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ABSTRACT
The importance of early childhood development (ECD) is undeniable and child health
experts internationally recognise that developmental care is vital to improve long-term
health and wellbeing outcomes. A key challenge to the provision of quality
developmental care in remote Australian Aboriginal communities has been the absence
of culturally appropriate, structured developmental screening tools. Also, Aboriginal
Health Workers (AHWs), recognised as key staff in this context, and a high proportion
of other remote health practitioners, do not have adequate training in the area of ECD.
The TRAK study aimed to design, implement and evaluate a capacity building program
in developmental practice for AHWs. This included: a) the cultural adaptation of the
Ages and Stages Questionnaire (ASQ-3) for use in remote Aboriginal communities; b)
the design and trialing of an ECD training program; and c) the implementation of the
culturally adapted ASQ-3 into standard health service practice, in remote Aboriginal
health services.
A case study evaluation framework was adopted, utilising mixed methods, including
interviews, observations and medical record audits. Two case study sites in the Northern
Territory were selected - one remote health centre in a coastal ‘Top End’ community and
one in Central Australia. Purposive samples of AHWs, key community informants, and
Aboriginal parents, from the two sites, as well as ECD experts were included in the
study. All children under 5 years of age, resident in the study communities, were
included in an audit of medical records to determine baseline developmental practice of
remote health staff.
The study findings demonstrated that the cross cultural adaptation of the ASQ-3
developmental screening tool (the ASQ3-TRAK tool) was considered highly acceptable
and relevant to parents, AHWs and ECD experts. The training needs analysis identified
gaps in existing knowledge and practice, through self report, practice observation and
the medical record audits. The customised training program was delivered successfully
and valued by all participants with demonstrated improvements in practitioner skills,
knowledge, competence and confidence to identify and manage developmental
difficulties in young children and promote child development.

i

Despite the acceptability and value of the developmental screening tool and the ECD
training, the integration of the adapted ASQ-3 into routine health service did not occur
as intended. Challenges to the uptake and ongoing use of the adapted tool were
identified in three broad themes: leadership and governance, workforce support, and
health centre structures.
This study sought to advance understanding of some of the critical factors needed to
build the capacity of AHWs and other remote health practitioners in providing quality
developmental care to remote-dwelling Aboriginal children. The findings identified key
barriers and potential solutions to improving developmental practice in this challenging
service context. These include effective and culturally appropriate practitioner training
in ECD, the availability of a culturally appropriate developmental screening tool, and
service requirements for its routine use. These findings have implications for policy,
practice and further research to improve the developmental outcomes of Australian
Aboriginal children.
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CHAPTER 1

INTRODUCTION

1.1 PROBLEM STATEMENT
The importance of early childhood development (ECD) is undeniable. This early
childhood period is critical for laying the foundation for future wellbeing, and providing
services to promote early child development is considered a global priority (Engle et al.,
2011; Marmot et al., 2010; Walker et al., 2011). One aspect of these services is
developmental monitoring (sometimes called developmental screening or surveillance),
considered by the American Academy of Pediatrics (AAP) (2006) to be a vital role of
child health practitioners and similarly recommended in low- and middle-income
countries (Engle, Young, & Tamburlini, 2013; Ertem et al., 2008).
Developmental monitoring refers to a longitudinal process to enable early detection of
children who may be at risk of developmental delays and furthermore to promote
healthy child development. During this process, health practitioners may utilise
developmental screening instruments in addition to discussing parental concerns,
obtaining a history of risks and making clinical observations. Notably this is not simply
a one-off screen; rather it is a process of following a child’s development over time,
providing advice and making referrals where necessary (AAP, 2008; Ertem et al., 2008;
Glascoe & Dworkin, 1995).
Structured developmental screening tools, known to increase detection of developmental
problems, are an important part of developmental monitoring programs (Guevara et al.,
2013; Marks, Glascoe, & Macias, 2011). Such programs, incorporating developmental
screening tools, have been implemented throughout Australia including in urban settings
in the Northern Territory (NT). However, while developmental monitoring is a
mandatory component of the scheduled child health checks (the Healthy Under 5 Kids
program) in remote Aboriginal1 communities in the NT, no developmental screening
tools have been recommended as part of this program. The reason for this remains the
lack of developmental screening tools that are culturally appropriate, reliable and valid
for use with remote-dwelling Australian Aboriginal children. Although there are many

1

The terms Aboriginal and Indigenous are both used as alternatives to refer collectively to people
who identify as being of Aboriginal and/or Torres Strait Islander descent. Throughout this
thesis the term Aboriginal will be used with this inclusive reference.

1

developmental screening tools presently available (AAP, 2006; Ertem et al., 2008;
Glascoe, 2000; Squires, Bricker, & Potter, 1997) the majority of these instruments have
been developed in the United States, with most validity studies conducted on American
populations. While a number of different developmental screening tools are used in
Australia, there is little systematic evidence of which are useful and accurate for
Australian Aboriginal populations (D'Aprano, Carapetis, & Andrews, 2011).
Furthermore, remote health practitioners - including Aboriginal Health Workers
(AHWs) and remote area nurses responsible for delivering developmental services have little if any child health training. The Healthy Under 5 Kids program (NT
Department of Health, 2009) does have a stand-alone, self-directed education package
available. However, ensuring that AHWs and nurses within the service are trained to
conduct developmental monitoring with appropriate support is not currently a policy of
the Remote Health branch of the Department of Health.
Workforce capacity and availability of a culturally appropriate developmental screening
tool thus represent a significant gap in the resources necessary to deliver quality
developmental services to Australian Aboriginal children.
The overarching purpose of the Talking about Raising Aboriginal Kids (TRAK) study is,
therefore, to determine if the adaptation and implementation of a widely used
developmental screening tool, and the training of key Aboriginal and non-Aboriginal
remote health staff, improves practice in developmental monitoring and in the early
identification of children with developmental problems, thereby increasing the
proportion of children receiving necessary developmental services. Over the longer
term, the TRAK study aims to systematically follow-up these service and practice
outcomes.
This thesis is focused on the formative and process evaluation stages of an important
component within the larger study: the capacity building program for AHWs in early
childhood development practice, including the sustainable incorporation of a culturally
adapted developmental screening tool into standard health service practice, in remote
Aboriginal health services. Exploration of the barriers and facilitators to empowering
AHWs to perform this role in remote health services is a key objective of the thesis.

2

1.2 RESEARCH SETTING
This study was conducted in two remote Aboriginal communities in the Northern
Territory (NT): Yumurrku2, in the northernmost section of the Northern Territory (the
‘Top End’) and Nhanhala, in Central Australia. A detailed description of the two
communities is provided in chapter three. These communities are broadly characteristic
of the numerous small remote Aboriginal communities that are widely dispersed across
the NT (Australian Bureau of Statistics, 2013a). This next section is an introduction to
the broad setting for the study - the remote Aboriginal context of the Northern Territory.
The Northern Territory of Australia is vast and remote, even by Australian standards,
covering an area of 1,349,129 square kilometres. From the NT capital of Darwin, in the
Top End, it is 1,500 kilometres by road to Alice Springs, the next largest city, in the
centre (see Figure 1-1). Despite its large area, the NT is sparsely populated with a total
population of 211,944 (Australian Bureau of Statistics, 2011e) over half of whom live in
the greater Darwin area. The other major settlements are Alice Springs, Katherine,
Nhulunbuy and Tennant Creek and the population is concentrated along the Stuart
Highway from Darwin to Alice Springs.
Figure 1-1: Map of Australia

Darwin

Northern
Territory

Alice Springs

2

Pseudonyms have been used for all people and place names.
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The NT is unique in many ways and its demography is one feature that sets it apart from
the other Australian states and territory. A large proportion of the population is
comprised of Aboriginal and Torres Strait Islander people. In the 2011 Australian
Bureau of Statistics (ABS) census, 56,779 people in the NT identified and were counted
as being of Aboriginal and/or Torres Strait Islander origin – just under 27% (ABS,
2011e). This compares with 2.5% of the total population in Australia. Of the population
who identify as Aboriginal and/or Torres Strait Islander in the NT, 80% live in rural or
remote areas. This is in contrast to the rest of Australia where one-third (33%) of the
Aboriginal and Torres Strait Islander population live in capital city areas, and in some
states this figure is over 50% (ABS, 2011d).
Across Australia, the Aboriginal and Torres Strait Islander population has a younger age
distribution than non-Indigenous Australians, reflecting the higher fertility and lower life
expectancy for this population. The median age for Aboriginal and Torres Strait
Islander peoples is 21 years compared with 37 years of age for non-Indigenous people
(ABS, 2011d). In other words half the population is under 21 years of age. In the
Northern Territory, a large proportion (33.2%) of the Aboriginal and Torres Strait
Islander population is aged under 15, compared with 19% in the non-Indigenous
population (ABS, 2011f).
Of the Aboriginal and Torres Strait Islander peoples living in rural and remote areas,
many are living in one of the many remote communities and outstations dispersed across
the NT (see Figure 1-2 below). Remote communities vary in size from a few hundred
people to a few thousand in the largest. Most communities have a health centre staffed
by a combination of Remote Area Nurses, Aboriginal Health Workers and Aboriginal
Community Based Workers, with visiting Remote Medical Officers and Specialist staff,
depending on the size of the community and the management of the health centre. At
the time of the study, 57 communities had health clinics run by the (then) NT
Government Department of Health and Families (DHF) and 26 had Aboriginal Medical
Services (AMS), non-government Aboriginal run health centres.

4

Figure 1-2: Remote communities across the NT

Source: Aboriginal Interpreter Service, NT Government
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1.3 THESIS AIM
To evaluate the implementation of training in early childhood developmental practice
and of a culturally adapted developmental screening tool, as a contribution to capacity
building of remote AHWs.

1.4 OUTLINE OF THESIS
The background and rationale for the study is outlined in chapter 2. This chapter offers
a synthesis of the existing literature on early childhood development, paying particular
attention to developmental monitoring practices in the NT. It also presents the evidence
for the selection of the Ages and Stages Questionnaire 3 (ASQ-3) (Squires, Potter, &
Bricker, 1999) as the developmental screening tool most appropriate for adaptation for
use with Aboriginal children in the remote NT context. This leads into an examination
of the cross-cultural adaptation literature and discussion of the adaptation model used in
this study. The chapter concludes with a discussion of the reasons for focusing on the
role of AHWs in developmental monitoring and the need for building capacity of this
key workforce group.
Chapter 3 describes the research design and the methods chosen for this study. A case
study evaluation framework was adopted as the study design of choice to understand
real-life phenomena and is described together with the rationale for the mixed methods
approach. This chapter introduces the research context, including a description of the
two communities where the study was conducted, and which is further elaborated in the
case studies that follow in chapters 7 and 8.
Chapters 4, 5 and 6 represent the formative evaluation component of the study, detailing
the design of the TRAK training program. Chapter 4 outlines the cross-cultural
adaptation of the ASQ-3, presenting the detailed steps in this critical process and the
findings regarding the cultural acceptability of the adapted ASQ-3. Chapter 5 deals with
the training needs analysis, conducted to determine the AHWs’ gaps in skills and
knowledge, and confidence (both perceived and observed) in the area of early childhood
development and developmental practice in the remote health services. Chapter 6
presents the design of the TRAK training program and how this was informed by the
training needs analysis and a review of the literature on adult learning and culturally
appropriate training approaches.

6

Chapters 7, 8 and 9 represent the process evaluation component of the thesis. The
implementation of the TRAK training and the adapted ASQ-3 in each context is
presented in chapters 7 and 8. The evaluation findings of the training implementation
are outlined as case studies, for the two communities respectively. Chapter 9 draws the
findings of each case together into a cross-case synthesis and integrates the findings
from the two communities in the discussion, examining the quality of the training
process and barriers and facilitators to the effective implementation of the adapted ASQ3.
The thesis concludes in chapter 10, with a summary of the key findings and a discussion
of the significance of its contribution to this field. Recommendations are made for
practice, policy and future research in developmental monitoring of remote Aboriginal
children along with a discussion of the limitations and strengths of the study.

