and local levels on this issue.

Data Collection
Purposeful sampling was used to select documents pertinent to the research
questions (Miller & Alvarado, 2005) and likely to reflect directions for NT
health and social care services. Australian and NT Government documents,
parliamentary statements, NT Department of Education and Training
commissioned position papers, reports from child protection inquiries and
public sector health and social care service descriptions were included for
analysis. The documents selected were published between 2004 and 2011
and had direct or indirect relevance to public sector provision of services to
children and their families to support parenting and safeguard children. Most
of the documents were sourced from publicly available websites while three
hard copy documents pertinent to Child and Family Health service delivery
were provided on my request. Documents included in the data collection are
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listed below. Each document has been reviewed with quotes and commentary
extracted according to relevance to this study. A summary of this review is
encapsulated in Table 5 (pp. 247 - 253) which provides information about the
author, purpose of the document, audience targeted, the specific data of
interest and brief analysis of the data. An in-depth textual commentary and
synthesis is provided in the data analysis section of this chapter. The analysis
of these documents provided some insight into the changes in political
ideology and bureaucratic policies that had occurred over the time of the
study and the impact this had on services and their leadership.

Data Sources
Documents of particular importance in the data collection for this review
included:


Northern Territory Government commissioned review of child protection
services 2004 (Tomison, 2004)



DHF Building Healthier Communities. A Framework for Health and
Community Services 2004 – 2009 (Department of Health and Families,
2004)



Hansard

statement

from

the

Northern

Territory

Government

parliamentary sittings 2005 (Hansard, 2005)


Northern Territory Community Services High Risk Client Audit 2007
(Bath, 2007)



Report of the Northern Territory Board of Inquiry into the Protection of
Aboriginal

Children

from

Sexual

Abuse

2007

(Chief

Minister’s

Department. Wild & Anderson, 2007)
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Policy document from the Australian Government – National Framework
for Protecting Australia’s Children 2009 – 2020 (Council of Australian
Governments, 2009)



DHF Corporate Plan 2009 – 2012 (Department of Health and Families,
2009)



Child and Family Health Service Pamphlet Northern Territory Child and
Family Health Service Pamphlet (see Appendix Nine)



Inquiry into the Child Protection System in the Northern Territory 2010
(Bamblett et al. 2010)



Submission to the Inquiry into the Child Protection System in the
Northern Territory 2010 by the Department of Health and Families
(Department of Health and Families, 2010)



Submission to the Inquiry into the Child Protection System in the
Northern Territory 2010 by the child health nurses from Palmerston
Community Care Centre (Palmerston Community Care Centre Child and
Family Health Nurses, 2010)



Submission to the Inquiry into the Child Protection System in the
Northern Territory 2010 by the Paediatricians from Royal Darwin
Hospital (Paediatric Department Royal Darwin Hospital, 2010)



Submission to the Inquiry into the Child Protection System in the
Northern Territory 2010 by the General Practice Network NT (General
Practice Network NT, 2010)



Northern Territory Department of Children and Families Strategic
Framework – Safe Children, Bright Futures 2011 - 2015 (Department of
Children and Families, 2011)
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Menzies School of Health Sciences (NT) early childhood issues papers
(n=2) 2011 (Silburn, Robinson et al., 2011; Silburn, Nutton et al., 2011)
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and Community

Services

Healthier

Communities. A

Departmental staff,

abuse and neglect

factors were evident.

support where risk

through the child
protection system.

“Strengthening
Families”
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within a biomedical

were primarily framed

vulnerable families

start in life” and

Services 2004 - 2009

public

government and the

References to nurses

years 2004 - 2009

Department for the

direction of the

Increased services for

“Giving kids a good

Welfare Nurses”

and Community

Framework for Health

Department of Health

DHF Building

Outline the strategic

service delivery

Services

ameliorate child

importance of family

reference to “Infant

in child protection

and Community

intervention to

an emphasis on the

abuse and neglect with

to the problem of child

An ecological approach

Brief Findings

review (2004)

issues and directions

Department of Health

secondary

primary and

approaches to

Identification of

Data analysed

Only a casual

Services of current

Informing the NT

Community Services

Health and

The Department of

Audience

child protection

and Community

and practice:

Inform the

Purpose
Department of Health

Tomison, A.

Author/s

child protection policy

Current issues in

Document

Table 5: Document Review

sexual abuse and
make
recommendations to
the NT Government
about strategies to

Board of Inquiry into

the Protection of

Aboriginal Children

from Sexual Abuse

2007
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protect Aboriginal

of Aboriginal child

Investigate the extent

Health and

of families

and the public

Community Services

Health and

Department of

Government,

Northern Territory

and the public

Community Services

Department of

Government,

Northern Territory

Audience

health and well-being

directions for the

Outline policy

Purpose

Northern Territory

Report of the

(25 August 2005)

Wild and Anderson

Parliament

Territory Government

th

Northern Territory

Author/s

Hansard Northern

Document

information sharing

collaboration,

interdisciplinary

vulnerable families,

intervention for

References to early

neglect

child abuse and

the amelioration of

being; reference to

health and well-
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as remote localities

deliver in urban as well

that CFHNs could

supportive services

Recognition of the

collaboration

interdisciplinary

of the benefits of

education. Recognition

parenting support and

role of CFHNs in

the area of families’

and children’s

Overt recognition of the

Brief Findings

Policy directions in

Data analysed

family health services”

reduce child abuse

Department of
Health and Families

Family Services

stream of Community

Health program

Health Service

Pamphlet
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Outline the services

and the public

Government,

Northern Territory

vulnerable families

Service delivery to

families

and the public

Child, Youth and

safe and strong

Health and Families

Child and Family

and young people in

Department of

department

– Healthy children

Government,

directions of the

and Families

2009 – 2012

Outline the strategic

Department of Health

DHF Corporate Plan

baby” service
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framework of a “well

education’ within the

Reference to ‘parenting

vulnerable families

providing services to

position of NGOs in

implied. Explicit

Family Health service

Universal Child and

child and

provide strategies to

Priority Action Area 2

national consistency in

outcomes and

Northern Territory

CFHNs – “Enhance

Identify desired

and neglect

reference to the role of

protection of children.

involvement but there

government agency

was an implicit

vulnerable families

services for

The focus was on non-

Brief Findings

approach to the

agenda to adopt a

Early intervention

Data analysed

2009 - 2020

Governments

for Protecting

Outline a change

Audience

public health

Council of Australian

National Framework

Purpose

Australia’s Children

Author/s

Document

H. & Roseby, R.

Protection System in
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the Northern Territory

investigation of the

Provide input into the

system

child protection

and Families

Inquiry into the Child

and the public

following crises in the

public

Government and the

Inquiry, the NT

Co-chairs of the

Health and Families

and media pressure

child protection

Department of

Government,

Northern Territory

Audience

to public complaints

NT Government due

Commissioned by the

Purpose

Protection System in

Department of Health

Submission to the

the Northern Territory

Bamblett, M., Bath,

Author/s

Inquiry into the Child

Document

intervention

services, early

and family health

References to child

information sharing

collaboration,

interdisciplinary

vulnerable families,

intervention for

References to early

Data analysed
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vulnerable families

intervention for

providing early

and their role in

Recognition of CFHNs

protection professions

Health and child

Child and Family

education across

interdisciplinary

Recommendation for

NGOs.

across government and

Information sharing

parenting support.

involvement in

Emphasis on NGO

Brief Findings

service

the Northern Territory
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Protection System in

investigation of the

Network NT

Inquiry into the Child

investigation of the

Provide input into the

Darwin Hospital

Inquiry into the Child

Provide input into the

General Practice

Paediatricians Royal

Submission to the

service

public

Government and the

Inquiry, the NT

Co-chairs of the

public

Government and the

Inquiry, the NT

Co-chairs of the

teenagers

consenting

of sexual assault in

Mandatory reporting

vulnerable families

Services to

workers

child protection

collaboration with

developing a

encountered in

Challenges

Data analysed

child protection

public

Government and the

Inquiry, the NT

Co-chairs of the

Audience

collaboration with

children through

Submission to the

Family Health nurses

the Northern Territory

actively protecting

service

Centre Child and

Protection System in

child health nurses in

the Northern Territory

Community Care

Inquiry into the Child

Outline barriers to

child protection

Palmerston

Submission to the

Purpose

Protection System in

Author/s

Document
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health care service

providing a primary

recognition of CFHNs

health care – no

providing primary

in General Practice as

Mention only of doctors

provided by CFHNs

Health service

of a Child and Family

No acknowledgement

to share information

Perceptions of inability

Brief Findings

F., Johnstone, K.

McGuinness, K.

addressed
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universal access to

CFHNs. Focus is

mention the role of

sectors. Does not

through collaborative

universal health and

development of

government policy

development

childhood

education services

bureaucrats

and education

recommends continued

The report

Health

within Community

Family Health services

availability of Child and

of CFHNs or the

No mention of the role

Brief Findings

Training to inform

Education and

Department of

investing in early

NT: Issues to be

the Northern Territory Government, health

Robinson, G., Arney,

Development in the

The Northern Territory

Directions for

Commissioned by

Silburn, S. R.,

Early Childhood

vulnerable families

support for

and parenting

services to parents

Information about

Data analysed

support

directions

Bright Futures. 2011 -

public

Government and the

Northern Territory

Audience

2015

and the future

outline of the

– Safe Children,

Children and Families

Children and Families

Provide a broad

services provided

Department of

Department of

Purpose

Strategic Framework

Author/s

Document

the Northern Territory Government, health
Department of
Education and

Nutton, G.,

Arney, F.,

Moss, B.
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developmental

development

Chapter Seven: Phase Three - Case Study Document Review

and improve parenting

children’s

government policy

outcomes

strengthen attachment

intervention strategy to

as an effective early

home visiting programs

Recognition of nurse

Brief Findings

programs to improve

development and

childhood

relating to early

Research findings

Data analysed

Training to inform

bureaucrats

and education

The Northern Territory

Starting early

Commissioned by

Silburn, S.R.,

Audience

The first 5 years:

Purpose

Author/s

Document

Data Analysis
The content, context and language used in the documents were considered
along with the purpose of the document and the audience it was intended to
reach. The review of the documents was guided by the themes that
emerged from the analysis of interview data in the first component of the
explanatory case study (see Chapter Six). The analysis considered the
explicit or implicit identification of the role of CFHNs in service delivery to
vulnerable families in the NT, their role in the amelioration of child abuse
and neglect, information sharing across disciplinary boundaries and the
considerations given to interdisciplinary practices. Acknowledgement of the
limits inherent in this analysis is required because “official documents are
likely to be partial or superficial, representing aspirations rather than
realities” (Abbott et al., 2004, p. 259).

Current Issues in Child Protection Policy and Practice: Informing the NT
Department of Health and Community Services Child Protection Review,
2004 (Tomison, 2004)
This review took place prior to the current spotlight on child protection
services in the NT. Tomison (2004), an international expert on child abuse
and neglect and, at the time, social worker/researcher with the Australian
Institute of Family Studies, was commissioned by the NT Health Department
to undertake an investigation into the trends in child protection practices
nationally and globally. The Report presented to the NT Health Department
was framed within a public health model with an emphasis on prevention.
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There were brief references to “infant welfare nurses” within the Australian
context and the service that was provided by this professional group such
as nurse-based home visiting services to support families “at risk” (2004, p.
19). Tomison was referring to services offered in the 1970s and 1980s.
Throughout the document, however, much of the information about
prevention of child abuse and neglect included the use of ‘family support
workers’ to assist vulnerable families through parenting education. The
provision of family support was, according to Tomison, the responsibility of
the child protection system, but Tomison also advocated for the involvement
of non-government agencies, not public sector CFHNs, in family support. He
stated that: “[c]ontinued efforts to strengthen and expand family support
services should also lead to a much stronger (and highly valued) role for the
non-government sector” (2004, p. 80).

This report does not provide information about the qualifications and skill
sets of family support workers. The job description, however, of this
category of employee in the NT child protection service indicates that
specific training or formal qualifications are not required. The following
description of the key responsibilities and selection criteria to be satisfied
are contained in the job description for Family Support Workers which was
provided by DCF recruitment:
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The key responsibilities are described as:
1. Work with families in their own home, in-group or other situations, to help
them build a safe family environment.
2. Assist case managers with safe transport and supervision for clients in
access situations.
3. Assist with preventative activities, community liaison and promotion of
the services as required.
4. Carry out any administrative tasks needed for the effective carriage of
family support services.

Essential Criteria:
1. Effective oral and written communication skills.
2. Ability to interact effectively with people from diverse cultures
3. Ability to actively encourage the family’s determination of their own goals
and to respect these.
4. Ability to work as a member of a team, and also independently.

Desirable Criteria:
1. Basic knowledge of the Care and Protection of Children Act 2007.
2. Understanding of child development.
3. Understanding of the complexity of parenting.
4. Current Northern Territory Driver’s licence or the ability to obtain
(Personal communication, 2011)
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The job requirements listed above may not be consistent for family support
workers in other jurisdictions, or indeed, for those employed in the NT nongovernment sector. Its significance, though, is that this valued category of
employee in the child protection service is recognised as capable of
providing family support through individual and group processes. Much like
the child protection leaders who participated in the interview component of
the case study (see Chapter Six), Tomison gave limited recognition of the
ability of CFHNs to exercise a similar role.

DHF Building Healthier Communities. A Framework for Health and
Community Services 2004 – 2009 (Department of Health and Families,
2004)
This document outlined the broad agenda for change and started with the
commitment that “[o]ur services will begin with children in the very first years
of life”. One of the priorities described was “Giving kids a good start in life”
(p. 6). The three action areas were Children’s Health, Supporting Families
and Working Together. Within these areas, the ‘health’ element had a
biomedical focus and the emotional and psychosocial supports for families
were discussed as a responsibility of the child protection service. This
approach positioned the remit of CFHNs within a narrowly defined medical
model and gave no recognition to the primary health care model in which
the Child and Family Health service purported to function.
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Hansard August 2005, Northern Territory Parliament (Hansard, 2005)
In August 2005, the (then) Minister for Community Services made some
encouraging statements in the NT parliament in regard to the National Child
Health and Wellbeing Reform project and her Government’s initiatives in
relation to early identification of vulnerable families and providing support to
those families through collaborative intra- and inter-agency practices. The
claims made by the Minister were that:
Work is also being done to better integrate health and
community services. The role of maternal and child health
nurses is changing, both locally and nationally, to better
address postnatal depression, family breakdown and focus
on not just physical health but emotional and psychological
wellbeing. The department is looking at how nurses can
better identify, assess and refer families who appear to be
struggling or at risk of developing problems like substance
abuse

or

child

maltreatment...[t]his

early

intervention

approach will enable services to begin working with families
before they are in crisis, and before there is a need for the
involvement of the statutory child protection service. I am
pleased to report that this work fits very well with the current
national agendas around maternal and child health. I have
already noted that vulnerable families often require the
assistance of both the health and community services
sectors (Hansard, 2005).
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Also in 2005 the Australian Government released the National Public Health
Strategic Framework for Children 2005–2008 (National Public Health
Partnership, 2005). This policy document contained a number of strategic
directions for the well-being of Australia’s children and the policy directions
were endorsed by Health Ministers across Australia in July 2005. Of interest
to this thesis was the acknowledgement within the Framework of the
necessity for collaboration between the health and social care sectors
including appropriate funding models and sharing information across
disciplinary boundaries (National Public Health Partnership, 2005, p.16).

While the Australian and NT Governments appeared to recognise and
support a collaborative approach between the health and social care
agencies, there has been limited evidence within the NT of policies or
logistical arrangements that would achieve this collaborative approach.

High Risk Client Audit 2007 (Bath, 2007)
Dr. Howard Bath was commissioned by the NT Government to undertake an
audit of the files of high risk clients following the death of a 12 year old girl in
statutory care and the death of a carer at the hands of the 17 year old for
whom he cared. The Terms of Reference for this audit did not include an
examination of Community Health (inclusive of the Child and Family Health
service) client records. It focused entirely on the services provided by child
protection, mental health, alcohol and other drugs and aged & disability
program areas. While the ages of the clients that precipitated this audit place
those clients outside the purview of the Child and Family Health service,
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issues uncovered in this audit have applicability to the Child and Family
Health service, particularly Recommendation 24 that addressed the need for
sharing of information across program areas:
It is recommended that the Community Services Division
develop a ‘flagging’ system in the CCIS whereby workers in
one Program are alerted to the fact that the client (and/or an
immediate family member) is being served by another
Program within the Division (Bath, 2007, p. 24).