7
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CHAPTER 2 BACKGROUND
INTRODUCTION
The first section of this chapter presents a summary of the evidence regarding the importance
of healthy early childhood development for longer-term health, education and wellbeing
outcomes. This is followed by an overview of the literature regarding the developmental
health of Australian Aboriginal children with particular references to the circumstances of
children’s early development in remote NT communities. This section also examines the
literature on the importance of early detection of developmental problems and reviews the
current state of NT policy and child health practice in this regard. The need for reliable and
discriminating developmental screening measures to be validated for culturally appropriate
use within this population setting is outlined.
The next section of the chapter reviews the developmental screening tools currently in use in
other Australian child health settings and which have mostly been developed through their
application in North American and European child populations. This includes a discussion of
some of the issues limiting their practical utility and culturally valid use with remote NT
Aboriginal children. Reasons for selecting the Ages and Stages Questionnaire-3 (ASQ-3) as
the most suitable developmental screening measure potentially amenable for adaptation and
use in the remote NT Aboriginal community context are presented.
A review of the literature on approaches to cross-cultural adaptation follows in the chapter’s
third section. The sparseness of literature relating to the cross-cultural adaptation of
developmental screening tools is highlighted. A number of adaptation approaches are then
explored to explain why the specific approach developed by Herdman (1998) was selected for
use in this study.
The chapter concludes with a discussion of the reasons for concentrating on AHWs as the key
workforce group in this remote Australian Aboriginal context. The importance of capacity
building of remote health practitioners, as this study’s focus, is addressed.

9

2.1 EARLY CHILDHOOD DEVELOPMENT
The importance of the early years
It is now well recognised that experiences during the early childhood period are critical in
determining the developmental trajectory into adulthood. A child’s experiences and
environment from conception to age five, and particularly in the first three years, have a direct
effect on brain development, shaping the neural pathways and brain architecture during what
is understood to be ‘sensitive’ periods for brain development (Shonkoff & Phillips, 2000).
The effects of early experiences on brain development, to set the foundations for future
cognitive, psychosocial and health outcomes, have been known for some time (McCain &
Mustard, 1999). More recently, Hertzman and Boyce (2010) have described how social
environments and experiences ‘get under the skin’, becoming biologically embedded, to
affect the course of human development.
There is now a substantial body of evidence for the effects of brain development in early
childhood on health and development across the life span and it is well recognised that
investing in early childhood development is necessary to address socioeconomic health
inequalities (Hertzman, Li, Mattes, McMurray, & Stanley, 2009; Hertzman & Power, 2004;
Marmot et al., 2010; Mustard, 2006; Shonkoff, 2012). The Marmot Review (2010) reported
on the evidence that suggests investment in early childhood achieves positive outcomes
across the life course and in a range of areas including employment, income and health.
While provision of quality early childhood programs benefits all children, there is a
disproportionately positive effect on the development of disadvantaged children (Marmot et
al., 2010).
Studies evaluating early childhood programs conducted in low-resource countries offer
further compelling evidence of improved lifelong outcomes for disadvantaged children (Engle
et al., 2007; Engle et al., 2011; Walker, Chang, Powell, & Grantham-McGregor, 2005).
Engle and colleagues’ (2011) systematic review of the effectiveness of early child
development intervention programs in low- and middle-income countries included 42
effectiveness trials and program assessments. They concluded that interventions can improve
early child development, with greatest effects seen from programs of higher quality and for
the most vulnerable children.
For these children living in disadvantaged environments, early childhood programs can
change their life course and help ensure success and positive outcomes for their families and
communities, with long-term economic and social returns to society (Heckman, 2006).
However, intervention programs need to begin early in the developmental pathway. Cunha
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and Heckman (2006) conclude that while later interventions are also of some benefit, they are
considerably less effective than interventions provided in the early years, and the economic
returns for investment at older ages is lower. It is undeniable that early childhood offers a
‘critical window of opportunity’ (Engle et al., 2007).
The evidence is clear that the focus for addressing social inequities that lead to developmental
disparities needs to be on early childhood. Much is known about what universal and targeted
early childhood programs need to provide to better support children’s early development
(Closing the Gap Clearinghouse (AIHW AIFS), 2012; Harrison, Goldfeld, Metcalfe, &
Moore, 2012; Marmot et al., 2010; Sanson & Stanley, 2010). High-quality education and care
programs, qualified educators, and involvement of families are some of the factors linked
with improved childhood outcomes. While comprehensive early childhood services are
important for all, children with developmental concerns need to be identified early, before
problems become entrenched (American Academy of Pediatrics, 2006). In view of the
growing evidence about the critical early years, the earlier problems are detected the greater
are the opportunities to provide interventions and supportive environments that promote
healthy development (Bellman, Byrne, & Sege, 2013).
Australian Aboriginal children growing up in the Northern
Territory
Many Australian Aboriginal children grow up in disadvantaged communities, exposing them
to risks of low birth weight, growth retardation, respiratory illness, ear disease, skin disease
and nutritional deficiencies, especially iron deficiency anaemia (AIHW & Commonwealth
Department of Health and Ageing, 2009; NT Department of Health, 2012; Zhang, Dempsey,
Johnstone, & Guthridge, 2010). Families living in remote communities are more likely to
suffer from social adversity, including housing insecurity and overcrowding, financial stress,
parental and family dysfunction, maternal depression, and problem alcohol use (Anderson,
2004; ABS, 2011e; Australian Institute of Health and Welfare, 2011b). Excessive adversity
early in life can cause prolonged activation of stress response systems, and the resulting ‘toxic
stress’ is known to produce physiological changes in the developing brain (Hertzman, 2012;
Shonkoff & Richter, 2012). The burden of excessive risk factors and unmitigated toxic stress
is known to have debilitating health and wellbeing sequelae and significantly increase the risk
of developmental delay (Carter et al., 2010; Delima & Vimpani, 2011; Shonkoff, Richter, van
der Gaag, & Bhutta, 2012; Walker et al., 2007).
There is a substantial body of evidence that has consistently shown that the greater the
exposure to cumulative risks, the greater the compromise to children’s development and
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hence the greater the inequality in future outcomes (Wachs & Rahman, 2013). Walker and
colleagues (2011), in reviewing the evidence on risk factors for early child development in
low- and middle-income countries, conclude that cumulative exposure places children on a
lower lifetime trajectory for cognitive and psychological functioning, educational attainment
and subsequent income. The risks that affect remote-dwelling Aboriginal children are not
dissimilar to those that affect children in low- and middle-income countries, placing
Aboriginal children in a particularly dire situation.
In urban non-Aboriginal populations, up to 20% of children have significant problems in one
or more area of development (Boyle, Decouflé, & Yeargin-Allsopp, 1994; Centers for
Disease Control and Prevention, 2006; Centre for Community Child Health & Murdoch
Childrens Research Institute, 2009; Squires et al., 1999). In a study conducted in low- and
middle-income countries, 23% of children aged two to nine years were found to have, or be at
risk for, disabilities (Walker et al., 2011). Information about the prevalence of developmental
delay and type of disability in Aboriginal children nationally is limited due to the lack of
robust data (AIHW, 2012). However, it is presumed that the rates among remote-dwelling
Aboriginal children in the NT are higher compared to non-Aboriginal children in view of the
developmental adversity they face (AIHW, 2011a; Carson, Guthridge, Li, & Measey, 2006;
Silburn, Robinson, Arney, Johnstone, & McGuinness, 2011; Zubrick et al., 2004).
While rates of developmental delay are unknown, there is evidence that Aboriginal children
are not faring as well as their non-Aboriginal counterparts (Wake, Sanson, Berthelsen, Hardy,
& Misson, 2008). The Australian Early Developmental Index (AEDI) is a population
measure that reports findings on the health and development of all young children (CCCH
and Telethon Institute for Child Health Research, 2009). Data from the AEDI for 2009
indicate that Aboriginal children are six times more likely to be developmentally vulnerable
in the language and cognitive skills domains than non-Aboriginal children in the NT (Silburn,
McKenzie, & Moss, 2010). It is also evident that school-aged Aboriginal children have lower
rates of attainment in literacy and numeracy than non-Aboriginal children (Penman, 2006;
Robinson, Silburn, & Arney, 2011). Almost two-thirds (63.4%) of Aboriginal students in the
NT scored below the national minimum standard for reading achievement on the 2012 Year 3
National Assessment Program for Literacy and Numeracy, while non-Aboriginal NT students
showed similar results to students in other jurisdictions (Australian Curriculum Assessment
and Reporting Authority, 2012).
A number of studies reporting on developmental outcomes for Aboriginal children in settings
outside the NT suggest Aboriginal children have poorer outcomes than non-Aboriginal
children. Leonard and colleagues (2003) reviewed multiple sources to determine the
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prevalence of intellectual disability in Aboriginal children in Western Australia. While we
need to acknowledge the limitations of mainstream cognitive tests in assessing children from
minority cultures, we cannot ignore the findings: Aboriginal children were more than twice as
likely as non-Aboriginal children to have a diagnosis of intellectual disability. Another study
examining the early life determinants of childhood intelligence in Brisbane, identified that
Aboriginal children scored lower than non-Aboriginal children on cognitive tests (Lawlor et
al., 2006). Notably, both these studies concluded that social circumstances and environmental
issues were contributing factors to the difference in scores.
In the Longitudinal Study of Australian Children, the score of the typical five year old
Aboriginal child from tests of English vocabulary and school readiness was 12 months behind
that of a typical non-Aboriginal child (Leigh & Gong, 2008). Notwithstanding the fact that
the tests used were likely to disadvantage children who only speak an Aboriginal language,
the vast majority (95%) of children in the sample spoke English at home, indicating a
significant test score gap. Another Australian study examined predictors of early
developmental progress in urban Aboriginal infants using the Griffiths Mental Development
Scales, a standardised developmental assessment (McDonald, Comino, Knight, & Webster,
2012). Although the authors report that the infants were mostly developing within the normal
range at 12 months, they demonstrated a significant difference in developmental progress in
the urban Aboriginal infants compared with the Griffiths standard norms. The 0.4 standard
deviation difference is similar to the difference found in the study described above by Leigh
and Gong (2008).
Remote-dwelling Aboriginal children are in the most disadvantaged quintiles in the country
and these studies confirm that they are undoubtedly among the children in most need of high
quality early childhood programs. There is no doubt these children would benefit from
programs to address the social determinants of health on a population level. However, this
does not need to be at the expense of programs that respond to individual needs. Practitioners
providing child health services require the skills, knowledge and tools to address early
childhood development, informed by what is now known about the importance of the early
years period during which interventions maximise a child’s developmental potential.
Early detection of developmental problems
If we are to favourably influence early trajectories of development, reliable methods for the
early identification of risk and developmental delay are needed (Shonkoff & Richter, 2012).
Early identification of delayed or disordered development needs to be followed by a
comprehensive assessment, which can inform specific and appropriate intervention. Given
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the importance of the early years, early intervention is crucial. This approach is supported by
the American Academy of Pediatrics and also by the Paediatric and Child Health division of
the Royal Australasian College of Physicians (AAP, 2006; Royal Australasian College of
Physicians, Paediatric and Child Health Division, 2012).
As a first step, the American Academy of Pediatrics (2006) recommends that developmental
surveillance should be incorporated at every well-child visit. They define surveillance as a
longitudinal, continuous process of recognising children who may be at risk of developmental
delays. The process includes five components: eliciting and addressing parents’ concerns
about their child’s development; documenting and maintaining a developmental history;
making accurate observations of the child; identifying the presence of risk and protective
factors; and documenting the process and findings. They also recommend that screening,
using standardised developmental screening tests, be periodically included. This is not as a
‘one-off’ screen, removed from routine care, but as part of the ongoing process.
Developmental screening, on its own, does not fulfil the well-accepted criteria for screening
processes (Dworkin, 1989). Screening is generally considered appropriate if the condition
has a test that is simple, convenient and valid, and the interpretation is straightforward.
Screening programs are justified for conditions where the test result is ‘pass/fail’, where it is
clear what further action needs to be taken if the test is failed, and where management can be
expected to alter the outcomes significantly (CCCH, 2002; Dworkin, 1989). The diverse
developmental problems that can occur in early childhood do not lend themselves to a
‘pass/fail’ screening program, presenting a challenge for developmental screening (Rydz et
al., 2006).
Nonetheless, the National Health and Medical Research Council review of child health
screening and surveillance activities concluded that there was insufficient evidence to make a
blanket recommendation for or against developmental screening programs (CCCH, 2002). It
recommended that “the identification of children who would benefit from early intervention
should not be based solely on the use of developmental screening tests, or limited to inquiry at
one point of time” (ibid, p15). The review highlighted that if developmental screening tools
are used, they should have adequate psychometric properties; that is, sensitivity and
specificity greater than 70%. The American Academy of Pediatrics recommendations are not
inconsistent with this National Health and Medical Research Council review; both
recommend that accurate developmental screening tools are used as part of surveillance or
developmental monitoring.
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Developmental monitoring is a term that is now commonly used and incorporates ongoing
surveillance supplemented and strengthened by standardised developmental screening tools
(AAP, 2008; Dworkin, 1989; Ertem et al., 2008; Glascoe & Dworkin, 1993). It refers to an
ongoing process during which health practitioners may utilise developmental screening
instruments in addition to discussing parental concerns, obtaining a history of risks and
making clinical observations. This process allows for early detection of problems, with
subsequent advice and referrals, and also encompasses promotion of healthy child
development (Bellman et al., 2013; CCCH, 2002). It provides an opportunity to offer support
and anticipatory guidance for those children who are on schedule with their development.
Notwithstanding the limitations of developmental screening programs, the American
Academy of Pediatrics does recommend the administration of developmental screening tools
as part of developmental surveillance or developmental monitoring. There is growing
evidence that suggests early detection of developmental problems is increased by the
administration of standarised developmental screening tools. Numerous studies show that
clinicians fail to recognise developmental delays in a timely manner without the use of
developmental screening tools, missing the majority of children with developmental concerns
(Brothers, Glascoe, & Robertshaw, 2008; Glascoe & Dworkin, 1993; Guevara et al., 2013;
Hix-Small, Marks, Squires, & Nickel, 2007; Sand et al., 2005).
The literature supports the use of standardised developmental screening tools leading to
timelier and more accurate detection of developmental problems (Cappiello & Gahagan,
2009; Hix-Small et al., 2007; Marks, Hix-Small, Clark, & Newman, 2009; Marks et al.,
2011). A randomised controlled trial comparing children screened with standardised
screening tools with those children screened simply using age-appropriate milestones at wellchild visits, found that children screened with the tools were almost twice as likely to be
identified with delays (Guevara et al., 2013). Those children screened with tools were also
more likely to be referred to early intervention and eligible for early intervention services in a
more timely fashion. Hix-Small et al. (2007) found similar results in a study conducted
comparing a paediatrician’s developmental impression with the results of the Ages and Stages
Questionnaire (ASQ) (Squires et al., 1999) in 12 and 24 month old children. Their study
found the ASQ identified more than double the number of children with delays.
Although none of the above studies specifically explored the role of developmental screening
tools in the Indigenous context, in a review of early childhood development and
developmental delay in Indigenous communities internationally, Cappiello and Gahagan
(2009) conclude that Indigenous children would benefit from development screening and
evaluation. While some commentators argue that there are many cross-cultural barriers that
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need consideration, there is still support for the process in principle (Ball & Le Mare, 2011).
The use of structured developmental screening tools, as part of developmental monitoring, is
also recommended in low- and middle-income countries, despite limited resources
(Abubakar, Holding, Van de Vijver, Bomu, & Van Baar, 2010; Ertem et al., 2008). In fact it
can be argued that the need for developmental screening tools is even greater in resource-poor
contexts where health care providers may not have the skills and knowledge about early
childhood that child health practitioners in high-income countries have. The Guide for
Monitoring Child Development is a development screening tool designed for use in low- and
middle-income countries to address this lack of health care providers’ early childhood
expertise in these settings (Ertem et al., 2008). This is not unlike the situation in remote health
services in the NT staffed by AHWs and nurses with limited child health training
(Department of Education Employment and Workplace Relations, 2013b; Lenthall et al.,
2011).
Despite this lack of skills and training, there remains a strong argument for health
practitioners playing a role in promoting and protecting child development in the international
literature. Engle and colleagues (2011) assert that health practitioners are ideally placed to be
involved in early child development as this might be the best opportunity to reach children
younger than three years. Furthermore, a child’s overall wellbeing, which encompasses
development, is influenced by many health conditions present from conception through those
early years that are best addressed by the health sector (Engle et al., 2013). Finally,
interventions to promote child development, such as improving caregiver practices and
supporting parents to provide attentive care, also benefit the child’s overall health (Richter,
2004; World Health Organization Department of Child and Adolescent Health and
Development, 1999). Thus, it is sound practice that these interventions are incorporated into
primary health care services.
Developmental monitoring in the Northern Territory
A universal developmental screening program was introduced to urban centres of the
Northern Territory in 2009. Child and family nurses are responsible for delivering the
program. They began using the Parental Evaluation of Developmental Status (PEDS)
(Glascoe, 1997) as a primary screen and the Brigance screen (Glascoe, 2002a) as a secondary
screen. This is consistent with other jurisdictions in Australia that all use developmental
screening tools as part of a formal developmental monitoring program (S. Goldfeld, personal
communication, 2013). However, no similarly structured program, utilising specific
instruments, is being undertaken in remote Aboriginal communities in the Northern Territory,
(Kruske, Paterson, & Anderson, 2008) and some remote area health centres dedicate little or
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no time to family support and specific training in child development. Data from a clinical
audit of child health services in Australian Aboriginal communities revealed that only 37% of
children aged between 3 months and 5 years had a record of any child developmental service
being provided in the previous 12 months (Bailie et al., 2008).
Although no formal universal developmental monitoring program is being delivered in remote
settings, the NT Government has put considerable effort into the development of the Healthy
Under 5 Kids program (HU5Ks) that was implemented in the 57 NT Government remote
health centres in 2009 (Kruske et al., 2008; McKinnon & Chatterji, 2008; NT Department of
Health, 2009). HU5Ks is a schedule of ten child health checks provided to all children under
five years of age living in remote Aboriginal communities. A care plan for each scheduled
visit provides a guide and acts as a prompt to health providers (see Appendix 6). Prior to the
introduction of HU5Ks, the Growth Assessment Action program had been in place in the NT;
this focused on the growth and nutritional status of Aboriginal children under five. The
HU5Ks is an expansion of the Growth Assessment Action program and includes, critically,
developmental monitoring.
The HU5Ks care plan includes a few general questions about development in addition to
specific age-related developmental pointers (see Appendix 6). Each of the ten care plans also
include anticipatory guidance on key topics such as play and communication, recommending
activities caregivers can use with children to promote development. The HU5Ks does
provide a framework with guidance for follow-up of particular problems identified.
However, it does not recommend using any particular developmental screening tools in the
remote Aboriginal context. The reason cited for this is the lack of accurate and valid
developmental screening tools tested for use with remote Aboriginal families, such that
recommendation of one tool above any others has been problematic (Department of Health
and Families & Graduate School for Health Practice, 2010). Consequently, families
accessing health care at urban health centres in the NT receive developmental monitoring that
incorporates developmental screening tools, while Aboriginal families living in remote
communities do not.
The lack of availability of appropriate developmental screening tools raises an issue of equity;
remote-dwelling Aboriginal children do not have access to comprehensive and best practice
care that is afforded to other children in Australia. This gap is a problem this study aims to
address.
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2.2 DEVELOPMENTAL SCREENING TOOLS
Although there are many developmental screening tools presently available (AAP, 2006;
Ertem et al., 2008; Glascoe, 2000; Macy, 2012; Marks et al., 2011; Squires et al., 1997) they
vary considerably in their psychometric properties, methods of administration and the training
required for their administration, scoring and interpretation. Table 2-1 below includes a list of
general developmental screening tools currently in use, describing the tools, comparing their
properties and commenting on their suitability for the Australian Aboriginal context. The
majority of instruments have been developed in the United States, with most validity studies
conducted on American populations.
A number of the developmental screening tools described in Table 2-1 are used in Australia,
but there is little systematic evidence on whether these instruments are useful and accurate for
Australian Aboriginal populations. The PEDS is being used in two Australian studies: the
Longitudinal Study of Australian Children (LSAC) and the Longitudinal Study of Indigenous
Children (LSIC). However, to date there are no published reports on the utility of the tool in
the Australian Aboriginal population. Other than a single report on the use of the Brigance
screens with Australian Aboriginal children in the Northern Territory (D'Aprano et al., 2011),
there have been no reported studies examining the psychometric properties and the linguistic
and cultural appropriateness for use in remote Australian Aboriginal settings of any
developmental screening tools.
Despite a significant proportion of Aboriginal children living in urban centres (ABS, 2011a),
there has been very little research examining the developmental needs of urban Aboriginal
children. A systematic review of the literature regarding the health, development and
wellbeing status of Indigenous children found the majority of studies focused on physical
health and that the literature exploring urban Indigenous child development and wellbeing
was scarce (Priest, Mackean, Waters, Davis, & Riggs, 2009). One study has been conducted
to determine the appropriateness of using a developmental assessment tool, the Griffiths
Mental Developmental Scales, with urban Aboriginal children in New South Wales (Bennett,
McDonald, Knight, Comino, & Henry, 2010) but none looking at developmental screening
tools. Notably, no studies have been published examining the appropriateness of the Griffiths
Mental Developmental Scales, or any developmental assessment tool, in the remote
Aboriginal context.
The lack of culturally appropriate developmental screening tools is recognised as a problem in
other Indigenous populations. In a report examining the health and well-being of Aboriginal
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0-8 yr