The Community Care Information System has inbuilt security features that
prevent staff who use the system from accessing client information recorded
by services other than their own. Following the High Risk Client Audit (Bath,
2007), security profiles were modified to allow staff in child protection,
mental health, alcohol and other drugs and aged & disability program areas
to determine if a client was also accessing another of these services.
Although it remained impossible for disciplinary groups to view the
information recorded in another service, access to the name of other
service/s being provided to the client, and the names of Case Managers
providing the service/s, became available. Relevant professionals could
therefore make contact with other Case Managers involved in the client’s
care and discuss cross program and disciplinary needs to better coordinate
care for the client.

Child and Family Health nurses were not given security access to crossprogram activity therefore had no means of knowing, for example, if a family
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or a client was also involved with the child protection service. This raises
questions about the effectiveness of communication across all divisions of
the NT Health Department. The ‘silo’ mentality of health and social care
service divisions and lack of communication was criticised by some of the
experts interviewed in Phase Three of this study.

The lack of effective nursing leadership may have been an influential factor
in the marginalisation of the Child and Family Health service from other
services involved with children and their families. Political leadership at a
time of complex bureaucratic and political changes has the potential to raise
the profile of nurses and ensure that they are not ‘forgotten’ in the
development of services. There was no evidence of such leadership in the
interview data collected during this case study. It appeared that at least one
of the Child and Family Health experts was totally unaware of the
development, through specific Community Care Information System security
profiles, of cross-agency knowledge of services attended by clients.

‘Little Children Are Sacred’ 2007 ( Wild & Anderson, 2007)
A national focus on the health and well-being of remote Aboriginal children
resulted from the alarming revelations by Dr. Nanette Rogers, a Central
Australian judge, on the ABC television broadcast of Lateline (Jones, 2006).
Dr Rogers claimed that child abuse, in particular sexual abuse, was rife in
remote Aboriginal communities and this abuse was veiled in a cloak of
silence and secrecy. In that interview she is quoted as saying
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…violence is entrenched in a lot of aspects of Aboriginal
society here. Secondly, Aboriginal people choose not to take
responsibility for their own actions. Thirdly, Aboriginal society
is very punitive so that if a report is made or a statement is
made implicating an offender then that potential witness is
subject to harassment, intimidation and sometimes physical
assault if the offender gets into trouble because of that report
or police statement.

Following that broadcast, there was media frenzy both nationally and
internationally which gave rise to the commissioning of an Inquiry by the NT
Government. The result was a report, “Little Children are Sacred”, authored
by

Wild

and

Anderson

(2007).

The

report

included

a

range

of

recommendations for changes across many public sector agencies.
Recommendation 41 (p. 26) indicated an appreciation of the role of CFHNs
and other primary health care (PHC) providers in safeguarding children. Other
recommendations concerned the need for delivery of interdisciplinary
education to PHC providers (Recommendation 44, p. 26), a whole-ofgovernment collaborative response including information sharing “as a matter
of urgency” (Recommendation 5, p. 22), and a “coordinated therapeutic
interagency response” (Recommendation 15, p. 23) to prevention of child
abuse. Although the inquiry focused on the plight of Aboriginal children in
remote communities, the authors recognised the needs of Aboriginal children
in urban areas, including Darwin. They went beyond the remit of the Terms of
Reference of the inquiry and recommended the provision of services,
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including home visiting by CFHNs, for urban community Aboriginal children
up to the age of 5 years.

Encouraging statements and recommendations from high level inquiries do
not, however, necessarily translate into practice. It seems that the Child and
Family Health service managers interviewed in this case study were unaware
of this recommendation and it could be surmised that there was no ‘leader’ in
that agency to ensure the rhetoric became a reality. According to a
newspaper article, the NT Children’s Commissioner revealed in his annual
report in 2010 that only 12 of the 42 recommendations in the ‘Little Children
Are Sacred’ report had been implemented (Statham, 2010).

Protecting Children is Everyone’s Business. National Framework for
Protecting Australia’s Children 2009 – 2020 (Council Of Australian
Governments, 2009)
The National Framework for Protecting Australia’s Children 2009 – 2020
published by the Council of Australian Governments (COAG) acknowledges a
public health approach to safeguarding children. Such an approach
...offers a different approach with a greater emphasis on
assisting families early enough to prevent abuse and neglect
occurring. It seeks to involve other professionals, families
and the wider community – enhancing the variety of systems
that can be used to protect children... (Council Of Australian
Governments, 2009, p. 8)
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While this document mentions the word ‘nurse’ on two occasions only, the
framework incorporates, among other strategies, the notion of early
intervention by health professionals, particularly ‘enhanced maternal and child
health services’, to support vulnerable families. It represents a broad, high
level strategic direction at Commonwealth level but has no particular binding
power. More importantly the framework does not articulate the means to
ensure adequate provision of human and financial resources to operationalise
the strategies at local levels.

DHF Corporate Plan 2009 – 2012. Healthy Territorians Living in Health
Communities (Department of Health and Families, 2009)
Priority 2 in this Corporate Plan is “Healthy Children and Young People in
Safe and Strong Families” (2009, p. 11). Several focus areas are included in
this Priority within the Corporate Plan which includes “Enhancing the system
for integrated maternity, early childhood and school-age health and wellbeing
services”. There is no specific mention of Child and Family Health services,
however there is recognition that some families may be vulnerable. The
Corporate Plan places the support of these families in the province of nongovernment organisations rather than as a core function of the NT Health
Department: “Working together with the non-government sector to support
vulnerable families”.

The 2004 – 2009 Framework for Health and Community Services suggested
a role for CFHNs in ensuring the physical health of infants and children and
the provision of support for vulnerable children by the child protection agency.
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This was followed by a Ministerial statement in parliament in 2005 suggesting
an enhanced role by CFHNs in supporting vulnerable families. By 2009,
though, it would seem that neither of these positions had maintained
currency. By that time it was evident that the child protection agency was in
crisis and unable to deal with even forensic investigations. Providing support
for non-statutory vulnerable clients appeared to be well beyond its capacity
(Bamblett et al., 2010). A new model of Child and Family Health service
delivery had been implemented. It was based on a partnership model with
CFHNs as case managers of client families. As evidenced in the interview
component of the case study (see Chapter Six), this was not matched with
increased resources to support the model according to some of the CFH
informants.

Child and Family Health Service Pamphlet (Appendix Nine)
The Child and Family Health Service pamphlet (see Appendix Nine) is
available as a public resource to inform clients of the NT Health Department’s
Child and Family Health service available in urban areas of the NT. It lists the
variety of information, advice and support services available. These include
“child health, development and learning”, “maternal and family health and
well-being” and “postnatal depression”. The pamphlet does not outline any
extension of services where vulnerabilities in family functioning, apart from
maternal emotional status, exist.
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Inquiry into the Child Protection System in the Northern Territory 2010
(Bamblett et al., 2010)
Arguably the most influential document in this sample of documents is the
report of the ‘Inquiry into Child Protection System in the Northern Territory’.
The NT Government stated unequivocally that it will implement all
recommendations in this report. Three years after the Wild and Anderson
investigation into child abuse in the NT (2007), a further investigation was
commissioned by the NT Government following national and local media
coverage of continued failures within the NT child protection agency.
Reporting on the coronial inquiries into the deaths of two children known to
the child protection service, Statham (2010) included a quote by the Coroner
who “largely blam[ed] Government legislation, a lack of resources,
miscommunication and systematic failures within the Department of Families
and Child Services” for the children’s deaths. The NT Government provided
the Board of the Inquiry broad scope within its Terms of Reference “to review
the child protection system and to make recommendations to strengthen and
improve the system to enable it to meet the needs of the Northern Territory’s
children” (Bamblett et al., 2010, p. 15).

The authors of the report of this Inquiry (Bamblett et al., 2010) included in
their comments that the way forward in improving the care and protection of
children in the NT is:
…a robust commitment to collaborative policy development
and planning and sharing information about children and
families among service providers involved in the care,
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wellbeing and support of children and families; improved
capacity and adaptable service integration across all levels
of government... (Bamblett et al., 2010, p. 25).

While the Inquiry appeared to be concentrated on the disadvantage of
Aboriginal children in remote areas, its recommendations are applicable to
services delivered across the whole of the NT. The report made some
pertinent (to this study) recommendations about collaborative practice in
recommendations 116 (p.41), 117 (p.41) and 118 (p. 41), sharing of
information between providers in recommendations 113 (p.40) and 116 (p.41)
and interdisciplinary education in recommendation 127 (p.44). While
acknowledgement of the role of the CFHN in supporting vulnerable families
was limited, there was a clear appreciation of the need for involvement of
providers in service areas outside of the child protection service to assist
vulnerable families. The recommendations, if implemented, would see some
changes to the way services to safeguard children are developed but it is
unclear if there will be clarity around, and recognition of, the role of CFHNs in
the development of those changes. Instead the Report discusses the use of
non-government organisations as suitable service providers to engage with
and assist vulnerable families. These non-government organisations would
serve as a referral destination for the child protection agency in reported
cases where there is no evidence of actual serious harm.

Of particular significance in this report is the section on ‘integrated services’.
The Board of Inquiry noted the agreement by the Australian Government to
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fund the implementation of multidisciplinary centres, ‘one stop shops’,
designed to support families through the provision of health, social care and
education services. The Board was enthusiastic about the proposed centres,
one of which is planned for the Darwin area, and stated:
These centres will focus on early childhood services and
family support for which the administrative responsibilities lie
with the Northern Territory Department of Education and
Training (2010, p. 453).

This would position the Education Department as the lead agency in a
multidisciplinary approach to the health and social care and support of
children and their families. The role that CFHNs may have in this approach
appears to be limited again to physical health concerns. Parenting services,
including education about childhood development, nutrition, food preparation
and child behaviour are listed separately from the elements identified for the
‘maternal and child health’ service of the proposed multidisciplinary centres
(Bamblett et al., 2010, p. 454).

Submissions to the Inquiry into the Child Protection System in the Northern
Territory
The submission to the Bamblett et al. (2010) Inquiry by the NT Heath
Department (Department of Health and Families, 2010) seems to indicate that
there was an espoused recognition of the role of the CFHN in supporting
vulnerable families. As can be seen from the documents previously discussed
in this chapter, there has been limited evidence of recognition of this aspect of
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the role of the CFHN. However, the NT Department of Health’s submission to
the Inquiry outlined the following Activity and Key Outcomes for the
Community Health Branch:

Organisation/Agency Description
Name

child

of Delivery

sites Key outcomes

protection and location of

project/activity

service

Community Health

Child, Youth and

Casuarina CCC,

Branch

Family Health

Palmerston CCC, identification

Program

Nhulunbuy CHC;

and early

Katherine CHC;

intervention for

Family Health

Tenant Creek

vulnerable

Nurses

CHC; Alice

groups, families

Springs CHC

and individuals

 Child, Youth and

 HPSN [Health

Prevention,

Promoting School

in working to

Nurses]

prevent
domestic and
family violence,
abuse and
family
dysfunction.

Table 6: DHF Submission to Child Protection Inquiry (Department of Health
and Families, 2010, p. 124)

It appears from information gathered through the interviews in Phase Three
that neither the Child and Family Health informants nor the child protection
informants were aware of the department’s apparent understanding of the
services provided by CFHNs to vulnerable families. It would also appear that
the Child and Family Health leaders/experts were of the view that they were
unable to fully engage in assisting vulnerable families due to lack of financial
and human resources and also lack of professional development of the
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CFHNs. However, in their submission to the Bamblett et al. Inquiry (2010), the
CFHNs at Palmerston Community Care Centre quoted from the Child, Youth
and Family service’s Clinical Practice Manual (Department of Health and
Families, 2008) in outlining the focus of their work:
To engage families with children to promote healthy
physical, emotional and social outcomes and to develop a
partnership with families and support them in ensuring their
children have the opportunity to grow (Palmerston Comunity
Care Centre Child and Family Health Nurses, 2010, p. 1).

The submission also indicated that the CFHNs in this centre believed that
providing the necessary service to vulnerable families was hampered by the
lack of information sharing and poor coordination of services across agencies,
and the inability to work collaboratively with the child protection agency.

While giving recognition to the role of CFHNs in supporting vulnerable
families, the submission to the Inquiry by the Department of Health and
Families also acknowledged the limited services available for ‘high needs low
risk families’. In outlining its commitment to the progression of the Differential
Response Framework17 within decision making and care planning for these
families, the submission described the need for community agencies to be
funded to provide targeted family support (Department of Health and
17

The Differential Response Framework is an evidence informed approach to providing

supportive services to low risk, high needs families following a child abuse report to the child
protection agency. Families are referred to other agencies to address areas of risks/needs
rather than being subjected to forensic investigation by the child protection agency.
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Families, 2010, p. 129). Essentially, though, it only considered nongovernment organisations and provided no evidence of funding the Child and
Family Health service to assist these families.

The submission to the Inquiry by the Paediatric Unit at Royal Darwin Hospital
also called for family support services to be available through funded nongovernment organisation programs (Paediatric Department Royal Darwin
Hospital, 2010). There was no mention of the role of CFHNs in supporting
vulnerable families in urban communities. The lack of understanding and
recognition of the role and expertise of CFHNs by paediatric doctors may
indicate a divide between acute care services and community health services.

The General Practice Network NT, on behalf of NT doctors in General
Practice, also made a submission to the Inquiry (General Practice Network
NT, 2010). The submission was narrowly focussed on two issues: a) the need
for better relationships and more communication between the child protection
agency and General Practitioners regarding the health needs of children seen
in their practices; and, b) continuing education for General Practitioners in
their mandatory reporting obligations around sexual abuse.

Department of Children and Families Strategic Framework – Safe Children,
Bright Futures. 2011 – 2015 (Department of Children and Families, 2011)
In January 2011 the NT Families and Children division of the NT Health
Department became a Department in its own right: the Department of
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Children and Families. Its Strategic Framework is published on its website
and provides detailed strategies for reform to satisfy the recommendations
from the ‘Inquiry into the Child Protection System in the Northern Territory’
(Bamblett et al. 2010). The development of those strategies appears to have
interpreted collaboration as an activity only possible with non-government
organisations. There is no mention of the NT Health Department services
apart from hospital-based services. The role of CFHNs, or the potential for
these nurses to support vulnerable families, has not been explicitly
considered in this strategic plan. In fact there is overt expression of the
partnership intended with non-government organisations: “Investing in nongovernment organisations to provide parenting support will be key to early
intervention, to help families avoid entering the statutory systems” (2010, p.
5). The word ‘nurse’ can only be found once in this strategic plan and it is in
reference to the recommendation in the Bamblett et al inquiry that child
protection workers require education about the role of CFHNs.

The Department of Children and Families’ website also has an area dedicated
to parenting resources and information. This site has no mention of the public
sector Child and Family Health nursing service delivered in all urban areas in
the NT. Instead there are links to “resources and links that can support
Northern Territory parents and families in their task of raising children” as well
as links to 80 tip sheets published by Parenting SA (Website accessed
09/04/2011).
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Early Childhood Development in the NT: Issues to be addressed (Silburn,
Robinson, et al., 2011)
This publication was the first in an Early Childhood Series by the Menzies
School of Health Research and was commissioned by the Department of
Education and Training. Its stated purpose is to inform Government policy
directions

for

improved

early

childhood

services.

It

provides

an

epidemiological picture of children in the NT and is focused particularly on the
disadvantage suffered by Aboriginal children in its jurisdiction. The whole-ofpopulation approach includes the integration of services across sectors and
equality of provision of services, including employment opportunities,
throughout the jurisdiction. In its outline of early childhood services in the NT,
there is no mention of the service provided by CFHNs; all services listed are
related to child care and early learning centres.

The first 5 years: Starting early (Silburn, Nutton, et al., 2011)
This was the second Issues paper in the Early Childhood Series published by
the Menzies School of Health Research and commissioned by the
Department of Education and Training. The paper purports to present the
best available research evidence surrounding the health and development
needs of children and their families. It also is particularly focused on the
needs of Aboriginal children and their families. The purpose of the paper is to
inform the development of an early childhood policy for the NT. Evidence is
provided about the possible effects on infants of poor maternal health and
nutrition, alcohol abuse and smoking in the antenatal period. There is
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discussion of neurobiology and the effects of ‘toxic stress’ on infants, toddlers
and young children. Having been commissioned by the Department of
Education and Training it is not surprising that there is an emphasis on early
childhood education, including the benefits of pre-school and early learning in
child care facilities. The paper, however, gives recognition to the need for
early intervention for some families and discusses the apparent benefits of
home visiting by professionals in the early years for vulnerable families. It
recommends an expansion of nurse home visiting programs in the NT.

DISCUSSION
Since

2005

there

have

been

numerous

statements

and

policy

announcements by both the Australian and NT Governments that support
collaboration between the health and social care sectors and that give some
recognition to the role of CFHNs in supporting vulnerable families.
International research, and to a limited degree, Australian research
recognises the role of CFHNs in supporting vulnerable families (see for
example Egan & Yarwood, 2010; O’Donnell et al., 2008; Olds et al., 2007).
Only a small number of the documents and policy statements analysed in this
phase of the study explicitly suggest that CFHNs have a role to play in
safeguarding children through providing parenting support.

In the NT there have also been two significant inquiries into child abuse and
perceived failures in the child protection agency. The first concerned the
alleged sexual abuse of Aboriginal children, particularly in remote
communities (Wild & Anderson, 2007) and the second investigated the NT
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child protection system (Bamblett et al., 2010). Both of these inquiries
included recommendations on the development of collaborative practices,
sharing of information and, to a limited degree in the first inquiry, an
expanded role for CFHNs.

As far back as August 2005, the Minister for Community Services made some
encouraging statements in the NT parliament in regard to the Commonwealth
National Child Health and Wellbeing Reform project. The Minister noted the
NT Government’s initiatives in relation to early identification of vulnerable
families and providing support to those families through collaborative intraand inter-agency practices. The statements referred explicitly to the
development of a new urban model of ‘maternal and child health’ and a
collaborative approach between the community health and child protection
services to deliver early intervention services to vulnerable families. This
recognition of the role of CFHNs appeared to be supported by the submission
in 2010 by the NT Health Department to the ‘Inquiry into the Child Protection
System in the Northern Territory’. In that submission the NT Health
Department was categorical in its description of the early intervention services
delivered by CFHNs. The challenge, though, for the Child and Family Health
service in Darwin has been to have that operational mandate supported by
adequate funding, increased staffing levels and provision of accessible
professional development for its workforce.

Child and Family Health informants in Phase Three (see Chapter Six)
indicated that there was no funding for targeted services, limited human
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resources through inadequate staff numbers and lack of professional
development opportunities. Also the rhetoric of the NT Health Department’s
submission to the inquiry was not matched in its Strategic and Corporate
Plans. These documents recognised the need for targeted services for
vulnerable families but appeared to place the responsibility for these services
with the non-government sector.

The National Framework for Protecting Australia’s Children 2009 – 2020
acknowledges a public health approach to safeguarding children. Such an
approach
...offers a different approach with a greater emphasis on
assisting families early enough to prevent abuse and neglect
occurring. It seeks to involve other professionals, families
and the wider community – enhancing the variety of systems
that can be used to protect children... (Council Of Australian
Governments, 2009, p. 8).
While this document mentioned the word ‘nurse’ on two occasions only, the
framework incorporated the notion of early intervention by health
professionals, particularly enhanced ‘maternal and child health’ services to
support vulnerable families.

Only one of the documents included in this review had direct input from
CFHNs. That document was a submission by CFHNs at a Community Care
Centre in the NT to the Bamblett et al. Inquiry (2010). While a further
document, NT Health Department’s submission to that inquiry, appeared to
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recognise the role of the CFHN in supporting vulnerable families, it is not
clear if a member of the Child and Family Health service had any input into
its preparation. It would appear, from an NT perspective, there has been
limited consultation with, or input from Child and Family Health nurse
leaders in the development of strategies and policies at a government or
departmental level.

National level – influences and imperatives
The intention of this analysis of policy documents has not been to minimise
or dismiss the Australian Government’s long history of interest in and
attention to child and family health and well-being. The Government’s
recognition, however, of the potential contribution that CFHNs can offer in
supporting vulnerable families and providing guidance and parenting
education has not been articulated fully. For this vulnerable group, the
development of ‘good enough’ parenting that provides a safe and nurturing
environment may protect

children from otherwise

potentially toxic

environments. Unfortunately if policy makers in the Australian Government
look to research as a guide to developing policies relating to family support
and protecting children within the context of their families, it is not surprising
that they are relatively silent on the potential contribution of CFHNs. There
is a dearth of Australian literature that explores this. The Australian Institute
of Family Studies is an Australian Government statutory agency and,
according to its website, its role is to
conduct research and communicate findings that affect family
wellbeing to:
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policy makers;



service providers; and



the broader community (Australian Institute of Family Studies,
2012)

The Australian Institute of Family Studies conducts, encourages and
disseminates research on factors affecting marital and family stability in
Australia. The Institute supports Australian family research, policy and
practice by providing a national information centre, and serves both to
improve public understanding of family life and to advise on policies and
programs to promote family well-being.

The National Child Protection Clearinghouse is a special unit within the
Australian Institute of Family Studies. Most of the senior researchers at the
Institute have background qualifications in psychology, social research,
education and law. Much of the literature relating to supporting parents and
safeguarding

children

produced

by

the

National

Child

Protection

Clearinghouse is also almost silent on the role of CFHNs. A contextually
relevant example of this is the comprehensive Report provided by Tomison
(2004) to inform the NT Health Department of current directions in
protecting children. Tomison (2004) discussed the need for integration of
child protection services with other service providers to enable primary,
secondary and tertiary level services for ‘at risk’ families. Apart from a brief
reference to nurse-led home visitation programs in the USA, a universal
maternal and child health nursing service in Scandinavia and the ‘Infant
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Welfare Sister’ role in Australia, there is little mention of the role that nurses
may have in family support and preventing child abuse and neglect.

Currently the practice of CFHNs globally, particularly the UK Health Visitors,
includes a role in identification of vulnerability and providing support to those
families at risk. There are also examples from some States in Australia of
the contribution that CFHNs make in supporting vulnerable families, for
example Families First and the Families NSW Safe Start Initiative in New
South Wales, Enhanced Maternal and Child Health Service, Victoria and
Pathways to Parenting in South Australia. It would appear, though, that the
Australian and NT Governments’ directions in policies around early
intervention for vulnerable families and protecting children is focused on the
use of ‘family support workers’ within non-government organisations and reorientating child protection services.

In May 2008 the Department of Families, Housing, Community Services and
Indigenous Affairs (FaHCSIA) released a discussion paper: “Australia’s
children: safe and well. A national framework for protecting Australia’s
children” (Department of Families, Housing, Community Services and
Indigenous Affairs 2008). A search for the word ‘nurse’ within this
publication revealed only one mention. That reference was in relation to the
implementation of a strategy to improve Indigenous maternal and child
health which includes nurse-led home visiting. On 30/04/2009 a news item
released by FaHCSIA noted that the framework had been endorsed at its
recent COAG meeting. The publication, “Protecting Children is Everyone’s
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Business. National Framework for Protecting Australia’s Children 2009 –
2020” (Council Of Australian Governments, 2009) acknowledges the need
to move from a reactionary statutory child protection model to one of
strengthening families’ abilities to care for their children through a public
health approach. Again a search for the word ‘nurse’ in this publication
reveals only one reference. By way of contrast, it is interesting to review a
British Government document in pursuit of the same aim, “Working together
to safeguard children. A guide to inter-agency working to safeguard and
promote the welfare of children” (HM Government, 2006). In this document
the word ‘nurse’ can be found 30 times and there is also reference to ‘health
visitor’ 15 times. Nurses across a range of practice settings including
community health, GP practices and schools, along with Health Visitors, are
recognised as having a vital part to play in safeguarding children through
inter-disciplinary working across the health, social welfare and education
sectors.

Priority setting at national level
The Australian Government’s ‘forced’ recognition of the plight of Aboriginal
children in remote Aboriginal communities in the NT is of particular interest
to this thesis. While this thesis has been focused on the well-being of
children and their families in the Darwin region where approximately 23% of
the population is Aboriginal, exploration of the over-arching political climate
of the time is required. The positioning of the Australian Government’s focus
on remote Aboriginal children has been explained in this chapter. The
resultant Northern Territory Emergency Response (NTER), later termed the
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Australian Government Intervention (AGI), was the watermark on the
canvas of imperatives for the NT Government directed by the Australian
Government. It can be argued that this initiative has been a means of
redressing the Australian and NT Government’s past neglect of its
Aboriginal constituents (Langton, 2007). The situation, though, has been an
enforcement by the Australian Government to ensure that its Specific
Purpose Payments concerned with the NTER/AGI were directed entirely to
prescribed Aboriginal communities, that is, those with populations of 100 or
more people (Yu, Duncan, & Gray, 2008). While some Aboriginal
communities in the Darwin region fit this definition, the NTER/AGI at the
time did not include Aborigines living in urban settings in the Darwin region.

CONCLUSION
The analysis of the selected documents has provided the environmental and
political context for the focus of attention by the NT Government and the
health bureaucracy towards children at risk of abuse and neglect. There is
evidence of continuing concern by governments and the health and social
care bureaucracies about the well-being of children. However there is
limited evidence, in the NT context in particular, of recognition of the role of
CFHNs in supporting vulnerable families to provide ‘good enough’
parenting.

In the years 2004 – 2011 there have been multiple changes to the policies
and directions of public services designed to assist families and safeguard
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their children. It was acknowledged in the NT parliament in 2005 that some
families were vulnerable to dysfunction. The Government’s policy position at
that time indicated an extension of the CFHN role to enable early
intervention services for those families and collaborative practices in the
health and social care sectors. Since that time the policies have evolved
with the prime focus of concern for the well-being of children, arguably
warranted, being the needs of remote Aboriginal children. Inquiries into child
protection in the NT have indicated an overburdened sector unable to cope
with the demands of increasing child abuse notifications. Non-government
organisations have been identified as the referral destination for vulnerable
families, although capacity of these organisations to provide the necessary
services is unknown.

It would seem that, from a bureaucratic perspective, the education sector in
the NT is establishing itself as a lead agency in the delivery of a multidisciplinary and multi-agency service to support vulnerable families. While
CFHNs are identified as having a role in these services, that role appears to
have a biomedical orientation. The extent to which CFHNs in this service
environment can be effective in introducing a psychosocial and a parent
education element to their role is uncertain. According to Borthwick and
Galbally:
[h]ealth and other professionals will take on new roles, which
may mean that the role of nurses will increase, or it may
mean that nurses will be moved aside by other groups with
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different training rising from the bottom or pressing from the
sides (2001, p. 76).

Leadership within the Child and Family Health nursing service in the NT,
and elsewhere, is required to raise the profile of CFHNs and make explicit
the skills and qualifications of those nurses. The development of
interdisciplinary partnerships between the professional groups involved in
the structure and operation of the multi-disciplinary ‘one stop shops’ will be
required to influence service delivery and ensure that CFHNs can contribute
to assisting vulnerable families.

The following chapter draws together and synthesises the findings of each
phase of the overall study. The discussion positions Child and Family Health
nursing within the overarching political climate and the policy directions at
Australian and NT Government levels.
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CHAPTER EIGHT

DISCUSSION

CHAPTER EIGHT: DISCUSSION

INTRODUCTION
This chapter draws together the findings of the three phases of the study
described in this thesis. It examines the barriers to effective organisational
change through the lens of hierarchical structures and the overarching drivers
of bureaucratic directions in the NT Government during the period of the
study. The main aim of the study was to inform policies and practices within
the NT public sector health and social care services concerned with the role
of the CFHN supporting parents to provide nurturing, consistent and safe
parenting. It aimed to improve early intervention services to vulnerable
families. The chapter discusses the results within a framework of CFHN role
identity and organisational change.

The study was conducted over a period of continuous and complex political
and bureaucratic changes in the NT. During the six year period of the study,
significant attention was paid to the child protection service due to its
perceived failure. More broadly, changes occurred in the child protection
service due to a renewed interest by the Australian Government in the safety
of children with a particular emphasis on Aboriginal children living in remote
regions. The role of a group of CFHNs in the NT has been examined against
the constructed role of this professional group in other Australian jurisdictions
and internationally in relation to safeguarding children. The findings suggest
that barriers to CFHNs being involved in safeguarding children persist despite
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the implementation of a new model of service delivery in the NT Child and
Family Health service and a range of organisational and legislative changes.

The chapter reviews the issues that instigated the research, that is, the
development of an enhanced role for CFHNs to reduce the extent of child
abuse and neglect in the Darwin region of the NT. Child abuse and neglect is,
arguably, a result of ecological family vulnerabilities (Valentine et al., 2006).
The chapter includes evidence relating to the potential for a poor
developmental trajectory in children who are exposed to less than adequate
parenting, or who have been abused or neglected. An overview of
underpinning socio-economic and psychosocial determinants of the risk of
child abuse and neglect and some preventative strategies are provided.
Consideration of these factors and conditions raises questions about the
ability of child protection services acting in isolation from other ‘helping’
professional services to assist vulnerable families. Statistical information
about the exponential rise in notifications of child abuse and neglect over the
years of this study is used to provide a context to the exploration of the
contribution that CFHNs could offer in reducing this problem. It also highlights
that, despite continued government and bureaucratic attention to the problem
through changes in policy and strategic directions, the situation has
worsened.

Previous research has demonstrated that nurses can be effective in
supporting vulnerable families (see for example Browne, Douglas, HamiltonGiachritsis, & Hegarty, 2006; Egan & Yarwood, 2010; Fraser, Armstrong,
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Morris, & Dadds, 2000), however Smith (2004), in an exploration of the role of
Health Visitors in the UK, considered that leadership was required to effect
change in practice towards a public health approach in assisting vulnerable
families. Rafferty and Traynor (2004), however, made the salient point that
“political leadership” in nursing was required to effect policy change (p. 258).
Browne (1995) acknowledged that specific training was required by Health
Visitors to enable their role in safeguarding children and working in an
interdisciplinary environment towards this aim. He also gave recognition to
the resources needed to work proactively with vulnerable families. The
research evidence surrounding leadership and interdisciplinary practice is
positioned against this study’s findings and framed within the context of
organisational change and role identity.

OVERVIEW OF THE RESEARCH
A three phase approach was used to achieve the aims of the study through
the use of a range of qualitative methods (Morse & Richards, 2002). While
each phase of the study constituted a discrete investigation, the study
progressed through an iterative and sequential path over the six years of a
part-time doctoral candidature. Its purpose was to build understanding and
new insights, act on that new knowledge and critically explore the outcomes.
The focus of the study was the political and organisational context of Child
and Family Health nursing and the ability of CFHNs to work within that
context, in collaboration with other professionals, to reduce the extent of child
abuse.
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Phase One of the study gathered information from nurses about their
understanding and perceptions of their roles in safeguarding children (see
Chapter Four). It deliberately included nurses across a range of public sector
health settings to elicit a diversity of experiences and perceptions, perhaps
contradictory perceptions, from those nurses (Morse, 1994). Practitioners
across all settings, however, seemed to speak with one voice about their
concerns regarding their inability to intervene early in provision of supportive
services for vulnerable families, and to collaborate in this area with other
health and social care services. The findings of Phase One indicated that
nurses had a perception of limited authority, little organisational support, and
expressed concerns over legislative barriers and a sense of working in
isolation. The study revealed that all of the participants, regardless of the
practice setting, shared, albeit to differing extents, the same concerns about
the barriers from an organisational, institutional and legislative perspective
that influenced their abilities to safeguard children.

Phase Two of the study was conducted with the aim of attempting to
contribute to organisational change through developing services that built on
the enablers that supported nurses (particularly CFHNs) to safeguard
children. It also aimed to support the removal of barriers, including a lack of
interdisciplinary practices and sharing of health information that inhibited
effective service delivery to meet the needs of vulnerable families. Chapter
Five described the action research phase, the challenges presented and the
inability of the action research group to move beyond a ‘single loop’ (Argyris &
Schon, 1996) approach in the development of those services.
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Phase Three followed the largely unsuccessful action research phase. This
further qualitative phase was conducted to revisit the research questions,
particularly the perceived role of CFHNs in relation to safeguarding children
and the enablers and inhibitors of interdisciplinary practice within health and
social care services. Interviews were conducted to critically explore with Child
and Family Health and child protection leaders/experts their perceptions of
the role of CFHNs in safeguarding children. The interviews also explored the
leaders’ perceptions about the ability to develop interdisciplinary practices
between health and social care services within NT public sector services. This
case study was undertaken following a range of organisational changes within
the health and social care bureaucracy and changing policy directions at the
Australian and NT Government levels. Regardless of these changes, the
findings of this case study reflected similar barriers to those uncovered in
Phase One that still affected nurses’ ability to safeguard children and assist
vulnerable families.