10

Single response form for all ages; score
form guides users; columns for each age
range that show which concerns predictive
of developmental and behavioural
problems.

Parental questionnaire; screening and
surveillance tool. Elicits parents’ concerns
thus promoting family-centredness,
collaboration and cultural competence.
Two open ended questions and eight
questions covering various developmental
domains; 4-5th grade reading level.

Description

Risk Category; score form
guides need for referral,
additional screening, or
continued monitoring.

2-10 minutes to administer
and score (depending on
whether parents complete or
completed by interview).

Admin time and Scoring

Use with urban Indigenous
families but not remote.

Available in English and at
least 12 other languages.

Longitudinal Study of
Indigenous Children and
Longitudinal Study of
Australian Children using
PEDS.

NT: Was being used as 1º
screen by Child and Family
Nurses in Darwin/Palmerston
Other Australian
jurisdictions: 1º screen New
South Wales, Victoria,
Tasmania, Australian Capital
Territory and Western
Australia.

Use and cultural
considerations

PEDS detects, via unique pattern
of concerns, the most common
disabilities – Intellectual
disability, language impairments,
learning disabilities and Autism
spectrum disorders with 70-75%
accuracy.

Validation studies; standardised
with 771 children from diverse
cultural backgrounds.

Sensitivity 74-84%, specificity
70-80%.

Psychometric properties

Administration costs low.

Trial in remote Australian Aboriginal
Communities (unpublished) – open ended
questions not suitable. Child not directly
involved.

Widespread use in clinical and research
settings in Australia, as a primary screen.

Feasibility study in Melbourne (Coghlan
2003) – similar prevalence rates to
American population.

Comments

Age
range

2-60 mo

No. items

30-35
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19 age specific questionnaires screening 5
domains – communication, gross motor,
fine motor, problem-solving and personalsocial; 4-5 pages for each age level.

Overall reading level is Grade 5 but some
questions more challenging and reach the
12th grade level.

Parental report and with older children
questionnaire prompts parents to elicit
children’s skills. Provides simple drawings
and directions for eliciting careful
responses.

Description

15 minutes to complete and
score.

Admin time and Scoring

2º screen in New South

Other jurisdictions: South
Australia state wide 1º screen
(including rural and remote
Aboriginal clients).