Supplementary data in the form of government and bureaucratic documents
were collected to analyse the political drivers of policy development and to
contextualise the data from interviews undertaken. The documentary analysis
provided context to the reality of the working worlds of Child and Family
Health and child protection workers. Analysis of the purposeful selection of
documents included the extent to which the role of the CFHN in providing
early intervention for vulnerable families was recognised at the strategic level.
The analysis also examined the implicit and/or explicit consideration of the
benefits of interdisciplinary collaboration between the health and social care
sectors.
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The Child Development Trajectory
This study was based on the assumption that the experiences of infants and
young children are vital to their long term future and, by consequence, the
future of the nation (Vimpani, 2004). The parenting experience can be
adversely affected in an environment of increasing social changes towards
individualism, widening of the socio-economic gradient (Li et al., 2008) and
social exclusion or marginalisation (Morris & Barnes, 2008).

The Harvard University Center on the Developing Child (Center on the
Developing Child at Harvard University, 2007) outlined advances in
neuroscience which have identified the process of childhood development,
including socio-emotional development. The scientists at this institution
described the architecture of the brain and the rapid development of the brain
circuitry in the first few years of life. They described the effect of continued
stressful situations in the absence of appropriate caregiver support and
attachment – ‘toxic stress’ – leading to elevated stress hormones and other
brain chemicals which interrupt normal brain development (see also Scott,
Arney, & Vimpani, 2010). Even low to moderate levels of repeated episodes
of maltreatment that do not reach the threshold for the substantiation of a
child protection notification can cause ‘toxic stress’ (Bromfield et al., 2007).
‘Toxic stress’ can result in intellectual, emotional and physiological
impairments even through to adulthood (Silburn, Nutton et al., 2011)
...when

the

environment

is

impoverished,

neglectful,

unpredictable or abusive, the brain‘s architecture does not

Chapter Eight: Discussion

290

form as expected, which can have long-term effects such as
impairments in learning, behaviour and health (p. 5).

Ecological Framework
Family environments such as that described by Silburn, Nutton et al. (2011)
can be found across urban, rural and remote regions of Australia. In the NT
this is particularly so in remote Aboriginal communities (see for example
Hunter, 2007). This thesis is concerned with the Darwin region where there
are also Aboriginal communities that face similar levels of disadvantage and
dysfunction. The ecological conditions leading to environments that are not
conducive to raising healthy, well-adjusted children exist in mainstream
society in Darwin as well as remote Australia and require consideration.

Issues relating to the socio-ecological factors that impact on the health and
well-being of children have been considered by the Australian Government for
the past thirty years, however policies to address these issues have been
inconsistent (Leggat, 2004). Low parental socio-economic status, low
educational attainment, lack of support, domestic violence, mental health
issues and substance abuse are among the factors that predispose to child
abuse and neglect (Dawe et al., 2008; Gonzalez & MacMillan 2008; Li et al.,
2008). According to Scott (2006), recognising the ecological underpinning of
much of child abuse and neglect requires “a whole of government perspective
which transcends health, education and child welfare service and draws in
sectors such as housing and employment services” (p. 14).
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The participants in Phase One, Reference Group members in Phase Two and
the informants in Phase Three recognised complex issues relating to adverse
ecological factors that some families face. While the front-line nurses in
Phase One understood the potential for less than adequate parenting where
these circumstances were present, they appeared to have concerns about the
outcome of making a notification to child protection services on the basis of
that knowledge. There was a view that resourcing in the child protection area
was very limited and therefore concerns of this nature would not be
investigated and families would not be supported.

The participants generally felt that there was little they could offer families
because of their own limited resources and that “following up these people is
probably the tight bit...I think our resources say we refer on quite intensive,
complex cases”. They were not, however, able to articulate what services
might already exist to meet the needs of “complex cases”. The apparent lack
of appropriate referral destinations for families with complex needs was also
raised by the Child and Family Health service representative on the
Reference Group in the action research phase reported in Chapter Six. This
member expressed concerns that assessing a family’s needs may ‘open a
can of worms’: “what are we going to do with the results?” (Field Notes
22/10/2006). This caution appears paradoxical to the draft vision statement
about the new model of Child and Family Health service implemented in 2008
(Appendix Seven). The statement asserted that 10% of families would have
vulnerabilities and that the service was designed to assist those families.
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Informants from both child protection and Child and Family Health in Phase
Three held similar understandings of ecological issues that potentially may
impact on parent-child relationships, attachment and the provision of a safe
environment for children. The focus of the child protection informants
appeared to be one of resignation with no ability to deal with those adverse
conditions. Therefore their focus appeared to be removal of the child or
maintain close surveillance. In contrast the Child and Family Health
informants in this phase appeared to have a family-centred focus towards a
preventative psychosocial support model. At the same time both groups
recognised the limitations on their ability to deal with the underlying issues in
isolation from other services. Most of the informants discussed the
advantages of working collaboratively across services and disciplinary
boundaries but appeared resigned to the current realities of their working
worlds that remained isolated.

Child Abuse Statistics
The purpose of the overall study was to investigate the ability of CFHNs, in
collaboration with others, to reduce the extent of child abuse and neglect in
the NT. For this reason it is useful to outline what was known of the extent of
child abuse and neglect in the NT at the beginning of the study in 2005 and
compare that with the child protection data available five years later.
Recognition is given to the changed circumstances over that period of time
that may have increased reporting of child abuse and neglect. Therefore an
increase in reports may be related to better ascertainment, rather than a true
increase. The figures in Table 6 (p. 295) suggest this is highly likely. For
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example, the Northern Territory Emergency Response (NTER) initiated by the
Australian Government in 2006 combined strategies of increased policing in
remote Aboriginal communities and child health checks for all Aboriginal
children in the NT. Further to this, in 2009 legislation was introduced to
mandate reporting by all citizens in the NT jurisdiction of domestic/family
violence where children are present. Child abuse and neglect had become a
priority agenda item in political and media circles and this inevitably would
have raised public awareness and sensitivity to the issues.

Each state and territory in Australia provides yearly reports to the Australian
Institute of Health and Welfare (AIHW) about the number of child abuse
notifications, the number of those notifications substantiated, the number of
children on protection orders and the number of children in foster care. For
the purposes of this study, attention is paid to the number of notifications and
the percentage of those that are not substantiated. The AIHW statistics
differentiate between Aboriginal and non-Aboriginal status. They do not
provide data that identifies the suburb or town where the children reside so it
is not possible to identify how many children counted in the NT yearly
statistics reside in urban or remote communities. Considering the fact that
Aboriginal children in the NT are, at the time of writing, almost seven times
more likely to be the subject of a notification of child abuse, an assumption
can be made, cautiously however, that the number of children subject to
notifications in the greater Darwin region is significant.
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Table 1: Number of notifications, by state and territory, 2004–05 and 2009-2010

Year

NSW(a) Vic

2004–05

133,636 37,523 40,829 3,206

Qld

WA

SA

Tas

2009–10

156,465 48,369 21,885 12,160 20,298 9,895

ACT

NT

Total

2,101

252,831

10,780 6,585

286,437

17,473 10,788 7,275

Table 2: Number of substantiations, by state and territory 2004–05 and 2009-2010

Year

NSW(a) Vic

Qld

2004–05

15,493 7,398

2009–10

26,248 6,603

WA

SA

Tas

ACT

NT

Total

17,307 1,104

2,384

782

1,213

473

46,154

6,962

1,815

963

741

1,243

46,187

1,652

Table 7: Child Abuse Statistics - Compiled from statistics published in AIHW
(AIHW, 2006, 2011)

The Table above suggests that, in the NT, 78% of notifications of children
suspected to have been abused or at risk of being abused were not
substantiated in 2004-2005, while approximately 81% of notifications of
children suspected to have been abused or at risk of being abused were not
substantiated in 2009-2010. These raw figures, however, do not indicate how
many children had been the subject of multiple notifications therefore the
percentage of individual children whose notification(s) was not substantiated
is likely to be considerably less. According to the AIHW (2011) the overall
(across all jurisdictions) rate of substantiations was 35% for the 2009-2010
year. The remaining 65% of children and their families whose notifications
were not substantiated may need assistance and support, but the likelihood is
that they ‘slip through the net’ for a period until, perhaps, a re-notification
(Scott, 2006). The AIHW (2011) statistics indicate that Aboriginal children are
approximately 6.7 times more likely to be the subject of a child protection
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notification than non-Aboriginal children. Of all notifications in the NT in the
2009–2010 year, in excess of 70% were for neglect and emotional abuse.

Higgins and Katz (2008) acknowledge that there are often multiple
notifications for each child who comes to the attention of child protection
services. They posit that there are insufficient support services for the families
of children whose notifications are not substantiated. It could be argued that,
by taking an ecological approach and providing supportive services to
vulnerable families, the conditions that have led to the seemingly less than
‘good enough’ parenting that resulted in the notification are likely to be
ameliorated (Scott et al., 2010).

Impacts on the NT Child Protection Service 2005 - 2011
There has been a sustained crisis in the NT child protection service since this
study began. The most recent inquiry into the child protection system found
that child protection workers were working in isolation in a siloed bureaucratic
structure within an organisational culture of secrecy (Bamblett et al., 2010).
This Inquiry confirmed the system to be “in crisis” and made 147
recommendations for changes and improvements to the system. Of salience
to this thesis was a recommendation for the provision of interdisciplinary
education and training as a means of improving the ability of health and social
care workers to collaborate more effectively. There was, however, only limited
reference to the role of CFHNs and no explicit recommendation for the actual
development of interdisciplinary practices across the health and social care
public sector services. There was no evidence that the Inquiry considered
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recommendations from the previous inquiry (Wild & Anderson, 2007), one of
which acknowledged the service that CFHNs could offer to Aboriginal children
in urban areas (see Chapter Seven).

It has been argued that child protection systems are reactionary and “have
followed an evolutionary progression along a path constructed and
reconstructed from inquiry report recommendations” (Higgins & Katz, 2008, p.
46 – 47). Scott (2006) stated that the lack of research in child protection
services (in Australia) has “left the field of child protection very vulnerable to
politically driven and media influenced policy shifts” (p. 14). The results of this
study support Scott’s view.

Where Is The Safety Net?
The child abuse statistics identify large numbers of children and families who
become known to child protection services but whose issues are not
substantiated and therefore are unlikely to receive services from child
protection workers (Scott, 2006). Bamblett et al. (2010) noted in their report
that the Australian Government planned to fund a number of Integrated Child
and Family Centres, one of which is to be in the Darwin region. These
Centres are proposed to provide early intervention for vulnerable families and
incorporate a range of health and social care services as a ‘one-stop shop’.
The Centres would be under the governance of the NT Department of
Education and Training. In a description of the services that would be
available, Bamblett et al. identified a narrow biomedical role for CFHNs (2010,
p. 454). Broader psychosocial and parenting issues are to be addressed by,
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as yet unnamed, workers likely to be generic ‘family support workers’. In other
Australian jurisdictions, however, CFHNs have been described as having a
psychosocial role (see for example Scott et al., 2010; Vimpani, 2000, 2004).

The recommendations in the Bamblett et al. (2010) report concerning early
intervention focused heavily on the engagement of non-government
organisations (NGO) in the delivery of those services. The focus on the use of
NGOs to provide supportive services to vulnerable families is consistent with
national

programs delivered

through

specific funding

to

community

organisations by FaHCSIA (Department of Families Housing Community
Services

and

Indigenous

Affairs,

2011).

Participants/co-

researchers/informants in this study, however, did not identify any NGOs in
the Darwin region as a referral destination for vulnerable families.

Cross-Agency Collaboration and Sharing Information
Generally the informants in Phase Three were of the view that more
collaboration across agencies would be beneficial to those families with a
multitude of complex problems. Most, however, focused on accessing
information and the processes that hindered or enabled the gathering of
information rather than discuss the potential benefits of cross-agency
professional involvement in actively supporting families.

Sharing of information, per se, does not necessarily equate to improved
communication and effective service delivery, particularly when that
information is shared by accessing electronic databases. In Phase Three of
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this study Child and Family Health and child protection informants were
critical of the inability of services to access other services’ information
recorded in the electronic client record. Munro (2005), however, was critical of
the use of IT systems in the UK as a means of sharing information about
children and their families. She drew a distinction between ‘accessing’ and
‘assessing’ information and placed sharing information within effective
communication, that is, person-to-person interaction. Each phase of this study
has identified problems surrounding adequate and effective communication
and interaction between Child and Family Health and social care services.
The results in each phase of the study have indicated a professional
disjuncture between the health and social care professional groups, as well
as a lack of understanding about the roles and expertise of the members of
those professional groups.

Preventative Strategies to Reduce Child Abuse and Neglect
There is credible research evidence and expert opinion that supports the
need for integration across a range of health, education and social support
services to support parents who are increasingly facing difficulties in rearing
their children (see for example Silburn, Nutton et al., 2011; Vimpani, 2004).
Vimpani (2004), for example, writing about Australian circumstances, placed
emphasis on the changing role of CFHNs from one of biomedically orientated
service provision focusing on nutrition and immunisation to the provision of
parenting support within a strengths-based partnership model.
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In Phase One of the study, participants, particularly the CFHNs, were
concerned about the limited financial and human resources in their service
claiming the focus of the service was predominantly immunisations. Following
that phase of the study a new model of Child and Family Health service was
implemented. The aim of this new model was to provide a partnership
approach that identifies vulnerable families and offers supportive services to
them. It would seem, however, from the interviews in Phase Three, that the
new model of the Child and Family Health service was implemented with no
change to the budget or staff numbers (see Chapter Seven).

A number of researchers and experts in child abuse and neglect have
identified the need for an integration of services particularly across the health,
social care and education sectors to provide prevention services (see for
example O’Donnell et al., 2008; Scott, 2006). Child and Family Health nurses
have the professional preparation and experience to provide services for
vulnerable families within an integrated service model. It would seem,
however, from results of each phase of this study that the role of CFHNs in
Darwin is limited by the lack of professional development and leadership as
well as inadequate financial and human resources.

Family Psychosocial Assessment
Of importance to the concept of supporting vulnerable families is the actual
identification of those families. This was recognised as a ‘problem issue’ by
the Reference Group and seen as amenable to a participatory action
research (PAR) approach to developing an evidence-informed family
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psychosocial assessment tool (see Chapter Five). Ultimately, however, an
assessment tool was developed by the Community Health Quality Unit with
limited consultation among front-line CFHNs and no consultation with child
protection workers (Field Notes 04/10/2008).

The development of an assessment tool could be considered the beginning
action towards identifying vulnerable families who may require supportive and
preventative services. During the meeting that I attended as an observer in
Phase Two some CFHNs indicated that the basic tool that had been in use for
many years was suitable. There was, however, broad agreement that
outcomes of those assessments were not recorded adequately in the
electronic client record. In addition to this it was not possible to clearly or
readily identify which families were vulnerable (Field notes 17/10/2007). While
a new family psychosocial tool to assess vulnerability had been implemented,
there was no change in the method of documenting assessment results. From
a program perspective, therefore, ascertaining which families are vulnerable
according to psychosocial assessment remains difficult (A. Agostini, personal
communication April 2011). The continued inability, through inappropriate
documentation methods, to ‘flag’ those client families who may be vulnerable
has a potential two fold disadvantage: one is that this may cause those
families to ‘slip through the net’ and the second is that the Child and Family
Health service has no way of knowing how many families are vulnerable to
adverse ecological conditions.
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POLITICAL POLICY AGENDA AND IDEOLOGICAL DRIVERS
The relative power of nursing, in policy terms, has always
been in inverse proportion to its size as an occupational
group... (Hewison, 1999, p. 1382).

While the Australian Government does not have the legislative power to act
on and implement policy frameworks in states and territories, it seeks their
support to progress with policy changes through the Council of Australian
Governments (COAG) meetings. In July 2009 a collaborative strategy
between the state/territory and Federal Governments was unveiled. This
strategy contains thirteen dot points outlining the broad reform initiatives to
meet this vision (Council of Australian Governments, 2009, p. 5). Two of
those dot points are specific to the health needs of Aboriginal children and
one refers to chronic childhood diseases. A further point surrounds the
bringing together of eight Commonwealth programs for children, families and
parenting with the development of the non-government National Family
Support Program. Other initiatives refer to reducing violence against women
and children, reducing homelessness and improving disability services. Child
and Family Health nursing services are not explicitly referred to as a standalone initiative. The document, however, considers ‘maternal and child health’
services to be an area of need but separates parenting support from the
services provided by these professionals. It recognises the following needs
for families to ensure the well-being of their children:
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a combination of quality maternal, child and family health,
early childhood education and care, and parent support
services (Council of Australian Governments, 2009, p. 8).

Of particular salience to this thesis, there is an explicit listing of five separate
initiatives relating to early childhood education and child care in the strategy.
According to Silburn, Nutton et al. (2011), quality early childhood education
and quality childcare are identified as optimising child development. But how
early is early? It is not clear where the role of the CFHN fits in this
paradigmatic shift in identification of appropriate services designed to support
early childhood development, parenting and attachment. Prenatal and
postnatal care and infant well-being need to be prioritised and supported to
create a physiological as well as a social and emotional platform for
development.

In a presentation at the Making It Happen Symposium hosted by the Menzies
School of Health Research, Ah Chee and Boffa (2011) described the
implementation by Central Australian Aboriginal Congress of the Abecedarian
approach to early childhood care. This particular approach, also supported by
researchers at the Menzies School of Health Science (Robinson, Silburn, &
Arney, 2011), involves long day care for children from 6 months of age to 5
years of age with the intention of ensuring age appropriate stimulation and
education (Barnett & Belfield, 2006). The Abecedarian approach commenced
in the USA in 1972 and has been reported to be a cost effective, although
expensive, early intervention strategy for averting developmental retardation
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in children living in low income households. According to Barnett and Belfield
the program is staffed by highly qualified early childhood teachers and
teacher aides and the infants and children attend the centre for up to ten
hours a day, five days a week and for fifty weeks a year.

The Australian Government has committed to funding Integrated Child and
Family Centres in the NT across twenty regions, one of which will be in the
Darwin region. The clientele for these Centres includes children pre-birth – 8
years and their families. These centres will be governed and managed by the
NT Department of Education and Training and employ professionals across a
range of disciplines including CFHNs. The role of the CFHN identified in the
Bamblett et al. Inquiry (2010) in reference to these Centres, however,
appears to be limited to biomedically orientated interests while ‘support
workers’ without defined skills and knowledge are responsible for all other
services provided by these centres.

While many of the aspects of this proposed service are currently within the
purview of the role of the suitably educated and qualified CFHN, “maternal
and child health” has been listed as a discrete element, indicating other
services will be provided by separate professional or paraprofessional
workers. Results from this study identify a lack of understanding and
knowledge by child protection leaders of the role and areas of expertise of
CFHNs. It also appears that NT policy makers and bureaucrats have limited
understanding of the breadth of the CFHN role.
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Defining the role of the CFHN within a narrow biomedical perspective has
been articulated elsewhere in government documents and strategic
directions. In government publications, ‘maternal and child health’ has
frequently been identified as a service separate from other early childhood
services. In a publication of a Council of Australian Government’s (COAG)
strategy for early childhood, the service provision to assist, in particular,
vulnerable families is described as “universal, targeted and intensive services
across maternal, child and family health, early childhood education and care
and family support” (Council of Australian Governments, 2009 p. 18). A
further example is the Integrated Children’s Centre model coordinated by the
Victorian Department of Education and Early Childhood Development (2006).
This model identifies five separate services of which Maternal and Child
Health (a universal service) is one. The others are listed as Early Childhood
Intervention Services, Family Services, a range of programs that support
children, parents, families and the community, and finally, kindergarten
integrated with long day care. However the Victorian Government also
implemented an Enhanced Maternal and Child Health service for vulnerable
families. These CFHNs provide direct extended family support services as
well as linking those families with other supportive services depending on
need.

A critical analysis of the documents in Chapter Seven confirmed the limited
acknowledgement of the role of CFHNs across agencies and professional
disciplines within the NT. Strategic and Corporate Plans published by the NT
Health Department and Department of Children and Families outline the need
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for targeted services for vulnerable families but, generally, have placed the
responsibility for these services in the non-government sector.

It has been noted that an ecological approach to the prevention of child abuse
and neglect and assistance to vulnerable families demands a framework that
is capable of delivering a broad range of health, education and social care
services (O’Donnell et al. 2008). The range of psychosocial and economic
disadvantage faced by many families in Australia cannot be addressed by
one service. A mix of government and non-government services is required,
however it is unclear where CFHNs, in the NT in particular, are positioned in
the mix, what role they are expected to fulfil and to what extent they will be
recognised as legitimate partners in this endeavour.

Analysis of interviews and documentary analysis appears to indicate that
CFHNs in the NT do not rate highly in the mix. Child protection leaders
interviewed in the third phase were clear about a biomedical role for CFHNs
assessing growth and development and immunising children. However, they
had little understanding of a broader psychosocial role for this professional
group. The Child and Family Health experts interviewed in Phase Three were
clear about the ability of CFHNs exercising an enhanced role in safeguarding
children and supporting vulnerable families. They appeared to have
reservations, though, about departmental support for this enhanced role from
a resourcing perspective and also an apparent inability to develop processes
for collaboration across disciplinary groups.
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The NT Department of Education and Training commissioned the Menzies
School of Health Research to undertake an investigation into the health and
well-being of children in the NT and propose mechanisms to address any
needs uncovered (Silburn, Nutton, et al., 2011). This report, not surprisingly,
was heavily influenced by the needs of Aboriginal families and children. There
was mention of the health and nutrition needs of pregnant women and
children and the value of a primary health care approach to these needs.
There was also discussion of the evidence that supported home visiting by
suitably trained and qualified professionals for young first time mothers who
were socially isolated. The report was concerned largely with early brain
development and the benefits of early education and childcare. In a
discussion of the developmental processes of particular brain functions and
the ‘use it or lose it’ theory the authors asserted that:
by the first year, the parts of the brain that recognise the
difference between different vocal sounds are becoming
specialised to the language(s) the baby hears in its family of
child-rearing. At the same time it is beginning to lose the
ability to recognise important sound distinctions that occur in
other languages (Silburn, Nutton, et al., 2011, p. 6).

This would seem to provide their rationale for early childhood care outside of
the family home so that babies do not ‘lose’ the ability to recognise other
languages. Results of the Australian Early Development Index (AEDI) which
assesses the developmental status of children on school entry and the Year 3
NAPLAN results were provided in this report and indicated the relative
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vulnerability of Aboriginal children in the NT. This led to the following
recommendation about early childhood education and care:
...current reform initiatives to ‘close the gap‘ in the
educational outcomes of Indigenous children should include
a greater focus on what can be done to strengthen the
capacity of families, communities, child care and early
learning

settings

to

better

support

children‘s

early

development and their readiness for school learning (Silburn,
Nutton, et al., 2011, p. 13).

It cannot be denied that ‘readiness for school learning’ is essential to the
successful progression through the early years of schooling. It could be
argued, though, that an antecedent to this is the bonding between parents
and baby within a nurturing and safe environment. The recommendation
above is relatively silent on the primacy of the parents as caregivers and first
teachers of their children. This position appears at odds with, or fails to
recognise the type of service offered by CFHNs. In the NT the Child and
Family Health service is based on the Family Partnership Model which aims
to assist parents to develop a positive relationship with their children from
infancy. Through this strengths-based model parents are provided the
opportunity to identify issues and work through solutions to their problems
while at the same time developing confidence in the parenting approach
(Keatinge, Fowler, & Briggs, 2008).
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This thesis assumes that CFHNs are best placed to assist parents in their
parenting role and provide supportive interventions where ecological
vulnerabilities or less than adequate parenting are identified. In each phase of
the study there was recognition of the potential for CFHNs to provide
parenting support. Results in each phase, however, indicate a limited
knowledge of the role of the CFHN and an entrenched acceptance of the
status quo regarding the financial and human resourcing of the Child and
Family Health service.

CHILD HEALTH SERVICE IN THE NORTHERN TERRITORY 2005 - 2011
The discussion so far has identified an important biomedical aspect to the
Child and Family Health nursing role. There has been limited explication,
however, within policy development of a broader social/emotional care role
provided by CFHNs.

In the NT, August 2005, shortly after the beginning of this study, the then
Minister for Family and Community Services stated in Parliament that a new
model of Child and Family Health services would be implemented to provide
early intervention services, in collaboration with other services, to vulnerable
families before they reached crisis point (Hansard 25/08/2005). Following this
the Child and Family Health service management initiated a review of the
service, but the model that was developed as a result of the review was not
implemented until three years after the Minister’s statement. However, the
espoused intention of the Government, to ensure service collaboration to
support vulnerable families, did not become a policy direction of its NT Health
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Department. The Child and Family Health service remained as a separate
service with no linkages to other social care services (see Appendix Six).
Phase Three of the study uncovered perceptions from both Child and Family
Health and child protection informants that the NT public sector leaders did
not encourage or provide mechanisms for interdisciplinary collaborative
practices.

This study was undertaken throughout a time of changing worldviews and
emphases regarding the causes, as well as the amelioration, of child abuse
and neglect. Nationally, as in the NT, the reported rates of child abuse and
neglect were escalating (AIHW, 2010). The current Australian Government,
like the previous Government, continues to invest in research into child abuse
and neglect and support national research institutes that focus on children
and families. It published “The National Framework for Protecting Australia’s
Children 2009-2020. Protecting Children is Everyone’s Business” which was
endorsed at the Council of Australian Governments meeting on 30 April 2009.
Of note in this publication, similar to many publications by the AIFS and its
various related Clearinghouses, was a limited reference to nurses.

Although there was scant reference to nurses, it was perceived by Child and
Family Health and child protection informants in Phase Three that some
outcomes expected from this ‘Framework’ could potentially be addressed by
CFHNs. The NT Health Department’s submission to the Bamblett et al.
Inquiry (2010) recognised the role of CFHNs in providing early intervention for
vulnerable families. Results of Phase Three of the study indicate, however,
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that the Child and Family Health service has not been supported to carry out
this role and continues to works in isolation. This perpetuates the situation
identified in Phase One (see Chapter Four) where participants felt
constrained in their role by organisational silos and institutional and legislative
barriers to safeguarding children.

In 2005 the NT Child and Family Health service essentially was framed within
a biomedical approach of paediatric surveillance of infant growth and
development. The maternal care provided was focused on breast feeding,
although attachment and anticipatory guidance were also addressed in
consultations (personal experience). There was, at that time, limited
opportunities for developing supportive relationships with families due to the
‘ad hoc’ nature of the service delivery (see Chapter Four). CFHNs were
rostered daily for ‘tasks’ such as postnatal home visiting or seeing clients who
happened to attend the ‘drop in’ clinics or by appointment. They generally did
not have an opportunity to follow through with the care of particular clients or
build helping partnerships with any clients that they may have haphazardly
come across (personal experience). Child and Family Health informants in
Phase Three remarked that, prior to the implementation of the new model of
the Child and Family Health service in 2008, the service had not been
effective in addressing the needs of ‘hard to reach’ families.

The new model for the Child and Family Health service introduced in 2008
suggested a family-centred approach concerned with the psychosocial
circumstances of the clients as well as child growth and development.
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Assessment of postnatal depression became routine (Department of Health
and Families, 2008). How the outcomes of these family and maternal
assessments are dealt with is uncertain and not explicit in the Clinical
Practice Manual. The Child and Family Health representative on the
Reference Group in Phase Two, although responsible for the implementation
of this practice development, had reservations about the educational
preparation of the CFHNs to undertake this work. This member also
suggested that the aim would be to ‘refer on’ where issues were uncovered,
although questioned whether appropriate referral sources were available.
Interviews with Child and Family Health informants suggested that the CFHNs
were resource poor in both time and opportunities for up-skilling and had
limited ability to work collaboratively with other professional groups.

Role Identity and Scope of Practice
Some researchers have identified CFHNs as being the professional group
suited to supporting vulnerable families (see for example Briggs, 2006),
although Briggs qualified her view with the recognition that further
professional development of these nurses is required. Others also have
recognised that further development of the scope of Child and Family Health
nursing practice is required to “...broaden the paediatric surveillance role of
nurses to encompass parental emotional and social well-being” (O’Donnell et
al., 2008, p. 329).

Phase Three of the study (see Chapter Six) uncovered the limited knowledge
that child protection informants had of the role of CFHNs. A lack of
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understanding of the potential contribution that CFHNs could make to family
support is an obvious barrier to the development of interdisciplinary service
delivery in the NT. “The issues of role clarity and professional identity, as well
as confidence in abilities, are barriers to nursing development and effective
collaboration” (Mackay, 2007, p. 33).

At the same time it is questionable as to whether there is a shared
understanding of client empowerment and partnerships between the health
and social care professionals (Green, Gregory, & Mason, 2006). Perceived
roles of CFHNs and child protection workers were explored in Phase Three.
Most of the child protection informants indicated that the CFHN role was one
of investigation and surveillance, or monitoring, of parenting. They appeared
to perceive parenting support as a major part of the role of unqualified ‘family
support workers’. Child protection informants saw this group of workers as
also undertaking ‘surveillance’ in much the same way as they viewed the
CFHN role with families known to child protection.

Many of the child protection workers have a background in basic social work
knowledge and skills18. Green et al. (2006) investigated the seeming
dichotomy between ‘professional objectivity’ of social workers delivering an
‘expert’ service and the notion that this field of work is a ‘helping’ service in
building trust and respect as well as equality in partnerships. These authors,
18

While eligibility for membership of the Australian Community Workers’ Association,

Australian Association of Social Workers, Australian Psychological Society or other tertiary
qualifications deemed suitable by the CEO of the child protection service is a requirement for
employment in the NT as a child protection worker, the majority of child protection workers
have a social work background (J. Howard, personal communication, 31/07/2011).
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however, suggested that clients, particularly involuntary clients, perhaps
expect social workers to display authority:
service users uncritically accept the views of the social
worker, both because that is what they believe is expected of
them and because of the inherent power imbalance (Green
et al., 2006, p. 453).

One of the Child and Family Health informants in Phase Three was uncertain
about the ability of CFHNs to provide parenting education. This informant
identified ‘teachers’ as more appropriate professionals. This seems to fit with
the ideological move towards the involvement of the education sector in the
support of vulnerable families through early childhood education and care as
described by Silburn, Nutton et al. (2011).

In an historical overview of early childhood education and care for very young
children, Woodrow and Press (2007) described the early twentieth century
purpose of the Sydney Day Nursery Association which was “to preserve
family life, to educate mothers in child health and to save babies from death
and from becoming state wards” (p. 314). By the 1930s the Australian
Government provided funding to all states to establish day nurseries to
protect the health of infants and young children and educate mothers about
child rearing. These were impoverished times and, according to Woodrow
and Press, “middle class” concerns about the future well-being of children
from poor households supported this development. The main purpose
appeared to be ‘surveillance’ of the growth and development of the children
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and the mothers’ compliance with instructions given by staff. Child mortality
was thought to be due to maternal ignorance (Wilson, 2003). At that time
nurses were involved as the lead professional in early childhood care
although their role, like the Infant Welfare nurse of the times was biomedically
focused. Mein Smith (2002) described the social and political imperatives of
the 1920s to preserving the lives of infants, in particular ‘white’ infants,
following the catastrophic loss of life of Australian men in the Great War.

Historically the role of nurses involved with children and their families has
been viewed within the biomedical model and CFHNs themselves have had
difficulty in moving from this orientation (Keleher, 2000; Kruske et al., 2006;
Wilson, 2003). While a framework for CFHN practice across Australia has
purportedly moved from

the traditional surveillance

of

growth

and

development towards a psychosocial model, Briggs (2006) suggested that not
all community CFHNs practice in this framework. Given the health priorities of
Aboriginal children, biophysical needs must remain an important aspect of the
Child and Family Health service, but this does not exclude family
psychosocial care.

Nurses themselves may be unsure of their role identity, particularly in
changing times, giving rise to difficulties in adopting innovative practices and
enabling collaboration with other professionals (Mackay, 2007). If a role
reflects the cultural value placed on it as Lynch (2007) suggests, then nurses
may well accept their role as the caring subordinate handmaiden depicted in
films and the media until recent times. Unlike hospital-based nurses,
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community-based CFHNs in NT urban areas are not subjugated to doctors’
authority, however they have not developed an authority or sense of purpose
nor leadership qualities that expresses this. The results from Phase One of
this study supported the views of Mackay and Lynch. Participating nurses
considered Social Workers to have a higher status than the nurses
themselves. Walker and Holmes (2008) reviewed a sample of nurse
educational texts in use up to the latter part of the 20th century. These authors
commented that nurse education provided a “powerful cultural climate which
… perpetuated rather than overcame the subjugation of nurses to other
health professionals” (p. 107).