NT use – Children’s
Development Team; 1º
screen by urban Community
Nurses since 2012;
Australian Nurse Family
Partnership Project (ANFPP)
in Alice Springs

Psychometric study
conducted in Australia.

Use and cultural
considerations

3rd edition– Data include
completed questionnaires on
18,572 children between 1 and 66

One of few psychometric studies
conducted in Australia
(sensitivity 90%) (Skellern,
2001).

Well standardised, validated on
naturalistic national samples
against a range of criterion
measures.

Specificity 76-91% .

Sensitivity 76-90%.

Psychometric properties

Separate CD-ROM (ASQ Manager) enables
storage of results on multiple children thus
potential for data aggregation.

Administration costs low.

Increasing use across Australia. Widespread
international use. Good body of literature.

Use by Urban nurses, Children’s
Development Team and ANFPP provides
useful experience for cross-cultural
adaptation and potential for comparative
data.

Comments

(Bricker & Squires, 1999; Skellern et al., 2001; Squires et al., 1997; Squires et al., 1999; Squires, Twombly, Bricker, & Potter, 2009)(S.Goldfeld, personal communication, 2013)

Ages and Stages Questionnaire-3 (ASQ-3)

Age
range

No. items

(Coghlan, Kiing, & Wake, 2003; Glascoe, 1997; Glascoe & Dworkin, 1993; Glascoe & Dworkin, 1995)

Parents’ Evaluation of Developmental Status (PEDS)

Table 2-1: Developmental screening tools

0-90

8-10 items
(9 forms)

9 forms for each 12 month age range.

Psycho-social risk cutoff scores.

Can monitor progress over time, utilising
the growth indicator score.

Direct elicitation and observation of child
(except 0-2 age range). Items screen
speech-language, motor, pre-academic
skills, personal–social skills and general
knowledge. Reading and maths at older
ages.

Description

Age
range

3-24 mo

No. items

10-12

20

Includes item sets containing 11 to 13
items selected from the full Bayley Scales
and neurological assessments.

Examiner skill is critical – especially for
neurological exam.

Assesses neurological function,
neurodevelopmental skills and
developmental accomplishments.

Direct elicitation; screens infants at risk for
neurological impairment or developmental
delay.

Description

(Aylward, 1995; Aylward & Verhulst, 2000)

Bayley Infant Neurodevelopmental Screen (BINS)

mo

Age
range

No. items

(Brigance, 2006; Glascoe, 2002a, 2002b)

Brigance Screens

Risk category; test results
categorise performance into
low/mod/high risk via cutoff
scores for each of the
domains.

15 minutes.

Admin time and Scoring

Criterion based results; each
item generates a score which
produces a quotient,
percentile and cutoff and age
equivalent scores for various
domains.

15 minutes to administer.

Admin time and Scoring

Risk category; provides
pass-fail score in each
domain. Cut off score
indicates action
required/need for possible
further evaluation.

Validity studies provide support
of the quality of items to predict
academic performance from the
beginning to the end of transition
year. Normed on 1156 children
from 21 states.

2º screen in New South
Wales.

Tool largely used in neonatal
follow-up clinics.

Use and cultural
considerations

Up to 24 months only.
Neonatal follow-up of high risk infants.
High level of skill required.

Specificity 75-86%.
Normed on 1700 children to
match 2000 United States census.

Comments

Experience of Child and Family nurses
suggests more training required than
suggested by manual. Need to be very
familiar with the tool to use it efficiently but
this is true of any tool.

Trialed in remote Australian Aboriginal
communities. Found to have many
limitations due to cultural relevance and
method of administration.

Comments

Sensitivity 75-86%.

Psychometric properties

Sensitivity 73-86% Specificity
73-86%

NT – was being used as 2º
screen (now using ASQ).

Available in numerous
languages.

Psychometric properties

months of age.

Use and cultural
considerations

Some experiences of use
with Aboriginal families in
Australia.

Spanish, French, Korean,
Vietnamese adaptations.

Wales and Western
Australia.

1-42 mo

136

Lists items that can be easily observed at
any time during administration. Can use the
checklist to become familiar with items
that can be observed outside the standard
administration order, saving administration
time. Make paper copies or note observed
items, then later transfer to master.

Added tool Bayley-III Observational
Checklist.

Selected items from the full Bayley-III
battery. Cognitive, language, and motor
domains tested.

Combination of direct elicitation,
observation and parental report.

Description

Age
range

Birth to
8 yr

No. items

100
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Offers choice among cutoff scores
(pass/fail) or age equivalent (1, 1.5, 2 SD
below the mean).

100 items across 5 domains; PersonalSocial, Adaptive, Motor, Communication,
and Cognitive ability.

Direct elicitation, observation and parent
interview.

Description

(Glascoe & Byrne, 1993; Newborg, 2004)

Battelle Developmental Inventory Screening Test-II (BDIST-II)

Age
range

No. items

(Bayley, 2005)

Quantitative; produces
percentiles and quotients.
Scores compared with
cutoffs to determine need for
referral.

Skill and experience
required. Training required.

on age).

10-30 minutes (depending

Admin time and Scoring

Risk category; cutoff scores
according to age.

20-35 minutes. Skill and
experience required to
interpret.

Admin time and Scoring

Bayley Scales of Infant and Toddler Development (Bayley-III) Screening Test

English and Spanish.

Recommended use as
universal screening for
academic progress and
learning difficulties.

Use and cultural
considerations

Suggested sites for use early intervention centers,
Early Head Start programs,
pediatric offices, day care
centers — settings where
many children are cared for
on a regular basis.

Use and cultural
considerations

Reliability and validity studies
extensive and provide abundant
psychometric support. Normed on
2500 children to match 2000
United States Census.

Sensitivity 72-93% Specificity
79-88%.

Psychometric properties

Standardised on a sample of 1700
children.

Reliability high, test-retest stable
and inter-rater reliability very
high.

Psychometric properties

Requires training, skill and experience.

Not commonly used in Australia.

Suggested use by publishers: Use the
screening component for early identification
of deficits that could later impact academic
achievement – as universal screening
assessments.

Comments

Training required to administer and
interpret.

Not widely used in Australia.

This appears user friendly and is easy to
score.

Comments

18 mo 6 yr

300

Results in developmental quotients for
different domains.

Parent completed questionnaire; examining
8 domains; social, self-help, gross motor,
fine motor, expressive language, language
comprehension, letters, and numbers.

Description

18 mo 5 yr

6 open
ended
Questions;
99 items
across all
ages

Each question is pass or fail.

Parent completed questionnaire; additional
professional completed milestones chart.
Screens social, self-help, motor and
language skills.

Description

Responses to parental
responses classified as either
no problem/a possible
problem/a possible major
problem.

20 minutes.

Admin time and Scoring

Quantitative; provides age
equivalents in each domain
and standard deviations.

Requires 7th-8th grade
reading level – impractical.

30-50 minutes.

Admin time and Scoring

Birth - 6
yr

125

Direct elicitation; provides 125 items
covering 4 domains; personal-social, fine
motor adaptive, language and gross motor;
results in normal, questionable, abnormal
categories.

Description

Risk category; pass or fail
for each question, then
responses compared with
age-based norms to classify
in normal, suspect or
delayed range.

20 minutes + scoring and
interpretation

Admin time and Scoring
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Adapted from the American Academy of Pediatrics, 2006

Age
range

No. items

(Frankenburg, Dodds, Archer, Shapiro, & Bresnick, 1992; Glascoe et al., 1992)

Denver-II Developmental Screening Test

Age
range

No. items

(Ireton, 2004)

Child Development Review-Parent Questionnaire (CDR-PQ)

Age
range

No. items

(Doig, Macias, Saylor, Craver, & Ingram, 1999; Ireton, 1992; Montgomery et al., 1999)

Child Development Inventory (CDI)

Although no longer
recommended traditionally
has been used by
paediatricians

Use and cultural
considerations

Use and cultural
considerations

Spanish version available.

Particular useful for
screening at-risk children
even when applied to a
population of low
socioeconomic status and
low education level.

Use and cultural
considerations

Not widely used in Australia.

Standardised with 220 children,
primarily white, middle class
families.

Studies by other researchers show
it consistently over-refers or
under-detects

Standardised in Colorado only, on
2096 children. No recent
validation studies.

Sensitivity 56-83% Specificity
43-80%

Generally considered inappropriate as
screening tool.

Poor psychometrics.

Comments

Poor sensitivity.

Specificity 88%.

Psychometric properties

Begins at 18 months.

Comments

Not widely used in Australia.

Excellent psychometrics. However, 300
items - takes up to 50 minutes to administer;
only begins at 18 months. Poor
generalisability.

Comments

Sensitivity 68%.

Psychometric properties

Normative data gathered from
568 children who were 95%
Caucasian.

Specificity 94-96%.

Sensitivity 80-100%.

Psychometric properties

children in Canada, Ball (2008b) highlights the lack of early childhood screening, monitoring
or diagnostic tools validated for use with Canadian Aboriginal children. She argues that the
use of culturally inappropriate tools for monitoring and screening has led to serious negative
consequences, such as over- and under-recognition of children with developmental
challenges; services introduced too late; and undermining Indigenous language and cultural
goals for development through an emphasis on the dominant culture and language (Ball &
Janyst, 2008). Measuring the impact of programs on Aboriginal children’s development is
fraught with difficulty if appropriate instruments to measure the developmental outcomes are
not available (Ball, 2008b). Yet, the challenges of adaption have meant that there have been
no studies exploring the cultural appropriateness of developmental screening or assessment
tools for use in the Canadian Aboriginal population (J. Ball, personal communication, 2013).
In an attempt to address the lack of formal methods for developmental monitoring of children
in remote communities in the NT, a trial of two developmental screening tools, the PEDS
(Glascoe, 1997) and the Brigance (Glascoe, 2002b), was conducted in three remote
Aboriginal communities in the NT (D'Aprano, 2009; D'Aprano et al., 2011). While these
United States (US) developed instruments are used widely with non-Aboriginal children in
Australia where they have been shown to detect similar prevalence rates of developmental
delay to the American population, the pilot assessment of their use with Aboriginal children
in remote NT communities suggests that they have poor validity for the reliable identification
of children at risk of developmental disorders. The Brigance, a developmental screen
administered directly to the child, was found to be of limited utility for reasons of cultural
relevance and its specific methods of administration. In contrast to the Brigance, the PEDS is
a parental questionnaire. Engaging the parents and caregivers in this context, particularly to
answer the PEDS open-ended questions, was challenging.
The trial highlighted a number of biases such as language and cultural relevance, and methods
of administration of developmental screening tools designed for use in one culture and used in
another. The authors argued that there is a need for a tool that is culturally adapted to address
these biases and that would enable children to demonstrate their developmental abilities and
level of functioning. Furthermore, the study’s conclusion was that a more suitable tool should
include parents and caregivers as active participants, and thus facilitate the partnership
considered important to promote a child’s development.
Notwithstanding the limitations of standard developmental screening tools described above,
two screening tools were identified as showing promise for use in this context; the Guide for