The understanding of the CFHN role by other professional groups is also
important. Nurses in general are viewed as a ‘caring’ profession (Huynh,
Alderson, & Thompson, 2008) oriented to person-centred care and framed
within the ‘expert’ model. At the first Reference Group meeting in Phase Two
of the study (see Chapter Five) executives and senior managers expressed
an awareness of the limited understanding of the roles and responsibilities of
CFHNs among other professional groups. This lack of awareness of a
CFHN’s role beyond a biomedical orientation was also demonstrated by the
responses of child protection informants interviewed in Phase Three.

Human and Financial Resources
Both the child protection and Child and Family Health informants interviewed
in Phase Three made many comments about the difficulties of working in an
environment of limited staff numbers and financial resources. According to a
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Child and Family Health informant interviewed in Phase Three, there is
evidence of increasing population in Darwin, particularly its Aboriginal
population, but the Child and Family Health service has not been expanded in
a parallel fashion to meet the needs of increased numbers of families. This
informant described the poor staffing levels in the Child and Family Health
service and the impact that this has for nurses on continuing contacts with
their clients. At the same time the NT Government continues to increase
spending in the child protection area (McCarthy, 2012).

Professional Development
Undergraduate nursing education has been traditionally based within a
biomedical model with an orientation to developing competencies to work in
an acute care setting (Keleher, 2000). Gaining an understanding of
psychosocial impacts on well-being was not considered an essential element
of nursing education (Morse, Durkin, Buist, & Milgrom, 2004). It was not until
the 1980s that community nursing adopted a framework of primary health
care as a practice orientation (Kruske et al., 2006). In the NT, Family
Partnerships training was offered to all CFHNs in 2008 for the first time. While
most existing staff at that time undertook this training, according to a Child
and Family Health informant interviewed in Phase Three, there has been no
opportunity for staff employed after that time to access this training in the NT
due to lack of financial resources within the Community Health branch. This
informant also noted that there had been no interest shown by the NT Health
Department’s staff training and development division in facilitating this
training. According to Olds (2006) a key ingredient of a successful application
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of the Nurse-Family Partnerships model is ensuring that nurses are well
trained in the application of the model.

Interdisciplinary Practice
...case consultation with statutory child protection services
could help determine the threshold for statutory intervention
and satisfy mandatory reporting requirements (Scott, 2006,
p. 14).

The notion of interdisciplinary practice has been heralded as an effective
approach to providing holistic care and assistance to vulnerable families and
is a policy priority in the UK (White & Featherstone, 2005). Recognition of the
need for this approach to practice has also been reported in the Australian
context (Higgins & Katz, 2008). Informants in Phase Three appeared to have
differing understandings of interdisciplinary practice. The child protection
informants generally viewed ‘working collaboratively’ as being able to easily
obtain information from CFHNs providing a surveillance role. One of those
informants predicted changes to the Care and Protection of Children Act
(2008) to mandate a whole-of-government approach to safeguarding children.
This informant, however, seemed more focused on the gathering of
information from agencies rather than a paradigm shift to inter- or transdisciplinary practice. The Child and Family Health informants in this study
appeared to have a clearer understanding of the concept of interdisciplinary
practice but were pessimistic about changes towards such a model because
of the inability to share information across agency boundaries and a
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perception that the bureaucracy does not have the “mindset” to progress
towards policies that would facilitate cross-agency working (see Chapter Six).

The integration of services through a ‘one-stop shop’ approach as proposed
in the Commonwealth funded Integrated Child and Family Centres may not
necessarily achieve the goal of interdisciplinary practice. According to White
and Featherstone (2005) co-location of services per se does not address the
underlying issues of achieving inter-professional communication, changing
ritualised organisational practices of the groups involved and understanding
across service boundaries of the professional cultures involved. One of the
Child and Family Health informants in Phase Three discussed the co-location
of child protection and Child and Family Health services in Darwin in the
1990s. The experience of this informant, however, was that locating services
within the one building did not appear to positively affect interdisciplinary
approaches to service delivery because the services worked within different
paradigms.

Invisibility and Marginalisation
It appears CFHNs are working in a bubble separate from, and not recognised
by other professionals in the field of psychosocial care. Results of Phase One
and Phase Three interviews suggest that nurses perceive there is little
recognition of their role in supporting families. In Phase Two the Reference
Group meeting minutes indicate that the Child and Family Health service
representative was reticent to apprise the other Group members of Child and
Family Health policy and practice directions (see Chapter Five). This lack of
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openness, while due to the ‘draft’ nature of the policy directions, would not
engender a reciprocal sharing of information about the directions of other
program areas.

Gaining knowledge of the ideology underpinning policy development is a
major requirement if nurses are to maintain a place within political and
bureaucratic consciousness (Newby, Wallace, & Wareing, 2005). The
outcome of not being aware of the political context of their work carries the
risk of a narrowing of their responsibilities along with a downgrading of skills.
In an investigation of the impact of the restructuring of the Victorian maternal
and child health service in the late 1990s, Reiger and Keleher (2004) found
that the changes brought with them in some circumstances “demarcation
problems”:
…social workers were running mothers’ groups and
counselling

sessions,

general

practitioners

offered

immunisation and health checks and childcare workers gave
advice to parents, all of which dispersed the traditional role
of MCH nurses (p. 60).

Andrews (2006) described the role of Norwegian child health nurses (named
Public Health nurses in that country) as similar to that of CFHNs in Australia.
Clancy (2007) undertook a study of Norwegian public health nurses’
perceptions of their role following a time of change through new legislation
and policies to the context and organisation of their work. She found that
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these nurses had lost some ‘tasks’, authority and leadership as a result of the
changes and their visibility as health professionals was diminished. Much like
the CFHNs in the NT they were ‘invisible’ in official government documents
relating to public health. These conditions, according to Clancy, can open the
door to new professional groups to adopt some of the services previously
delivered by CFHNs:
A profession that is unassuming, not visible and fights
silent battles may have problems being heard when it tries
to promote issues concerning family health (Clancy, 2007,
p. 201).

This ‘silent battle’ is relevant to the findings of Phase One and Phase Three
which indicated that nurses generally perceived their assessments of family
needs are not recognised by other professionals, particularly child protection
workers. The documentary analysis in Chapter Seven indicated that
governments and bureaucratic policy makers rarely mention CFHNs as a
professional group with the remit to assist vulnerable families through the
provision of parenting support. Most of the documents analysed tended to
outline and confine the role of CFHNs within a biomedical paradigm.

Perhaps this is also true of the public’s perception of the role. The purpose of
Child Health Line, a Queensland initiative that offers a 24 hour telephone
service for parenting support, is not to offer medical advice but Butler, Danby,
Emmison & Thorpe (2009) found through analysis of transcripts from calls to
the Helpline that: “Parents, however, regularly request medical advice on the

Chapter Eight: Discussion

321

assumption that the nurses have the professional authority and institutional
warrant to offer such advice” (p. 819). The authors of this study state that the
term ‘Child Health Line’ could be construed as referring to ‘illness’, a medical
condition, and suggest there is a blurring between health and illness in public
perception.

In the context of the NT, policy makers have a limited view of the role of
CFHNs. More broadly, as a professional group, nurses generally have been
absent in political and policy debates and their contribution to the health care
industry, such as the psychosocial, educational and counselling components
of their work, has been invisible (Conrick, Wright, Radenovic, Hovenga, Cho
& Kashiwagi, 2007). These authors stated that, although nurses represent the
largest professional group in the healthcare system, most governments
appeared unaware of what nurses do and nurses are rarely mentioned in
policy documents. The results of the current study support this finding with
little recognition of the nursing role in either the document analysis or the
interviews with child protection leaders.

NURSING LEADERSHIP
Good leaders go where there is no path and leave a trail.
They embrace the change agent role willingly, understanding
that managing change is the primary role of a leader, and
that good role modelling throughout the change will help
grow their own as well as others’ strengths (McMurray, 2007,
p. 34).
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The essence of leadership is the ability to inspire others and develop shared
meaning across disciplinary boundaries (Hurley & Linsley, 2007). This
transformational leadership enables staff to have confidence in questioning
the status quo and examining their practice. Leadership is inextricably linked
to organisational change. This study assumed the need for a combined topdown and bottom-up approach to planning, investigating and evaluating
actions in the action research phase. Managerial leadership is an integral
component of the contextual conditions that are favourable to action research
within bureaucratic health services. Chapter Five, however, describes the
reluctance of CI group members to challenge the status quo or to accept a
leadership role within this cross disciplinary group. This contributed to the
failure to progress the action research cycles, but given the crisis in the child
protection service and the lack of leadership, even if Reference Group
members had been more proactive, a positive outcome was highly unlikely.

A number of leadership styles have been outlined and critiqued in the
literature.

Solman

(2010)

describes

‘transactional’,

‘situational’

and

‘transformational’ leadership styles as a continuum. The ‘transactional’ style
aligned with notions of reward and punishment is unlikely to be helpful in
change processes. The ‘situational’ leadership style may be useful in
providing an environment in which nurses are able to identify problems or
issues that impact on their ability to achieve improvements in practice.
Findings of Phase Three indicate that the concept of ‘situational’ leadership
may apply to the Child and Family Health informants interviewed in that
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phase. They were quite clear about the constraints on the ability of CFHNs to
exercise an effective role in supporting vulnerable families. They were,
however, unable to articulate the development of conditions required to
exercise that role or how change could occur.

Solman (2010) described the need for nurse managers themselves to
develop ‘transformational’ leadership in order to effect change and contribute
to practice development where nurses identify concerns with a current
situation. This opens a space for critical examination of the problems, and
provides an environment of empowerment. This can initiate practice
improvement and requires high levels of reflexivity in the process. It is
arguable, though, in the NT context, that even with such leadership, change
would have occurred. In a nursing context of implementing best practice
guidelines, Marchionni and Ritchie (2008) concluded that:
[a] supportive culture where learning is valued coupled with
transformational leadership may be key factors in the
implementation and the sustainability of best practice
guidelines (p. 266).

Chapter Five describes the reluctance of the CI group to authorise front-line
CFHNs to engage in action research cycles with child protection workers.
There was an implicit agreement for action research cycles to address the
mutually agreed ‘problem issues’. The lack of authorisation, or the delay in
granting authorisation, may have been due to a lack of confidence in the
ability of these nurses to engage meaningfully in change. The fear of ‘opening
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Pandora’s box’, as described by Coghlan and Brannick (2005), may also have
been relevant to the reluctance to proceed with investigating the ‘problem
issues’. There appeared to be strong, although unspoken, reservations about
the capacity of the Child and Family Health service to operate according to
the draft Vision Statement that accompanied its new model of service
delivery.

A style of leadership equally relevant to discuss in relation to this study is
‘political’ leadership. Within the context of influencing the health policy agenda
in the UK, Rafferty and Traynor (2004) were critical of the British
Government’s health research agenda as detailed in their Department of
Health’s document ‘Making a Difference’. There was scant attention to the
involvement of nursing and midwifery professionals in the research priorities.
‘Political’ leadership within these professional groups is seen as a key
position in driving a change towards a more inclusive research agenda.
These authors identified the following elements of political leadership:


the ability to read the policy environment;



to identify targets for influence; and



to mobilize the resources and champion the case for change
(Rafferty & Traynor, 2004, p. 258).

They concluded that “the political time must be right for policy movement”
(2004, p. 263). It could be argued that the lack of political leadership in Child
and Family Health nursing in the context of this study contributed to the
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inability to progress action research cycles. More importantly, there was an
inability to provide leadership in a time of change.

In the UK the policy direction of ‘Every Child Matters’ places the responsibility
of the welfare of children across all agencies involved with the care of children
and their families. “Strong, strategic and inspirational clinical leadership”
(McDougall, 2008, p. 14) is seen as necessary within nursing in order to
ensure that nurses and Health Visitors contribute to safeguarding vulnerable
children. The issue of nursing leadership within the context of the NT Health
Department was critical to the conduct of this study. This was examined in the
analysis of data in the action research phase of the study and Phase Three
(see Chapters Five, Six and Seven).

According to McMurray (2007) the realities of influencing policy towards a
primary health care approach may be
...quickly extinguished by the reality of work pressures,
subjugation of nursing roles to the dominance of medical
practitioners in some cases, and the seemingly intractable
nature of some of the most pressing problems (p. 32).

In the NT there are no medical practitioners employed in operational areas of
the Child and Family Health service. Nurses in this setting, though, appear to
be subjugated to the system itself and demands of child protection workers
through both an overriding legislative imperative as well as the status of child
protection workers in relation to policy and bureaucracy.
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ORGANISATIONAL CHANGE
This study has highlighted the continued and profound changes within the NT
health and social care public sector agencies throughout the period of the
study. Predominantly these changes have revolved around the failures of the
child protection system. Despite this, some minor changes to Child and
Family

Health

service

delivery

have

occurred

simultaneously.

The

documentary analysis conducted in Phase Three indicates that these
changes may be attributed to developing awareness of national and global
trends in the pursuit of strengthening families’ abilities to provide ‘good
enough’ parenting to their children. Included in this is the growing
neuroscientific evidence that the intrauterine environment and the first few
years of a child’s life are critical to physical, intellectual and socio-emotional
development.

Organisational change requires attention to organisational culture which
includes “changing staff mindsets/mental models” (Higgins & Katz, 2008, p.
47). Changes so far have occurred through ‘top-down’ managerial decisionmaking with little involvement of, and communication with, front-line workers.
Creativity in the public sector is often subdued by the
additional problem of having to respond to wave after wave
of structural changes determined at arm’s length from where
they will be implemented (McMurray, 2007, p. 33).
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The inability of the Child and Family Health Reference Group member to fully
engage with other members of the group in open, honest discussions and
critique of services aimed to assist parents and their children may indicate
that this manager also was “at arm’s length” from the machinations of the
bureaucratic decision making. It is likely that this Reference Group member,
like others in the system, was not empowered to take an active role (see
Chapter Five). In contrast to this is the assumption by Telford, Maddock, Isam
& Kralik (2006) that “[t]he community health environment upholds primary
health care principles that would appear to support change management
activities with an emphasis on participation, partnership and collaboration” (p.
158).

In addition to “shared meaning” as described by Scroggins (2006), van Eyk
and Baum (2002), outlining a project aimed to develop collaboration between
primary and tertiary level publicly funded health agencies, noted that trust and
the management of mistrust are underlying attitudes and behaviours essential
to organisational change. My field notes (22/10/2006) indicate that I perceived
a lack of openness on the part of the Child and Family Health Reference
Group member (see Chapter Five). Managing those feelings required critical
reflexivity as a means of disentangling some of my subjective thoughts as a
way of understanding them within the difficult context of instigating a study
with others, albeit a study authorised by their CEO. Pillow (2003) described
four reflexive strategies which together offer “a form of self-reflexivity as
confession that often yields a catharsis of self-awareness for the researcher,
which provides a cure for the problem of doing representation” (p. 181). There
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appeared to be some resistance by the CI group to progress action research
cycles which I initially viewed as disingenuous. This, however, may well have
been due to self-protective motives within a bureaucracy that did not provide
operational support for the change management process under investigation.

Important aspects of effective and sustainable change is empowerment of
those involved in the change process, ownership of the change mechanisms
and a collective will and desire to change. Where there is disempowerment
and a lack of input into the change process, there is likely to be dissatisfaction
and passive resistance (Balfour & Clarke, 2001, p. 47). Darbyshire (2008)
recommended that nurses ask the question “what’s in it for me?” (p. 3241)
before embarking on a research project. He suggested that a collaborative
participatory team approach where members of the team are valued for their
clinical skills leads to successful outcomes. Participants in Phase One of the
study appeared to have strong views but possibly were resigned to the
organisational and institutional barriers to their professional involvement in
safeguarding children. It has been argued that health professionals are likely
to engage positively in change processes where they have a clear
understanding of the barriers to effective client care and some vision about
the means to implement services that result in improved client outcomes
(Balfour & Clarke, 2000).

Given the expressed dissatisfaction of participants in Phase One, it is not
unreasonable to believe that these nurses would embrace the opportunity, if
authorised by their managers, to be involved in change processes towards
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conditions that supported their ability to safeguard children. It is evident in the
data from each stage of this study that there are barriers to the development
of services that recognise the contribution that nurses could offer to minimise
the extent of child abuse and neglect. Unfortunately, as outlined in Chapter
Five, representatives on the Reference Group, while recognising the barriers
to an effective service to vulnerable families, appeared to be challenged by
the concept of changes to policy and practice towards a collaborative and
interagency approach to safeguarding children. While there was tacit
agreement in principle for front-line nurses to engage as co-researchers in
developing practice changes, explicit authorisation was not forthcoming.
Compounding this was the perceived reluctance by CFHNs themselves in a
process of change. This may have occurred due to lack of information. My
data confirmed that CFHNs had not been fully informed about the possibility
of practice change by their line managers and documents provided to those
line managers had not been distributed to their staff as agreed.

Shanley (2007) undertook a literature review of change management within
the discipline of organisational studies to provide theoretical information for
nurse managers involved in change processes. The following themes
emerged from this critique of the literature:
 The issue of power: whose agendas are being served, and
how openly?
 The role of political behaviour in the management of change.
 The process of change: to what extent can it be planned and
controlled?
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 The direction of change: top-down, bottom-up or sideways?
 The role of emotions: unfortunate collateral damage or an
issue of fundamental importance?
 Prescriptive and analytical approaches to managing change:
gurus with the right answers or right questions?
 Relating theory to practice of managing change (Shanley,
2007, p. 539).

Shanley argued for the benefits of an ‘emergent’ approach to change rather
than a ‘planned’ approach. The ‘emergent’ approach allows for “challeng[ing]
the taken-for-granted aspects of the planned approach and...a more thorough
and open approach to planning” (2007, p. 541). Of interest to the
methodological approach employed in this study is Shanley’s support of a
combination

of

a

‘top-down’

and

‘bottom-up’

approach

to

change

management. Callaly and Arya (2005) in their investigation of change
management in mental health services shared the same view:
Those who want to introduce change need ... to ensure that
a sufficient number of staff are ready for change,
communicate objectives clearly, honestly and repeatedly,
and include those who are expected to implement change in
its planning and execution (p. 122).

The proposed inclusion of front-line staff members, particularly CFHNs, in an
action research approach to service development was described in Chapter
Five. This failed for complex reasons. On the surface it could be argued that
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this occurred due to the reluctance of the CI group to authorise action
research cycles by front-line staff and, also, the reluctance of those front-line
staff to volunteer to become co-researchers. But perhaps, from a bureaucratic
perspective, ‘reluctance’ is not an accurate definition of the reason for the
inability to engage in action research cycles. Lea (2002), in her ethnographic
study of the NT Health Department (then called Territory Health Services),
found “the endless repetition of the performance requirements of policy work
is better characterised as dynamic inertia” (p. 75).

Single Loop and Double Loop Learning
...change efforts that reject current paradigms or question
fundamental assumptions—also known as double loop
learning. Change can also be viewed as incremental, working
within a current organizational paradigm. The latter is
suggestive

of

single

loop

learning

occurring

in

the

organization (Gilley, Dixon, & Gilley, 2008, p. 154).

Change through single-loop learning may address some discrete elements
towards the overall stated goals, but a sustainable and effective outcome of
meeting the goals requires double-loop learning that alters the theories-in-use
of the organisation (Argyris & Schon, 1996). Individuals, groups and
organisations engage in single-loop learning when they see a problem and
attempt to correct it without exploring the underlying issues or values that may
have created or compounded the problems (Ellis & Kiely, 2000). There was
evidence of single loop learning occurring in the Child and Family Health
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service. A parallel process of managerially determined change in practice and
the implementation of a family psychosocial assessment tool occurred during
the course of the study. There was no exploration of the content of the tool,
limited discussions about the way in which the tool would be administered,
how it would be documented and what would be done with the results of the
assessment (see Chapter Five). Child and Family Health nurses attended
Family Partnerships training to develop their skills towards a strengths-based
and family-focused service. There was no linkage drawn between the skills
developed during that training and the relationship to assessing a family’s
psychosocial circumstances. Their capacity to practise in a new model of
service delivery was also hampered by the lack of financial and human
resources to support this practice.

Zuber-Skerritt (1996) argues that emancipatory action research requires
double-loop learning in order for transformational change to occur. She
described double-loop learning as requiring a change in organisational
values. Front-line CFHNs did not have the necessary management support to
improve services let alone engage in research towards investigating and
acting on the impediments to their ability to safeguard children (see Chapter
Five). The findings of the Phase Three interview component described in
Chapter Six indicate that there had been no change in organisational values
regardless of the number of structural changes. The Child and Family Health
informants interviewed in Phase Three held similar perceptions to those of the
nurses interviewed in Phase One some years earlier about the organisational
barriers to their ability to effectively safeguard children through provision of
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early intervention parenting support strategies in collaboration with other
professionals.

CONCLUSION
This chapter has provided a synthesis of the findings of the three phases of
the overall study. It has placed those findings within the conceptual
frameworks of role identity and organisational change. The aim of the study
was to inform the development of mechanisms to enable CFHNs, practising
within an interdisciplinary model, to minimise the extent of child abuse
through supporting parents. This aim was not achieved but a thorough
explanation of why is now evident.

To improve Child and Family Health services for vulnerable families a number
of factors must be addressed. These include professional development of the
Child and Family Health workforce, interdisciplinary education to ensure
professional groups are cognisant of the expertise, roles and responsibilities
across the range of health and social care professionals, interdisciplinary and
inter-agency practice development and a bureaucratic culture that values and
empowers its workforce and supports organisational change.

The role of CFHNs has undergone a paradigm shift nationally and globally
over the past 20 to 30 years. In most places this is a shift from a biomedical to
a primary health care orientation. There is also recognition that safeguarding
children requires the expertise and collaboration of health and social care
professionals (Whiting, Scammell, & Bifulco, 2008). The NT, however, seems
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to have lagged behind in this paradigm shift. The understanding of health
being more than simply the absence of disease underpins the concept of
primary health care. Issues such as parent/infant attachment, maternal wellbeing and provision of consistent and nurturing parenting within a safe
environment underpin the healthy social, emotional and physical development
of children. Nurses elsewhere have extended their role to encompass these
needs but the results of this study demonstrate that a change in practice
direction has been limited in the NT. Psychosocial care can be combined with
a biomedical surveillance process. As some of the participants in Phase One
of this study indicated, these directions are not mutually exclusive for a CFHN
and could form a part of the CFHN role in the NT.

The escalating rates of child abuse notifications reflect unfavourable
ecological conditions affecting increasing numbers of parents, particularly
Aboriginal parents. At the same time child protection services both in
Australia and abroad are struggling to meet demands of forensic
investigations and have limited capacity to provide a family support service
(Higgins & Katz, 2008). This is exacerbated in the NT because of the poor
ecological conditions for parenting, especially among particular groups in this
society. Those children who do not reach the threshold for investigation often
receive no service from the social care sector until family conditions worsen
and further notifications are made (Scott, 2006).

Within some jurisdictions of Australia and globally, particularly the UK and
some European and Scandinavian countries, CFHNs are recognised as
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professionals with the skills and professional preparation to provide early
intervention parenting support to those families who are struggling to provide
‘good enough’ parenting to their children (see for example Egan & Yarwood,
2010; Fraser et al., 2000; Olds, 2006; Vimpani, 2004). Interdisciplinary and
cross-agency working has been shown to assist in the delivery of effective
services to safeguard children. In the NT, though, this study showed that
CFHNs have not been adequately supported or educationally prepared to
carry out this role or to work collaboratively with other relevant professionals
in the cross agency working necessary for the most vulnerable families.

The social care system had broken down and was largely ineffective and the
health care system lacked human and financial resources. The action
research study planned was not feasible. As a result of dysfunction and
crises, the bureaucratic solution appears to be an ideological paradigm shift in
governmental and bureaucratic policy direction towards early childhood care
and education. The Abecedarian Model which is based in Piagetian theory
and delivered by teachers has been supported by researchers in the NT as a
potential model for improvement (Robinson et al., 2011).

The findings of this study have raised questions about the role of CFHNs in
the NT in relation to supporting vulnerable families. More importantly, though,
it has highlighted ideological paradigmatic shifts in government and
bureaucratic policy development towards an early childhood agenda that
appears to focus on ‘education’ from birth rather than parental emotional
attachment within a supportive environment as the cornerstone for healthy
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child growth and development. The agenda places early childhood specialists
whose professional preparation has been underpinned by education theory in
the role of supporting vulnerable parents. Child and Family Health nurses
may be marginalised in this process and their role limited to immunisations
and biomedical monitoring of growth and development.
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CONCLUSION

CHAPTER NINE CONCLUSION

CONCLUSION

This study was based on the assumption that NT CFHNs, as professionals,
have the skills and qualifications to assist vulnerable families to provide ‘good
enough’ parenting. A further assumption was that interdisciplinary practice
across health and social care agencies would increase the effectiveness of
early intervention where family vulnerabilities were identified and reduce the
extent of child abuse and neglect.

The professional service delivery intent of the NT Health Department’s Child
and Family Health service has been illustrated throughout this study. Some
key issues that limit the capacity of CFHNs in Darwin in fulfilling either a
professional or departmental remit have been identified. Notably those issues
included the following:


invisibility of the role of NT CFHNs within NT services



lack of financial and human resources in the Child and Family Health
service



limited access to professional development opportunities for CFHNs



bureaucratic and legislative barriers to interdisciplinary collaboration



lack of effective leadership in the Child and Family Health service

The role of the CFHN in the NT, according to social care professionals who
contributed to this study, appeared to be narrowly confined to a biomedical
orientation

of

physical
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immunisations. Expertise in the areas of parent-infant attachment, parenting
in general and knowledge of adverse conditions that have the potential to
impact on the well-being of children were largely unrecognised skills of the
nurses within the Child and Family Health workforce.

Resourcing the Child Health Service
Throughout the period of this study there had been an exponential rise in the
budget allocation for child protection services and the FTE staffing of that
service. At the same time, the Child and Family Health workforce had not
been expanded to meet the needs of an increasing population with multiple
complex needs and to focus on prevention. A reactive approach can do little
more than ‘rescue’ children after the damage has occurred. An approach that
provides supportive services to vulnerable families can potentially limit the
number of abused children, provide cost savings in both current child
protection services and later societal costs relating to the criminal justice
system, and societal savings through increased numbers of children reaching
their full potential.

Interdisciplinary Collaboration
The

concept

of

interdisciplinary

collaboration

has

been

heralded

internationally, nationally and in the NT as the way forward in the health and
social care of individuals and communities. Document analysis indicated that
the NT Health Department and the Department of Children and Families
acknowledged interdisciplinary collaborative practices as the model of service
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delivery required to assist families to raise their children in safe, consistent
and nurturing environments. Prior to this approach being successful, it is
obvious that many barriers identified by this study need to be addressed. As
indicated by this study, a necessary first step is interdisciplinary education
across health and social care professionals so that role definitions and skill
sets are made obvious and acknowledged. Professional communication and
sharing of relevant information about client family needs across the ‘helping’
disciplines is undoubtedly a major element to ensure that those families
receive a seamless and effective service. Legislative enablers and
bureaucratic policies and guidelines that provide the mechanism for sharing
of information, rather than simply accessing information, are required to
enable health and social care staff to work collaboratively.

WHAT DOES THE FUTURE HOLD FOR CHILD AND FAMILY HEALTH NURSES IN THE
NT?
While the focus for the NT Government has moved toward a solid recognition
of the needs of vulnerable families, the scope of practice of CFHNs in the NT
seems to be increasingly limited to a biomedical orientation of infant growth
and development. The CFHNs interviewed in this study understood their role
to be broader and concerned with psychosocial as well as biomedical issues.
Unfortunately they seemed powerless to influence the direction of policy
which appeared to be moving towards a privileging of the early childhood
education and care agenda as a panacea for family dysfunction and
promotion of child development. In the meantime promotion of satisfying and
effective early parenting has been ignored.
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To influence this trend and ensure that the role of CFHNs is not further
eroded, it is essential for CFHNs in the NT to develop skills in leadership,
particularly ‘political’ leadership. Embracing the opportunity to further skills
and knowledge through postgraduate education, and developing a research
culture within the workforce, has the potential to make the invisible CFHN
visible.

Limitations of the study
Two limitations of the overall study need to be acknowledged. Firstly, the
small number of participants in Phase One and informants in Phase Three will
limit the capacity of these findings to be applied more generally. The
participants in Phase One were representative of a range of urban based
practice settings and the findings provided evidence of similarities of
experience across those settings. However the interviews occurred in 2005
and the results could now be dated. In the more recent Phase Three
conducted in late 2010, the informants were drawn from the leadership
groups across the Child and Family Health and child protection agencies. At
the time the Child and Family Health service had a flat management
structure, while the child protection area had a complex and broad structure.
The informants were the experts in their respective fields and as such
provided credible information for the study.
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The second limitation relates to the setting: the study was confined to one
region within the NT. At the time of this study, the role of CFHNs only existed
within urban areas of the NT. Logistically it was not possible to involve other
urban areas due to distance. All CFHNs in the NT are governed by the same
practice directions, including the same model of service delivery. This
consistent approach to practice also applies to child protection workers
across the NT. The leadership across both agencies, therefore, would have
considered the experience and roles of all CFHNs and child protection
workers in the NT during their interviews.

Postscript
On Thursday 11th October 2012 the Minister responsible for the child
protection agency announced a major organisational change to this
department. Its name was changed to the Office of Children and Families and
this Office was incorporated into the newly titled Department of Education and
Children’s Services (formerly named the Department of Education and
Training). This shift in direction by the new Government which came to power
on August 26th 2012 provides further evidence to support the findings of this
thesis that responsibility for the care and protection of children and support for
vulnerable families have been shifted into the realm of the Education
Department. This approach, however, minimises the prevention role that early
parenting support can provide.
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RECOMMENDATIONS FOR FURTHER STUDY

There is scope for further research into the role of the CFHN in the NT and
the contribution that the Child and Family Health service can make towards
safeguarding children and supporting vulnerable families. The extent to which
vulnerable families are provided with parenting support by the Department of
Education and Children’s Services, the nature of CFHNs continued
involvement in providing support for vulnerable families and the level of
interagency and inter-professional collaboration between the Child and Family
Health program and the Department of Education and Children’s Services are
areas that warrant further research and development.

In July 2012 the NT parliament passed legislation that will enable sharing of
information between health, social care and other providers of early childhood
services. At the same time the development of ‘one-stop shops’ for vulnerable
parents with children pre-birth to 8 years of age is in its planning phase.
CFHNs are expected to be amongst a range of professionals and
paraprofessionals providing services in these centres which will be under the
control of the NT Department of Education and Training. There is an
opportunity to investigate the scope of practice identified for those CFHNs
employed in those settings. Hope remains that interdisciplinary collaboration
might now occur with a shared goal for consumers of the service and better
outcomes achieved through this new model of service delivery to vulnerable
families.
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APPENDIX ONE

Consent To Be A Research Participant
The Value of Nurses’ Contribution to Child Protection
Ms. Land is undertaking a study to explore nurses’ perceptions about their
role and involvement in child protection. I understand that I will be
interviewed by Ms. Land and that the interview will be audiotaped. The
interview process will last between 30 and 60 minutes and field notes may be
taken by the researcher during the interview process. I will be free to
withdraw from the study at any time. I have been assured of my anonymity
because a pseudonym will be used when collecting information during the
interview process and that confidentiality will be maintained as only Ms. Land
and the 2nd Investigator, Professor Lesley Barclay, will have access to the
data collected.
The study will not benefit me directly, but I understand it may produce
information that will be valuable to nurses generally in their work with
children and families.
I have been given an Information Sheet to keep and have been provided with
contact details for Ms. Land, Professor Lesley Barclay and the Secretary of
the Human Research Ethics Committee.
Consent to participate in this research is noted by my signature on this form.
I do/do not consent to the interview being audiotaped.
Participant Name: _______________________
Participant Signature: _______________________

Date: _____________

Researcher Name: _________________________
Researcher Signature:_______________________
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APPENDIX TWO

Information Sheet - The Value of Nurses’ Contribution to Child
Protection

Ms. Land is undertaking a study to explore nurses’ perceptions about their
role and involvement in child protection. Ms. Land holds a position as Child
and Family Health nurse at Casuarina Community Care Centre, DHCS, and
is currently the President of the NT Child and Family Health Nurses
Association. Ms. Land will interview nurses with at least two years’
experience in the fields of Emergency, Paediatrics, Neonatal nursing, Child
and Family Health nursing or School nursing.
•

The research has been approved by the Human Research Ethics
Committee (HREC) of NT Department of Health and Community
Services and Menzies School of Health Research.

•

The interviews will be audiotaped.

•

Interviews will last between 30 and 60 minutes.

•

Interviews will be held in a private location and at a time nominated by
the participant. The researcher may write field notes during the
interview process.