23

Monitoring Child Development (GMCD) (Ertem et al., 2008) and the Ages and Stages
Questionnaire 3 (ASQ-3)(Squires et al., 1997).
Guide for Monitoring Child Development
The GMCD is a developmental monitoring instrument developed in Turkey specifically for
use in low- and middle-income countries. Its implementation process includes three
components: monitoring child development, promoting child development and managing
developmental difficulties that have been identified. The GMCD monitoring component is a
practical, brief, family-centred instrument that employs an open-ended interview technique.
The training is brief and provides a guide for developing relationships with carers to promote
child development. The instrument demonstrates promising psychometric properties, with
sensitivity and specificity in the acceptable range for developmental screening tools. A large
international validation study is planned to assess its accuracy and reliability.
However, in view of its relatively recent development, there is little experience using the
GMCD outside Turkey. Additionally, although the author intends to make the tool freely
available (I. Ertem, personal communication, 2009), access to the GMCD is limited until the
validation study is completed.
Ages and Stages Questionnaire-3
The ASQ-3 was designed to be used as a tool to involve parents and acknowledges that
‘screening systems’ should not rely on one-off screens but should follow children over time.
The ASQ-3 uses parent report and prompts for parents to elicit skills in the child. It has also
been designed to be self-administered or completed by interview and takes 10-15 minutes to
complete. The ASQ-3 has been validated in a large, diverse standarisation sample in the
United States and also has acceptable psychometric properties for a developmental screening
tool, with sensitivity ranging from 70-90% and specificity 76-91% (Squires et al., 1997).
There is considerable experience with the ASQ-3 in Australia as it is being used in most states
and territories (S.Goldfeld, personal communication, 2013)(Nicol, 2006). One validation
study with non-Aboriginal children has been reported in Australia (Skellern, Rogers, &
O'Callaghan, 2001). More locally, it is being used with Aboriginal families in Alice Springs
as part of the Australian Nurse Family Partnership Program (ANFPP) based on Old’s Nurse
Family Partnership program in the US (Olds, Sadler, & Kitzman, 2007). To date there are no
published reports on the use of the tool in the ANFPP; however, personal communication
with the program’s nurse educator suggests a high level of satisfaction both from the nurses
and the mothers in the program (J. Finlayson, personal communication, Feb 2011).
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The ASQ-3, widely used in the US (Janson & Squires, 2004), has been shown to be
applicable to diverse populations. It has now been translated and used successfully in Spain,
French-Canadian provinces, Norway, Korea, Taiwan, the Netherlands and Turkey and studies
generally support its cross cultural validity. Heo et al. (2008) found that mean scores of
children on the Korean translation of the ASQ were generally similar to the US normative
sample. In their Dutch study, comparing the 48-month scores with US, Norwegian and
Korean samples, Kerstjens et al. (2009) found few cross-country differences. Similar results
were found in other adaptations, with minimal variations in results (Campos, Squires, &
Ponte, 2011; Dionne, Squires, Leclerc, Peloquin, & McKinnon, 2006; Kapci, Kucuker, &
Uslu, 2010; J. Richter & Janson, 2007; Tsai, McClelland, Pratt, & Squires, 2006).
At the time of this study commencing, the GMCD validation study was not yet underway and
given the limited experience of the tool and restricted availability, using this tool in the study
would have proved difficult. By contrast, there was local experience of the ASQ-3 as well as
a considerable international literature. Additionally, the tool possessed the necessary qualities
and accessing the tool was straightforward. Therefore the decision was made to proceed with
the adaptation of the ASQ-3. Notably since the beginning the study, the ASQ-3 has replaced
the PEDS and Brigance as the screening tool used by child and family nurses in urban centres
in the NT.

2.3 CROSS-CULTURAL TEST ADAPTATION
While the use of the ASQ-3 in the above populations has demonstrated cross-cultural validity,
this is not the same as being culturally independent, as some authors would suggest. ‘Cultural
independence’ means that culture does not play a role in influencing practices and beliefs
leading to differences in children’s development, and that cultural differences are not relevant
to any aspects of the ASQ-3 questionnaire methods. Yet many of the authors who claim the
ASQ-3 is culturally independent go on to describe the need for cultural adaptation. Tsai et al.
(2006) who make this claim used an expert panel to review the cultural appropriateness of the
Taiwan adaptation and they acknowledge that the experts’ training may have reflected
Western values and norms. Despite also supporting the view that the ASQ-3 is culturally
independent, Kapci et al. (2010) report that they made modifications to the ASQ and argue
that variations in language and cultural context should be taken into consideration when
adapting developmental screening instruments. Kerstjens et al. (2009) found few crosscountry differences in their study, however again, stressed the need for careful adaptation for
different cultural settings and languages. According to Janson et al. (2004) and Heo et al.
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(2008), attention and consideration must be given to cultural adaptation, and where they
found differences did exist, these were attributed to cultural and linguistic differences.
Most of these studies were conducted in Western cultures or high-income nations and an
assumption is made that the findings may generalise to other similar settings (Janson &
Squires, 2004; Kerstjens et al., 2009). However, we cannot assume that the findings
published in the literature generalise to the remote Australian Aboriginal context. To be able
to use the ASQ-3 with remote-dwelling Australian Aboriginal families, cultural and linguistic
adaptation would be necessary. Although there have been no published studies of the ASQ-3
in Indigenous cultures and there are none currently underway (J. Squires, personal
communication, 2011), the feasibility and acceptability of the ASQ-3 across a number of
different cultures and language groups is encouraging.
The following section will outline the literature reviewed that informed the cross-cultural
adaptation of the ASQ-3 for use in the remote Australian Aboriginal context.

2.3.1 Cross-cultural adaptation: a definition
Cross-cultural adaptation refers to a process that looks at both language and cultural
adaptation issues in the process of revising a test for use in another setting. Therefore, the
term ‘adaptation’ is quite broad in its definition, encompassing all the activities that should
occur in practice when preparing a test that is designed in one language and culture, for use in
a second culture (Hambleton, 2005). This includes deciding whether the test measures the
same construct in a different language and culture, selecting the translators, making
modifications to prepare the test for translation, translating the test, and evaluating the
adapted form’s equivalence. Test adaptation is far more than simply a literal translation of
the content and there is wide consensus to support this view (Beaton, Bombardier, Guillemin,
& Ferraz, 2000; Brislin, 1986; Geisinger, 1994; Hambleton, 2001; Hambleton, 2005).
Adaptation of pre-existing tests is required if we are to ensure suitable and valid tests are
available within a different cultural context (Dingwall & Cairney, 2010; Guillemin,
Bombardier, & Beaton, 1993). An added advantage of test adaptation is that it enables
comparisons between different groups (Sanson-Fisher, Campbell, Perkins, Blunden, & Davis,
2006). This is particularly relevant in the case of comparisons of effective interventions
between different cultures (Herdman, Fox-Rushby, & Badia, 1997). We must be mindful
however, that without paying due concern to the development of culturally appropriate tests,
comparisons across cultural groups are not valid (van de Vijver & Poortinga, 1997).
Adaptation also allows for minority groups to be represented, rather than biasing the
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dominant culture of the country. Finally, there is a need for measures that can be used for
program monitoring and evaluation universally and adapting existing tests is a way of dealing
with the lack of available tests in many cultures (Van Widenfelt, Treffers, De Beurs,
Siebelink, & Koudijs, 2005). Importantly, this can be a more cost-effective approach than
developing new tests (Hambleton, 2005).

2.3.2 Approaches to test adaptation
There are many well-established approaches to the adaptation of tests for use in cross-cultural
health research (Beaton, Bombardier, Guillemin, & Ferraz, 2007; Brislin, 1986; Eccles,
Grimshaw, Walker, Johnston, & Pitts, 2005; Hambleton, 2005; Jones, Lee, Phillips, Zhang, &
Jaceldo, 2001; Sousa & Rojjanasrirat, 2011). However, there remains significant variation
and lack of consensus in how these approaches should be used (Maneesriwongul & Dixon,
2004).
As early as 1970, Brislin described the process of back translation when using tests in crosscultural research. In back translation, a bilingual person translates from the source language
to the target language. The second step involves another bilingual person blindly translating
the target version back to the source. The process can be repeated with different bilingual
people translating each step (see Fig 2-1). The researcher then compares the last version with
the original source version, checking for concept equivalence. Brislin describes this as
‘decentering’; the process of moving between the languages removes any language as being
the centre of attention (Brislin, 1986).
Figure 2-1: Brislin’s back translation steps
Source
language

Bilingual #1

Target
language

Bilingual #2

Source
language

Target
language

Bilingual #3

Source
language

Bilingual #4

Critics of this approach argue that when used in isolation, while the translated version may be
linguistically correct, this does not ensure equivalence and the end result may be poor quality
from a psychological point of view (Hambleton, 2005; Maneesriwongul & Dixon, 2004; van
de Vijver & Tanzer, 2004; van de Vijver & Poortinga, 1997). Back translation may not
uncover issues of cultural relevance and critical semantic meanings (Baker et al., 2010).

27

Geisinger (1994) describes an additional potential problem with translators who, conscious
that their work will be back translated, use wording that ensures the back translation will be
an accurate reproduction of the original, rather than using wording that is more relevant for
the target language.
As Brislin (1986) himself points out however, “like any single method or approach, back
translation is no panacea” (p. 161) and recommends that multiple techniques should be used.
The other techniques Brislin has recommended are the pre-testing, bilingual and committee
approaches. He recommends pre-testing as a complementary approach to reveal problems
with the target language version when in actual use. In the bilingual technique the original
and target language versions are tested with bilingual subjects. In the committee approach, a
team of bilingual translators is used to translate the test from the source into the target
language. Again, when used independently each technique has its weaknesses, and multiple
techniques are generally recommended (Maneesriwongul & Dixon, 2004).
Beaton et al. (2007) have developed guidelines for translating and adapting quality of life
questionnaires cross-culturally. They assert that the process is designed to maximize the
semantic, idiomatic, experiential and conceptual equivalence between the source and target
questionnaires (Beaton et al., 2000). They describe six steps in the cross-cultural adaptation
process. Stage I is the initial translation, which is the forward translation and it is
recommended that two forward translations are made. Bilingual translators whose mother
tongue is the target translation are used, preferably with different backgrounds; one with
content knowledge and the other a ‘naïve translator’ with no clinical or medical background.
Stage II involves synthesis of the translations, with the two translators reaching a consensus
and producing one common translation.
Working from the common translation, Stage III is a back translation using a translator who is
blind to the original. Two of these back translations are considered a minimum and the
translators should have the source language as their mother tongue. This step in the process is
a validity check, focusing on the item content. Stage IV involves an expert committee
composed of methodologists, health professionals, language professionals and the translators.
The role of the expert committee is to consolidate all the versions and after consensus,
develop the prefinal version for field testing. Four areas are the focus of equivalence between
the source and target version: semantic equivalence, idiomatic equivalence, experiential
equivalence and conceptual equivalence. Consensus should be reached on all items after
examining the source and back translated questionnaires and if necessary the translation
processes should be repeated for clarification. Stage V of Beaton’s guidelines is the field test
of the prefinal version in the target setting. Between 30 and 40 people should be tested and,
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after completing the questionnaire, should be interviewed to probe what they thought each
item meant. The final stage, stage VI, is a submission of documentation to the developers or
coordinating committee for appraisal of the adaptation process.
The third main set of guidelines reported in the literature are those specifically designed for
translation and adaptation of psychological and educational tests. These have been developed
by an international working group under the auspices of the International Test Commission
(ITC) (Hambleton, 2005; International Test Commission, 2010). The ITC guidelines, as
listed in Box 2-1, are organised into four sections: context, test development and adaptation,
administration, and documentation/score interpretations, with 22 guidelines in total
(Hambleton, 2005). The context category addresses concerns about construct equivalence in
the language group of interest. The test development and adaptation category addresses
concerns in the process of adapting a test and includes guidelines from choosing translators to
measurement methods. The administration category includes guidelines addressing the way
tests are administered including selecting and training administrators, choosing item formats
and establishing time limits. The final category of guidelines concerns documentation and
score interpretation. It addresses concerns regarding the documentation of the adaptation
process to establish the validity of an adapted test. Each guideline is further described by: 1.
rationale for including the guideline, 2. steps for addressing the guideline in practice, 3. a list
of common errors, and 4. a set of references.
Box 2-1: International Test Commission guidelines
Context
C.1 Effects of cultural differences which are not relevant or important to the main purposes of the
study should be minimized to the extent possible.
C.2 The amount of overlap in the construct measured by the test or instrument in the populations
of interest should be assessed.
Test Development and Adaptation
D.1 Test developers/publishers should insure that the adaptation process takes full account of
linguistic and cultural differences among the populations for whom adapted versions of the test or
instrument are intended.
D.2 Test developers/publishers should provide evidence that the language use in the directions,
rubrics, and items themselves as well as in the handbook are appropriate for all cultural and
language populations for whom the test or instrument is intended.
D.3 Test developers/publishers should provide evidence that the choice of testing techniques,
item formats, test conventions, and procedures are familiar to all intended populations.
D.4 Test developers/publishers should provide evidence that item content and stimulus materials
are familiar to all intended populations.
D.5 Test developers/publishers should implement systematic judgmental evidence, both linguistic
and psychological, to improve the accuracy of the adaptation process and compile evidence on
the equivalence of all language versions.
D.6 Test developers/publishers should ensure that the data collection design permits the use of

29

appropriate statistical techniques to establish item equivalence between the different language
versions of the test or instrument.
D.7 Test developers/publishers should apply appropriate statistical techniques to (1) establish the
equivalence of the different versions of the test or instrument, and (2) identify problematic
components or aspects of the test or instrument which may be inadequate to one or more of the
intended populations.
D.8 Test developers/publishers should provide information on the evaluation of validity in all
target populations for whom the adapted versions are intended.
D.9 Test developers/publishers should provide statistical evidence of the equivalence of questions
for all intended populations.
D.10 Non-equivalent questions between versions intended for different populations should not be
used in preparing a common scale or in comparing these populations. However, they may be
useful in enhancing content validity of scores reported for each population separately.
Administration
A.1 Test developers and administrators should try to anticipate the types of problems that can be
expected, and take appropriate actions to remedy these problems through the preparation of
appropriate materials and instructions.
A.2 Test administrators should be sensitive to a number of factors related to the stimulus
materials, administration procedures, and response modes that can moderate the validity of the
inferences drawn from the scores.
A.3 Those aspects of the environment that influence the administration of a test or instrument
should be made as similar as possible across populations of interest.
A.4 Test administration instructions should be in the source and target languages to minimize the
influence of unwanted sources of variation across populations.
A.5 The test manual should specify all aspects of the administration that require scrutiny in a new
cultural context.
A.6 The administrator should be unobtrusive and the administrator-examinee interaction should
be minimized. Explicit rules that are described in the manual for administration should be
followed.
Documentation/Score Interpretations
I.1 When a test or instrument is adapted for use in another population, documentation of the
changes should be provided, along with evidence of the equivalence.
I.2 Score differences among samples of populations administered the test or instrument should
not be taken at face value. The researcher has the responsibility to substantiate the differences
with other empirical evidence.
I.3 Comparisons across populations can only be made at the level of invariance that has been
established for the scale on which scores are reported.
I.4 The test developer should provide specific information on the ways in which the sociocultural and ecological contexts of the populations might affect performance, and should suggest
procedures to account for these effects in the interpretation of results.
Source: Hambleton, 2005

Finally, Herdman et al.’s approach (1998) is a model developed to examine equivalence
between source and target language versions of health-related quality of life measures and
adopts a universalist approach. This approach borrows from the field of cross-cultural
psychology, the study of human behaviour with the focus on the relationship between human
behaviour and culture. Berry and colleagues (2011) provide a clear definition of cross-
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cultural psychology as the study of “similarities and differences in individual psychological
functioning in various cultural and ethno-cultural groups; of the relationships between
psychological variables and socio-cultural, ecological and biological variables; and of
ongoing changes in these variables” (p. 5).
Three general theoretical orientations have been proposed to distinguish the various
perspectives within cross-cultural psychology (Berry et al., 2011). These different theoretical
perspectives from cross-cultural psychology literature inform different approaches to test
adaptation (Baker et al., 2010; Herdman et al., 1998). The position of absolutism assumes
that across cultures, all psychological phenomena are the same. From this perspective,
culture is not thought to play a part in the meaning or demonstration of human qualities and
characteristics. Relativism, on the other hand, assumes that culture determines all human
behaviour. The position of relativism attempts to understand human behaviour through the
lens of the cultural context in which people have developed. Finally, universalism takes the
middle ground. It assumes that all people have basic psychological processes in common and
that culture influences the development and expression of psychological characteristics. This
approach does not assume that psychological phenomena will be the same across cultures and
therefore assessment procedures are likely to require adaptation. While the starting point may
be the same theory or test, the approach to the use of the test needs to be informed by local
cultural knowledge (Berry et al., 2011).
Herdman’s universalist approach challenges the assumption that health-related quality of life
is similar across cultures and instead aims to use only aspects of a concept that are truly
universal across cultures. From this point of view there is a need to first assess the extent to
which a concept is the same across cultures. It is only these universal aspects that are used in
a test for measuring a concept. The model defines six types of equivalences: conceptual
equivalence to investigate which domains are important to the concept in the target culture
and the relationship between them; item equivalence to examine critically the items used to
tap those domains as the relevance of items may vary across cultures; semantic equivalence to
ensure that any translation which takes place leads to semantically equivalent items;
operational equivalence to ensure that the measurement methods used are appropriate to the
culture in question; measurement equivalence to examine the outcome of the process in terms
of instrument behaviour; and functional equivalence to summarise the process and findings
with this final type of equivalence.
Herdman’s universalist approach was used as a guiding framework for the adaptation of the
ASQ-3 as this approach aligned with the ethics and values underpinning the study being
conducted with Aboriginal people. The adaptation process also borrowed from the other
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models to meet the specific needs of this context. It was necessary to look to the other models
as a more detailed operationalisation was needed than Herdman’s theoretical framework
provides, particularly for the translation process. The following section begins with an
outline of the equivalences described in the universalist approach while also explaining how
the other approaches informed the final model adopted.

2.3.3 Universalist approach to adaptation
Conceptual equivalence
Conceptual equivalence involves exploring the way different cultures conceptualise a
construct, for example, health and quality of life. Conceptual equivalence is achieved when
tests have the same relationship to the underlying concept in both cultures, particularly in
terms of the nature and emphasis on particular domains that are included. Herdman suggests
establishing local perception of the concept, for example, health-related quality of life, firstly
by reviewing local literature and publications; secondly, by consulting experts in the target
culture and ensuring a broad range of representative opinions, from health professionals, to
anthropologists, to linguists and area specialists is necessary; and finally, Herdman
recommends including the general population more broadly to explore views on the concept.
Item equivalence
Item equivalence is described as the way in which domains are sampled. The validity of
items as measures of a particular domain, and the relevance and acceptability of items may all
vary across cultures. An initial qualitative review of the relevance of items is necessary to
establish item equivalence. Reviewing available data, employing a more structured approach
to elicit ‘expert’ judgements, and accessing the target population itself through various
methods, are all approaches to determine alternatives or evidence for removal of items. More
sophisticated psychometric methods need to be used to gain a more precise picture, once a
pilot version is available.
Semantic equivalence
Semantic equivalence describes the transfer of meaning across languages. Items should
achieve a similar effect with respondents in different languages. An important aspect of
meaning is to guarantee that an appropriate language level is used for the target population. It
is recommended that prior to any translation the key words are clearly understood. Herdman,
in contrast to the other authors, does not propose any structured translation procedure. As

32

such, the ITC (Hambleton, 2005) and Brislin’s (1986) recommendations informed the
translation model adopted in this project.
An important first task is to contact the original developers to obtain descriptions of the ideas
informing the language. Another important issue to consider is the skill of the translators.
Herdman suggests that there is an element of ‘art’ involved and adds that personal
recommendations for translators are worth following up. He proposes advising translators of
the target audience to ensure the correct register (level of language) and dialect is used.
Employing additional translators to comment on the semantic equivalence of the source and
target versions, and linguists who are experts in the target language to assess the linguistic
quality of the translated items, provides further checks of the quality of translation. Herdman
also highlights the importance of protocols in translation meetings and the development of
criteria for decision making in meetings.
Ensuring the language used in the original instrument is clearly understandable before the
translation begins is a critical step. Brislin (1986) recommends several strategies for
producing written material that is easily translatable. Although written with the intention of
providing a guide for producing tests in ‘translatable’ English, the guidelines are also useful
in the modification of existing tests for translation with a view to improving the quality of
adaptations (see Box 2-2).
Operational equivalence
Operational equivalence is attained when the results are not affected by format, instructions,
mode of administration and measurement methods. Other factors to consider when
investigating operational equivalence are different levels of literacy, customs of addressing
people, suitability of measurement methods (e.g. the use of closed questions, visual analogue
scales, likert scales), and time frame of questioning.
A prior awareness of the potential inappropriateness of some of the operational issues is a
significant advantage. However, Herdman also recommends conducting literature reviews
relating to instrument use, experience of other researchers in other cultures, literacy rates in
the target culture, anthropological and sociological data on cultural norms, and interview and
testing of proposed methods with samples of the target population.
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Box 2-2: Brislin’s Guidelines for writing material that is readily
translatable
Use short, simple sentences of less than 16 words.
Employ the active rather than the passive voice.
Repeat nouns instead of using pronouns.
Avoid metaphors and colloquialisms.
Avoid the subjunctive.
Add sentences to provide context for key ideas.
Avoid adverbs and prepositions.
Avoid possessive forms where possible.
Use specific rather than general terms.
Avoid words indicating vagueness regarding some event or thing (eg probably, maybe, perhaps).
Use wording familiar to the translators.
Avoid sentences with two different verbs if the verbs suggest two different actions.
Source: Brislin 1980, in Brislin 1986

Measurement equivalence
The aim here is to ensure that psychometric properties of the adapted version are acceptable,
specifically that the adapted tests achieve reliability, responsiveness and construct validity.
Where the test is scaled to provide scoring norms, there should also be an examination of
scoring norms in the target population. The degree of measurement equivalence is defined as
the degree to which the psychometric properties of adapted versions of the same instrument
are similar.
For this study, full psychometric properties of the adapted ASQ-3 were not examined, as this
was beyond the scope of this project. Instead, I concentrated on instrument content and face
validity, an initial step in achieving measurement equivalence.
Functional equivalence
Herdman’s final type of equivalence highlights that all steps of the process are important in
achieving a quality culturally and linguistically equivalent adaptation. Functional equivalence
is defined as “the extent to which an instrument does what it is supposed to do equally well in
two or more cultures” (1998, p. 331). Assessing functional equivalence is concerned with
assessing the degree to which the other types of equivalence have been achieved. This final
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step has also been deferred in this study, as the measurement equivalence has not been fully
determined.
Chapter four details how the Herdman approach was applied to the adaptation of the ASQ-3
in this study.

2.4 BUILDING CAPACITY IN DEVELOPMENTAL PRACTICE
OF REMOTE HEALTH PRACTITIONERS
This next section details the essential role Aboriginal Health Workers (AHWs) play as remote
health practitioners and in particular in the developmental services that are provided to
remote-dwelling Aboriginal children. The section goes on to explore the evidence for
capacity building as a core health promotion strategy and concluding with an outline of the
components of capacity building adopted for use in this project.

2.4.1 AHWs as key staff
AHWs make up the majority of Aboriginal health professionals (ABS and AIHW, 2008).
The national peak Aboriginal health body representing Aboriginal Community Controlled
Health Services throughout Australia, the National Aboriginal Community Controlled Health
Organisation (NACCHO), describes the role of the AHW as:


Works within an Aboriginal Primary Care framework to achieve better health outcomes
and better access to health services for Aboriginal or Torres Strait Islander individuals,
families and communities;



Holds a minimum qualification of Certificate III in Aboriginal or Torres Strait Islander
Primary Health Care and;



Advocates for the delivery of services in accordance with the Cultural Respect
Framework (Health Workforce Australia, 2011).