•

Participants will be free to withdraw from the study at any time.

•

Pseudonyms will be used when collecting information during the
interview process so that anonymity is assured.

•

Confidentiality and privacy will be maintained as only Ms. Land and
the 2nd Investigator, Professor Lesley Barclay, will have access to the
data collected.

•

Participants may contact Ms. Land at any time during the study on her
mobile number of 0400 854 978, Professor Lesley Barclay on 8946
6974 or the HREC through contacting the Secretary on 8922 8196

•

Participants will be given a copy of this Information Sheet to keep.

The study will not benefit participants directly, but it may produce information
that will be valuable to nurses generally in their work with children and
families. Consent to participate in this research will be noted by participant
signature on the Consent form. NAPCAN supports this research and has
provided funding for the resources required to conduct the study.

Marie Land, BN, Master Mid, MRCNA
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APPENDIX THREE

CONSENT FORM
I, .---------------------------------------------------------------------------------------. of
.-----------------------------------------------------------------------------------------Hereby consent to participate in a study to be undertaken by
Marie Land, current PhD candidate, CDU
and I understand that the purpose of the study, Action Planning for Child
Protection – Nurses’ roles in Early Intervention, is:
to address organisational, institutional and perceived legislative
barriers to sharing of health information between relevant health
professionals caring for children and to develop organisational change
within the Department of Health and Community Services that will
provide mechanisms for nurses to play a significant role, in
collaboration with other relevant professionals, in early intervention
strategies to minimise child abuse and neglect.
I acknowledge that:


the aims, methods, and anticipated benefits, and possible risks of the
study, have been explained to me by
........................................................................



I voluntarily and freely give my consent to my participation in such study.



any information that I provide will not be released in an identified form



aggregated results will be used for research purposes and may be
reported in scientific and academic journals



individual results will not be released to any person except at my request
and on my authorisation



I am free to withdraw my consent at any time during the study, in which
event my participation in the research study will immediately cease, and
any information obtained will be returned to me or destroyed at my
request.

Signature: ...................................................... Date: ......................................
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APPENDIX FOUR

PLAIN LANGUAGE STATEMENT
Project:

Action Planning for Child Protection – Nurses’ roles in
Early Intervention

Chief

Marie Land, current PhD student, Institute of Advanced

Investigator:

Studies, Charles Darwin University

Supervisor

Professor Lesley Barclay, Charles Darwin University

Purpose Of

An Action research study, Action Planning for Child

The Study:

Protection – Nurses’ roles in Early Intervention is planned
to

address

organisational,

institutional

and

perceived

legislative barriers to sharing of health information between
relevant health professionals caring for children and to
develop organisational change within the Department of
Health and Community Services that will provide mechanisms
for nurses to play a significant role in early intervention
strategies to minimise child abuse and neglect. This study
includes attention to the needs of Indigenous children through
participation

of

Indigenous

leaders

to

ensure

cultural

competence and culturally effective outcomes.
Benefits Of

This study is designed to re-orient health service delivery so

The Study:

that support and assistance for “at risk” families can be
provided by nurses in community settings in collaboration with
child protection workers. Early identification of risk factors and
early intervention strategies to minimise the potential for child
abuse and neglect will assist the community as a whole
through the development of functional families and the future
well-being and potential development of the children of “at
risk” families. Personal benefits for co-researchers include
professional development and more satisfying work practices.
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What Would

If you decide to take part in this research you would be a co-

Be Expected

researcher in an environment of collaboration with others in

Of You?

the research team. The research will consist of Reference
Group meetings, a minimum of four during the first six month
period, followed by participatory action research cycles to
address ‘problem issues’ agreed by the Reference Group.

Discomforts/

There are no specific risks associated with this study for

Risks:

individual participants.

Confidentiality: Anonymity is assured for those participants who agree to take
part in the Reference Group and Participatory Action
Research cycles. Minutes of Reference Group meetings will
not contain names of participants. Co-researchers in the
participatory

action

research

cycles

will

be

assigned

pseudonyms.
Your

I would be grateful if you did participate in this study but you

Participation:

are free to refuse to participate. Even if you do decide to
participate, you may withdraw from the research at any time
without disadvantage.

Results Of

Results of action research cycles will be encapsulated in the

The Study

reflection phase of each cycle and therefore owned and
developed by the co-researchers.

Persons To

If you have any questions about the project, please contact

Contact

the researcher, Marie Land on 0400 854 978 (mobile)
If there is an emergency or if you have any concerns before
commencing, during, or after the completion of the project,
you are invited to contact the Executive Officer of the Charles
Darwin University Human Research Ethics Committee on 08
8946 7064 or by e-mail: hemali.seneviratne@cdu.edu.au.
The Executive Officer can pass on any concerns to
appropriate officers within CDU.
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APPENDIX SIX
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SutjG:Cl CEC tJI~t:>UIIJI~; "~'... o~~~·:nenc or 1-:oo1h <7o·x: F.::rnilict:

Tuesday, July 1 2.008

New Department of Health and Families
The DepartmAnt of Health and Families (DI~F} is effective from today, Tucsd"y f
July 2008.
This :>cw departmenT brings t<>getioer the former Dcpaotment of Health and
Community Seruices and a range of youth and fam~ly r~laled servico~ from ar·eas

across ltle NT Government

NT Families and Children Division
A new Division of NT Familiss and Childoen has been loomed and is headed by
Exacutivo Director, Jenny Scott.
Tile n•w Division integrates all NT Govsrnmont child, youth and family '""'icc&,
including the tollowing func~ious lhat have transfencd from the:

Department of the Chiot Minister
•
Youth Affair•
•

V'/omen's Policy

Dcp.,rtment of Justice
•
Youth Justice Strategy
•
Managc:nenl of youth on Co:nmun:ty Corrections o,Oers (this function will
tf".J.nsr~r ~ater thi~; year)
Management of Lht! ngw Fam!ly RGsponsibilily AgreAmsnts and Orders
NT Police, Fire and EmGrgcnc~, SeNIC£!S
•
Youth Dcvclopme:.t units in remot~ comrnur~lties
•
Man~gement of NGO services ~o young peopla on juvenile diversion orders

The integration of !hese service• willlmprove a~d stre11gthon the way we dalivar
services to childreto, yout11 and le.milias and minimise gap• and duplication.
Th<' s!ructure Incorporates fiv~ branch"s Md Aach will be fed by a Director, with
t."lcse poaitions soon to be adverlised.
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APPENDIX SEVEN

011P'ARfMfH 1

OF

lt t A L. T H

A lt O

CO NIII U N i lY

81!! A VIe!S

Northam Territory Community Health Child and Family
Health Services
Summary of the service delivery Model.
VIsion, MissJon and Philosophical bolief s

.-'

VIsion
Healthy safelcids In wong famRies.
Mission

Wor1<1ng logetl\er wilh families to prO'IIdt me oplimtJm in hea~h cate and StJpl)orl
to their children end taalitala ooga!Jemenlvllth tno CO!Mlla'lity topnxnoce a11(l
sustain OJ<Coilanoe in mild and family heal11\ end wel~boing.
Philosophical beliefs
All ohlldren and lholr lamll~ have the ri!jhl to on!JQing optimal physical, mer>Ull
and SOCial h ea~h and wellbeing and trfi Is oor lows and priority. The oommunby
iS a Yil.\1 SIB)(ehelder in 1118 adlicvement ol health felt chlldren and their temYies.
Wo 1\'lol viOik In partnership wlth cl'lildron and tnolr parents to ensu~ their neads
and pretererces 111e cen11'111o our services and that u - are acl'ieved 1\Uh
adherence to Primary Heolth Core principles. We wll ensure thai our S<liV!ces
oro at all ijmos equitable, aooessible, culturally secure, allentlve and responsive.
Wor1<1ng lo collaboration and Integration v1lth all other relevant healtll
professionals, gavemrneot branches, service IJfQViders, organisations and groupa
" qfl onabla ohlldl'en anc:llhoif tamiVes to remllin at the centre ol our shared
commitment 10 lhrllr tloatth and well being.
CI'Old & Family Hcaltll stall nave an oblgalicn tC> be tcnolllleclgeallle, mponsible,
accounl&biC, ct!llcal, re$0urcelul ard professional in cur roles as well as being
able to e~oy l!>e prlvllege of worl<ing vrlth ohlldten and their families.
our ld0als provide t11e common and vnkled foundstion for plarring, aonriee
provisie>n ard S41tln!j goals felt slnlll{lthening lha shared fl'BIT\9 ot ltrinl<lng ol all
sWf:
11'oC l~odel
The modol is a move 10 rT1<ll'll c:crNniA'IIty focus Ylilh a renevrcd applica1ion o1
· primal)' health c;are principles \'~toile I\'Or1<1ng toward! building oommunily capacily
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to aohievo tmprov.d out.eomes lor Ghldren and tneir la""'les and a mange from
'Mat~rna\ and Ch'lld Hoallh Sorvloe• too 'Chlkt and Family Hoalth S•Mee
proviti(On,
Tho modol lt a rtOr!entatlon ot t;aMc:e delivery to 1'6flact the princiPles ol p~ry
M arth care and Iorge systems that ad'!Wwe eootlnui1V and optim\se acoocslor
children and thtlfr lamilies.
$trategle goa\$ and objectins

tncreaH and ma!ntoln tho oommunltt and tamlty's capacity to support and
nurture the heallh and wellbelng oltheb chlkUren.

ThO c:hl\d and la.rnitv nutSing service will
(I
oevo&op and sttengd1en pannorsh1PI with early childhood, tuv.:l
ft\t\ternity seiVices an' deYGI()C) networ!G to fon'l"l 'llri.Val hubs tn
which tht family IS the oentiO.
Q
C&FH nurses to taM respOI"o81bitlty for deslgna1ed googra.phlcnl
nelgllbOOI!loods,
Oovolop equitable eaaok>od por C&FH stall t&~ tnlo acoou"tl
the (XlllUT\UI'IIty demographics. soclo economic de1erminants
and population stifl '"lh awroximately tO% roquhing extended
hOme bMC support and tlnldng ~ appropl1ato community
agencies.

• 1ht mothod ot ollgllgoment 11 to movo away from solely horlth
centre based set'\lces to a comblnaUon ol p&ftnet&hlps \'lith
other early childhoOd and matorrity serviCeS. Thw inc1oosk'l9
the range ~ 800038 points fl'()n\ the llntOMin\ porlod until
sehool, with pri<l'ty focus up to 3 yea1Sol age.

• Accl6& polnta reoommonded a~e : 0 to 6 week$, 2 monltli, 4
months, 6 monthi, 8 montht UlltJI unl\ro(Jij( homing, 12 mooths,
18 monthS and 3 fCatS for health and developmentat
monitoring with the us. ot Ages tll'ld S1age1 (Bloke( and
S(lulres 1999) In synchronisation with tht lmmuntsatlon
schedule.

• In po.noora.h!p \~It! tnmlll••· provlck'l untv.ra.ol and largoted

hOO"IO visiting in jXU1!cular 10 thOse at risk I IJ\Inerablo lal'l'lllies
and t)(I)IOte othe1options 10 clversily access that ensuf'(IS
pa.rtlctpatlon of at cnndren trom blnh to schod ago and lhor

famlles.
~pon family atllohmo,.,. and unsure approprlnte &tnff aki!l
loYal.

Appendices

373

Cea~e ~(;~eenlog at school entry ana move towards on increased
f<>cus on ta·• months and 3 yrs healtil and dev~lo~.>ment monltorlno
as ahnve (Bicker and SQuires 1{)99.j
w

o

Relationships bstwei'lfl chlk:ren, ihelr families, and the service provKJer have a
9llength·basetl fcous.

o

Thmugh the appi cation of participatory ~JU~~~nce f~rr.iies are
;:upported to asses!l their child'~ health and davglopment from
inilial ~nntnc:t onwards.

..,

lnlroduc~on of a PeraoMI Health RecOfd for all chiklren and l<1o?.ir
families that reflects thair developmental and heaHh history and is
multi service user friendly.

o

The NT Feeding Guirlelines are use<l !o promot~ breasttP.eding,
age appropl'late introouclion of and health promoting fooo choices.
• Fr:milies are sup'jl()rtcd in the establishrnt-nt aoo continuallon of

brcastfeeding and att&chmenl.
o
Ad\'i:ll\ze the strengU1 , nd su~lain~hi~ty of ail children, f&mi!ias
and oommunllles through:
• lrrcfG<'lS<! parent$ kntYI'Iledge ~nd si<!IIR In child henl\h and
developrnenllo facilitate e~ny inrerve!\tlon:
• haalth promotion \0 hr.ild \amity strength in knowledge and ~kill~
in s~porting the ~.salth and development ot thsi~ cllild.
• health teaching Lo achie'ie family emi'J<)w<lrmenl in o·!'.source use
nnd self-sufficiency;
• wor1\ in partnership with if.h~! child Qf,d maternity service
prolli(!A rs lo en~.ar.ce .-.ccess for pare1110 to inf(>omati<Jit and
sKfils development.

.. ·..

Contribute to impro\<emenl ol nee.lth ouloomcs or aqualily lor Aboriginal cl1ildren
and tnelr families:
"
or.vel.op sustainabie strategies tor coll~boration and effective
relationships 1~ith Aboriginal childran and tl1eir familiO'S, 1\bori~ina\
corrJTltJnlties ::mU Ab01iginal hijal\h services:
()

Achieve a conhdenl Aboriginal woi~!orce within CFH service>;

En.:turc tM GS!ioblishmerot of exce!le~V.e in staff, !larvic~•. resources aoo primm)'
health c~m haa~h lor ail chikl ren and their IAnilies:
Implement a s\ralegy ior c::IIJ¢aliunat dc11ebpment and
0
progression of all sial\
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DB~J'SI{J:;J ·.•;vrk tri.end 1.y and ·Nork healthy 3trat£qies for all BV1.ff

Prcmotn an enviror1 ment of rrxcitement, i nnovn1ioo A.nd
con;;ic:tion flbo•J.l tit~ vision :md ideals o~ C'FH;
Ensure service del!v.;:ry snd dncumentaiion systems am adjuatGd
to rt"lfied. current pradice and contnlmte to th£< repot1ing on
outcomcf;.

ConfUcts, expectatijQns and demands on thi!: C&FH nursing services
t:.arl:t di~cht~l]-9 poslnat£11, in IJarwin, Kalh+)rine, t:Uld Nl1ulun'ouv is currenoly
proYided by C&FH nurs:ng SOOiiUe$.
Childhood immunisalions are delivered ihrough C~FH ~ervif::.;s.

Ccmm1.,m!ty expsctati<r':1s of the .service.

o;J~·~.~~n ;r,.;:,s

•

lncr.emed number of yuung children ~viih de:nonsttated !';Ctlool

rcadin-9ss..(sustai11lng hea~h u.-:d •uc:lil:::elng out:come8 In}

o No ot childran captured for de'lelopm'S!nta! a.;:;sessmeor~t at ke~·
aCOAhS pcinh:>

'" No of cnildrcn rderrAd and inlervenflon accomr;lis'hod prlor t{)
commencing schooL
•

ln:::ronsGd ant1 sustained brea;;.t-feedlng rate;,.

•

lnc:mased health Md d~velopm~mt literacy atKi: ~kills in fll.rnilies,
No of fruruliefl Mse~sing thGoir ch!lct•s hl?.a!t11 and dcve!opm~nt.

o

•

No of farn!lies malntaini11g HH record ac:r'OS'S hoolth disciplino&s

Saustaotion ·~·iith servlce plQVision by f!rsttimafa.milie-s.
o Family n:tum rates.

*

Jnor~ad proaotlw~ I"Qs:po!l~Se and Sll?port to mat~rnal1lnf~:~nt me.'ltal haalth.

•

lncr.z.a.qmJ in'Jolvernent w1th fathers in ucc~.ss tot::ervice Bnd suppo11..

•
•

!nerea3ed opportuni!:tiC anclthen sustH:ined acr.:r.:ss of ser1fiOO& by f11milles
who h:;No n<Jl dona sn prcviou:;ly.
lfllprovcd community ;oopm:se to cre-ating chitd f~lendly Am~ronment.

:w.~;;:»~OO

bT t.'Cira:;~·n.l;lt:h

7o~i7
G )I d i'U"l'i h11r 4:; I hnd~·~ Stt\;ba
»~,=,;i;Y-,-m-,-,,-ir f·•ti.::IA""" hy:

c:n:~~ rw

t...e$tpi,l(<i;i:t<lf.o.""::oi'
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