There is some variation in the terms and role descriptions used across Australia. In the
Northern Territory, AHW only applies to health workers who have clinical responsibilities.
In contrast to other jurisdictions, the Aboriginal Health Workers Board of the Northern
Territory regulates the qualifications required, the scope of practice, code of ethics and
clinical competency framework for AHWs. The board defines the role of the AHW as being:
… involved in specialist areas of healthcare such as but not limited to, renal dialysis,
women’s and men’s health screening, early childhood screening and development,
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nutrition, mental health, alcohol and other drugs, health service management and
design….and have significant cultural brokerage role in the provision of health care,
enabling them not only to be healthcare providers but also to facilitate care provided
by other health professionals… (Aboriginal Health Workers Board of the NT, 2008)

Although there is variation in the definition across Australia, there are some common
features. AHWs are recognised as critical to meeting the complex needs of their communities
(Hearn & Wise, 2004; Larkins, Geia, & Panaretto, 2006; Lloyd, Wise, & Weeramanthri,
2008; Si, Bailie, Togni, d'Abbs, & Robinson, 2006; Tregenza & Abbott, 1995). Briggs
describes AHWs as being the ‘backbone of the sector’ (2004). This view is reinforced by
policy statements such as the Aboriginal and Torres Strait Islander Health Workforce
National Strategic Framework (Standing Committee on Aboriginal and Torres Strait Islander
Health, 2002) and a position paper by the National Rural Health Alliance (2006) that
describes their role as “central to the successful delivery of …services to Aboriginal and
Torres Strait Islander Australians” ( p. 6).
In addition to their clinical skills, AHWs in the NT function as interpreters and as cultural
brokers with local knowledge, experience and importantly, community connectedness (HWA,
2011). For many families, barriers exist to accessing remote health services, especially as
almost all services are staffed by non-Aboriginal nurses and doctors (AIHW, 2009). AHWs
provide an interface between Western medicine and Aboriginal culture, overcoming the
considerable world view barriers (Devanesen & Maher, 2003) and their presence contributes
significantly to creating a culturally safe environment. Cultural safety focuses on practice
that enhances cultural identity, and empowers and promotes wellbeing (Walker & Sonn,
2010). This ability to bridge the “cultural chasm” (Devanesen & Maher, 2003) makes AHWs
ideally placed to be conducting child health checks and implementing developmental
monitoring that is culturally appropriate.
AHWs’ role in improving care
AHWs are recognised as playing a critical role in primary health care, including in
implementing health promotion (Hearn & Wise, 2004). Tregenza and Abbott (1995), in their
report to Nganampa Health Council, Rhetoric and Reality, note that better health outcomes
are possible when health services include Aboriginal staff. This is a widely held view. Si et
al. (2006) demonstrated that involvement of AHWs was associated with improved delivery of
diabetes care. Likewise, Nagel and Thompson (2006) found that improvements in mental
health services in the Top End of the NT coincided with employing Aboriginal mental health
workers. McGrath et al. (2007) highlight the valuable role of AHWs in the provision of
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culturally appropriate palliative care. They point out that employing AHWs is an important
step to overcoming barriers for Aboriginal patients. There is no doubt that AHWs have the
ability to provide quality chronic care and there is evidence emerging that the same applies in
the area of child health. Bailie et al.’s (2008) study of delivery of child health services found
that almost one-third of all child health services provided in Aboriginal communities in the
NT were provided by Aboriginal Health Workers.
The importance of partnerships
The lack of stable, strong relationships with non-Aboriginal staff is recognised as being a
barrier to AHWs up-skilling and being involved in the delivery of health care programs.
Genat et al. (2006) describe that non-Aboriginal staff often have a poor understanding of
AHW roles and scope of practice, which can cause tension in relationships and undermine
AHWs, a claim supported by the Aboriginal Health Worker Profession Review (NT
Department of Health, 2010) and others (Tregenza & Abbott,1995). This tension is
exacerbated by the high turnover of staff supervising AHWs in remote areas, leaving AHWs
to deal with inconsistent management styles and approaches, which further prevents them
from taking on expanded roles (HWA, 2011; NT Aboriginal Health and Community Services,
2012b). The Health Workforce Australia report on Aboriginal and Torres Strait Islander
Health Workers (2011) asserts that AHWs are disempowered and demotivated by the lack of
recognition and support, thus limiting their opportunities for role progression. Si et al. (2008)
identified the friction in relationships with non-Aboriginal staff as one of the barriers to
AHWs’ involvement in chronic illness care. This study argued for improving management
practices to enforce the role and contribution of AHWs in chronic illness care. This is a view
supported by Lloyd et al. (2008), whose qualitative research also identified that commitment
of and support from health service managers was necessary for implementation of a
preventable chronic disease strategy. These issues are just as relevant to the implementation
of child health programs, and of developmental monitoring specifically, by AHWs in
community.
Lack of ECD training
Insufficient training has been identified as another obstacle to involving AHWs in various
Aboriginal programs, including chronic care (Si et al., 2008), oral health (Walker, Tennant, &
Short, 2011) and smoking cessation programs (Hearn et al., 2011). The problem is perhaps
even more dramatic in the area of early childhood development. Historically, AHWs have
not received any early childhood development training as part of their formal AHW training,
and the most recent revision of the Health Industry Training Package is no different. The
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Health Industry Training Package is a set of nationally endorsed standards and qualifications
used to recognise and assess the skills and knowledge for Aboriginal and/or Torres Strait
Islander Primary Health Care Workers (Department of Education Employment and
Workplace Relations, 2013b). The training comprises a number of core units and elective
units the trainees must complete to receive their Certificate IV qualification. While some of
the elective units pertain to children, the HLT40213 training package does not currently
include any units, core or elective, that deal with early childhood development.
Despite not receiving training in their entry level qualification, providing developmental
services is part of AHWs’ core role in the NT. The NT Healthy Under 5 Kids program
(HU5Ks) implemented in 2009 in remote health centres, expanded the existing program to
include developmental checks. This is core business for all practitioners, nurse and AHWs in
remote health centres. However, achieving AHWs participation in the on-line HU5Ks
training has been challenging and rates of AHW participation have not been high. Of the 276
registered AHWs in the NT in 2011 (Aboriginal Health Workers Board of the Northern
Territory, 2011), 11 had completed the training (L. Nuttall, personal communication, 2011).
It is uncertain what on-the-job training, if any, AHWs receive to be able to competently
deliver the child development checks. International studies have concluded that health
practitioners require specific training related to developmental monitoring (Ertem et al.,
2009); lack of training for AHWs to fulfil this role remains a vital gap.
For AHWs to succeed in this role these barriers need to be addressed by employing adequate
workforce capacity building strategies. AHWs require ongoing education and training to
ensure the workforce has appropriate skills and capabilities to respond to the needs of their
communities (Genat et al., 2006; HWA, 2011; Wise et al., 2012). Building capacity in this
area of practice also requires leadership and support in the form of AHW-nurse partnerships,
mentoring and role modelling, and from health service managers who are committed to
making early child development a priority among competing acute-care demands (Kulunga
Research Network, Riddell, Eades, & Maxted, 2010; Scougall, 2008; Si et al., 2008; Watson,
Young, & Barnes, 2013).
Capacity building has “emerged as a key strategy for reducing health disparities and
promoting public health” (Victorian Health Promotion Foundation, 2004). However,
reaching agreement on the meaning and the components of capacity building is not clear cut.
This next section will provide an explanation of capacity building as a core health promotion
strategy, describing the components that have been adopted for use in this project.
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2.4.2 Focus on individual capacity building
Defining capacity building
As with other concepts that evolve over time, capacity building has a number of definitions
(Hawe, King, Noort, Jordens, & Lloyd, 2000; Morgan, 1998). Labonte and Laverack (2001)
define capacity building as the “increase in community groups’ abilities to define, assess,
analyse and act on health (or any other) concerns of importance to their members” (p. 114).
As pointed out by Gibbon and colleagues (2002) this definition resembles previous
definitions of community development or community empowerment. The Victorian Health
Promotion Foundation (2004) concurs, describing capacity building as a new way of
describing the familiar concepts of community and workforce development.
There are a number of different ways to conceptualise capacity building with little consensus
in the literature on the way various terms - concept, approach, strategy and activity - are used
to describe the capacity building process. Crisp et al. (2000) identified four main approaches
to capacity building. These include (i) a bottom-up organisational approach, e.g. provision of
skills to staff; (ii) a top-down organisational approach that might begin with changing policies
or practices; (iii) a partnerships approach that involves strengthening the relationships
between organisations; and (iv) a community organising approach in which individual
community members are drawn into forming new organisations to improve the health of
community members. The Victorian Health Promotion Foundation (2004) outlines levels of
capacity building for health promotion at the individual (e.g. training for staff members),
community, organisational and system level. Similar to Crisp et al. (2000), this approach can
start from the ‘inside’, with the individual, or start with the outer levels until it reaches the
individual. In both of these approaches, input at each level is deemed capacity building;
however, it is acknowledged that changes at one level will likely impact at another level.
Community capacity building
Some authors describe community capacity building specifically. Community capacity can
be defined as an aggregate of individual and community level capabilities that is context
dependent (Labonte & Laverack, 2001). Hawe et al. (2000; 1997) present an operational
framework of community capacity building consisting of three levels. Level one - health
infrastructure and service development - refers to the establishment of minimum requirements
in structures, organisation, skills and resources. Level two - program maintenance and
sustainability - refers to capacity to continue to deliver a particular program. Finally, level
three - problem-solving capability of organisations and communities - refers to capacity of a
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more generic kind to identify health issues and develop appropriate mechanisms to address
them.
Much of the literature has focused on the dimensions of community capacity building.
Labonte and Laverack (2001) describe nine domains of community capacity: participation,
leadership, organisational structure, problem assessment, resource mobilization, asking
“why?”, links with others, role of the outside agent and program management. They describe
capacity building as a higher level construct that shares many ideas with community
development, community empowerment and social capital. In contrast to many authors,
Labonte and Laverack (2001) argue that the domains should be regarded as ends in
themselves, rather than simply as means to achieve program outcomes. Labonte and Laverack
(ibid) and others go on to discuss these dimensions as a basis for measurement of community
capacity (Hawe et al., 2000).
Evans et al. (2004) looked at community capacity building in relation to early childhood
development programs in Africa and include the following dimensions: building
relationships, deepening knowledge and understanding through linking theory and practice,
identifying and building on what would motivate people to change, creating an enabling
environment, ensuring time for reflection and creating systems for monitoring and evaluation.
Garlick (as cited in Thompson, Greville, & Param, 2008) identified five elements of
community capacity building: knowledge building, leadership, network building, valuing
community and their capacity to work together to achieve their own objectives, and
supporting the capacity to collect, access and utilise quality information.
Individual capacity building
No matter how it is conceptualised, capacity building invariably includes an individual or a
skills/knowledge dimension. Crisp et al.’s (2000) ‘bottom-up organisational approach’
focuses on training members of the organisation and core to this approach is that well-trained
individuals increase local capacity to sustain programs, decreasing dependence on external
funders or organisations. Investing in training local members to provide them with skills and
knowledge not only benefits the individual but the broader community. The Victorian Health
Promotion Foundation (2009) describes the focus of individual capacity building as being to
strengthen the ability of individuals and to provide opportunities to extend those capacities.
Skills development and utilisation is a key strategy and includes providing professional
development, formal and informal learning, professional support and supervision, and
performance management. There is no doubt that capacity building is more than training of
individual practitioners (Bastian, 2011), yet the Victorian Health Promotion Foundation
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(2004) argues that individual capacity building is the most critical level as it affects the
individual’s ability to bring about change not only at an individual level but at a broader
population level.
Arguably there is a risk that by placing the dominant focus on training and education of
individual practitioners, other levels of capacity building may remain neglected. However,
there are instances when capacity building necessarily begins at this level – whether it is
called individual capacity building (Victorian Health Promotion Foundation, 2004), bottomup organisational approach (Crisp, 2000), or health infrastructure and service development
(Hawe et al., 2000).
Individual capacity building, that is, training of practitioners, is the main focus of this study.
However, the program also includes provision of a culturally appropriate developmental
screening tool, practice guidelines and planning for mentoring and support. The program has
been designed to be an integrated component of the existing HU5Ks program. The other
levels and dimensions of capacity building will be essential to the long-term sustainability of
a developmental monitoring program, such as implementing the adapted ASQ-3, and while
this is recognised, addressing all those determinants was not within the scope of the thesis.
The evaluation does, however, explore specific barriers and facilitators to the implementation
of the training program and the adapted ASQ-3, highlighting the other dimensions of capacity
building relevant in this context. No doubt these other factors will need to be addressed in the
future to further build the community’s capacity to embed and sustain the program, and will
be the objective of another body of work informed by this study. Focusing on individual
capacity building in this study does not mean a disregard for the other levels but rather seems
a legitimate place to start building (Hawe et al., 2000).

SUMMARY
This chapter presented the evidence relating to Aboriginal children growing up in the
Northern Territory and the significant disadvantage they face. It emphasised the importance
of the early years, particularly early detection of development problems and the need for
structured developmental screening tools, especially in this context. The chapter reviewed
available developmental screening tools and presented the suitability of the ASQ-3 for
adaptation in this study. Next the literature that informed the cross-cultural adaptation of the
ASQ-3 was presented, detailing Herdman’s universalist approach as the most suitable for the
remote Aboriginal context.
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The importance of AHWs in the health workforce was outlined. The need for building
capacity of this workforce group was discussed and the evidence reviewed in relation to
capacity building led to an individual focus for this study. While the other dimensions and
levels are undoubtedly important determinants of increasing capacity, when beginning at the
individual level it is vital that this component is adequately and thoroughly developed,
implemented and evaluated, which this study aims to do. In the next chapter, the research
design employed to fulfil the aim of this study will be presented.
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CHAPTER 3 RESEARCH DESIGN
INTRODUCTION
This chapter details the research design employed for the study. To fulfill the study aim and
answer the evaluation questions, a program theory evaluation approach was used, utilising a
case study framework with mixed methods. The first section begins with describing the aim
of the study and the specific scope of the thesis. In section two, the design framework that
was adopted is outlined. The case study framework is explained, followed by details of the
evaluation model and the basis for a mixed method methodology. This is followed by a
description of the research context in section three. In section four the research methods
employed are described, presenting the rationale for the mixed methods selected and
including the data collection process. Finally, in section five, the data analysis procedures for
both the qualitative and quantitative data are outlined.

3.1 STUDY AIM
The overarching purpose of the Talking about Raising Aboriginal Kids (TRAK) study is to
determine how the adaptation and implementation of a widely used developmental screening
tool and the training of key Aboriginal and non-Aboriginal remote health staff can improve
practice in developmental monitoring and in the early identification of children with
developmental problems. The anticipated longer term outcome of training staff, including in
the use of a culturally adapted developmental screening tool, is an increase in the proportion
of children receiving developmental services. Over the longer term, the TRAK study aims to
systematically follow-up these service and practice outcomes of the program.
This thesis is focused on the formative and process evaluation stages of the capacity building
program for AHWs in early childhood development practice, which includes training,
providing resources (notably the adapted ASQ-3) and support. The aim, therefore, is to
evaluate the design and implementation of the capacity building program for AHWs in early
child development practice, including the sustainable incorporation of the culturally adapted
ASQ-3 into standard health centre practice, in remote Aboriginal health centres. Exploration
of the barriers and facilitators to empowering AHWs to perform this role in remote health
centres will be a key objective of the thesis.
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3.2 DESIGN FRAMEWORK - CASE STUDY EVALUATION
3.2.1 Case study design
Explanatory case study design
To address the thesis aim, rich and detailed data on the program content and context are
required in order to provide information necessary to understand program outcomes. To be
able to answer these questions, especially under complex and changing conditions, a case
study design was considered appropriate (Patton, 2002).
Case study research is an important and distinctive form of inquiry and is the design
framework of choice when a ‘how’ or ‘why’ question is being asked about a contemporary
phenomenon within a real-world context over which the investigator has little control (Yin,
2009). Stake describes case study as “the study of the particularity and complexity of a single
case, coming to understand its activity within important circumstances” (Stake, 1995, p. xi).
In other words, case study is the design of choice when one wants to understand a real-life
phenomenon in depth and where the contextual conditions are pertinent to the phenomenon of
study (Miles & Huberman 1994; Yin, 2009).
Experimental designs may establish whether a program is effective but are limited in their
ability to explain the process; the how and why the intervention worked, or did not work.
Case studies can examine such issues and should be considered an adjunct to experimental
designs (Yin, 2009). There are other benefits to using case study design. The case study has
the flexibility to manage the uncertainty of other real-life complications, such as both the case
and the context changing over time, and the blurred boundary between the phenomenon being
studied and the context. The strength of the case study also lies in its ability to evaluate
interventions where there is no definite single set of outcomes (Yin, 2009).
Yin describes three types of case study: exploratory, descriptive and explanatory (Yin, 2009).
The descriptive case study describes an intervention and the real-world context in which it
occurred. Exploratory case studies illustrate certain topics, the goal being to develop
hypotheses and propositions for further inquiry. The explanatory case study seeks to explain
presumed causal links in real-life interventions paying particular attention to the relevant
‘how’ or ‘why’ research questions.
For this study, an explanatory ‘theory testing’ case study design was adopted. The
overarching aim of the study was to understand how and why the TRAK program
implemented worked (or did not work) and a case study evaluation was considered optimal.
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As an evaluation with an underpinning program logic (described below), the TRAK study
naturally sits in a theory testing case study framework (Yin, 2012).
Unit of Analysis
An embedded multi-case design of two remote health centres was carried out (see Figure 3-1).
Although only a ‘two-case’ case study, this is preferable over a single-case design, increasing
the likelihood of a quality case study and adding confidence to the findings (Miles &
Huberman, 1994; Yin, 2009). The unit of analysis (the ‘case’) was the remote health centre in
the context of a remote Aboriginal community in the NT. The health centres were examined
as the main unit of analysis with the Aboriginal Health Worker group as the embedded units.
Figure 3-1: Multiple-case design

CONTEXT

CONTEXT
CONTEXT

Case A –
Yumurrku
Health Centre

Case B –
Nhanhala
Health Centre

Embedded
Unit of
Analysis AHWs

Embedded
Unit of
Analysis AHWs

3.2.2 Case selection
The selection of cases occurred after initial ‘screening’ (Yin, 2009). Screening entails
consulting with people who are knowledgeable about the potential cases and in this situation
included consultations with child health nurses from the then Department of Health and
Families (Health Development branch) as well as with staff in Program and Policy from the
Maternal Child and Youth Health team of the department.
The intention was to include exemplary cases in the study (Yin, 2012) and the initial
consultations with departmental staff identified several potential communities for
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consideration. Exemplary cases means those that had the conditions perceived necessary for
the implementation to be successful, based on the assumptions and theories in the program
logic (see Fig 3-2). Therefore, to be considered as exemplary, cases had to have the following
criteria: health centre support for child development practices and an established commitment
to implementing the Healthy Under 5 Kids (HU5Ks) program (NT Department of Health,
2009); a commitment to having AHWs in the key role of providing child health care including
developmental monitoring; and, finally, health centre support for AHWs to be primarily
involved in the project.
Potential cases were matched in regards to size of the remote community and having
government-run health services. Health centres were then approached and preliminary
meetings with community members and remote health centre staff were offered. In these
consultation meetings I aimed to communicate the rationale for the proposed study and to
gain the community’s views on the proposal. I considered it imperative that while they were
considered for inclusion according to a set of criteria, the communities also chose to be
involved in the study.
Of the six health centres approached, four were able to commit to the project. Two were
ultimately included in the study as cases for several reasons. First, including more than two
cases would have required resources beyond the scope of the study. Second, I considered it
important to include remote health centres from different geographical locations in the
Northern Territory to disprove a rival theory that location would impact implementation.
Hence, once one remote health centre from both the Top End and Central Australia was
selected, no further cases needed to be sought.
Based on the underpinning theoretical framework, the original intention was to select two
cases where I might predict analogous results. If the initial proposition was supported, this
would then represent the replication design (Yin, 2009) where each case is selected so that it
predicts similar results - a literal replication. This is in contrast to a theoretical replication
design, where cases are selected so that they predict different results but for foreseeable
reasons (Yin, 2009).
While the plan had been to follow a literal replication design (i.e. to select two cases where
analogous results might be predicted) this needed to be abandoned and a theoretical
replication design adopted instead. This was due to the fact that one of the health centres
initially identified as an exemplary case did not in fact meet the criteria; the health centre
manager did not agree with the rationale of the study and did not support the AHWs’
involvement. However, after the initial consultations, staff at the health centre and other
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members of the community were enthusiastic for the health centre to participate. In keeping
with the ethical values that guided this project, rather than deny the community the
opportunity to participate in the study, a theoretical replication process was adopted. In other
words, only one exemplary case was selected. The conditions that were identified in the
program logic as being necessary for the implementation to succeed, were not present in the
non-exemplary case. Therefore, it was predicted that there would be different results in the
two cases. The selection process was adapted and cases were selected to examine how the
implementation varied under different conditions.
The following section outlines the evaluation model adopted. Process evaluations search for
explanations of successes, failures and changes in a program. Under real-world conditions,
unplanned circumstances and people can shape programs and modify initial plans in
significant ways (Patton, 2002). The case study design was adopted to accommodate
unexpected situations that would arise in the real-world, complex remote community setting
(Birks et al., 2010; Mikhailovich, Morrison, & Arabena 2007; Yin, 2012)

3.2.3 Evaluation model
Evaluation: a reflection on terminology
Evaluation can be defined as the systematic determination of the quality or value of
something. More specifically, it is the systematic assessment of the operation and/or the
outcomes of a program, compared to a set of standards; the objective is to contribute to the
improvement of the program (Weiss, 1998).
Rossi et al. (2004) describe program evaluation as the use of social research methods to
systematically investigate the effectiveness of social intervention programs. Patton (2002)
distinguishes between evaluation research that aims to produce knowledge and evaluation that
is more action-oriented. I would argue that a combined approach is possible with the aim of
evaluation research being to produce knowledge that supports action. With this approach in
mind, an evaluation of the activities and implementation of the TRAK program was
undertaken.
A number of terms are unique to evaluation research and, unfortunately, the existing
evaluation terminology is interpreted differently in different contexts. Before proceeding with
details of the evaluation model, I will outline the definitions of the terms that I use in the
thesis.
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Process-Outcome evaluations
Process evaluation focuses on how a program has been implemented. It focuses on such
things as participant involvement, activities, actions taken, staff practices and client actions.
It can also assist in understanding the outcome data, by identifying which element of the
program was associated with greater or lesser success (Rossi et al., 2004; Weiss, 1998).
Importantly, if the program has no impact, the process evaluation is valuable for
understanding if it was because of implementation failure or theory failure (Nutbeam &
Bauman, 2006).
Outcome evaluation focuses on the results or effects of the program and judges how well the
goals have been achieved. Some use the term impact when discussing results or effects and
may use it to mean long-term outcomes or effects of the program on the broader community.
In outcome evaluation, the emphasis is on what happens to clients/providers after their
participation in the program, as a result of the intervention (Weiss, 1998). Outcome
evaluations ask whether the desired outcomes were achieved and whether there were any
unintended consequences of program implementation (Rossi et al., 2004).
Formative-Summative evaluations
Formative evaluation is conducted early in the implementation of a program or prior to
implementation and produces information that is used to help improve or strengthen the
design of the program in its developmental phase (Nutbeam & Bauman, 2006). It serves the
needs of the developers. Formative evaluation can include needs assessments,
implementation evaluations and process evaluations.
Summative evaluation is undertaken after the program is finished and can include outcome
and impact evaluations, cost-effectiveness and cost-benefit analyses. It generates information
about the effectiveness of the program to decision makers who are considering implementing
it. In practice the line between the two often blurs, with summative evaluations sometimes
playing a formative role in improving the program (Fitzpatrick, Sanders, & Worthen, 2011).
In summary, the terms formative and summative relate to the intentions of the evaluator in
undertaking the study, whether to develop a program (formative) or judge the impact of a
program (summative) (Rossi et al., 2004; Scriven, 1991; Weiss, 1998). Process and outcome
relate to the phase of the program studied. The following section will outline the objectives
of the formative and process evaluation undertaken for this study.

48

Program Logic
The logic model is a useful evaluation tool that facilitates effective program planning,
implementation, and evaluation. The program logic describes why a program is expected to
work. The program logic model illustrates the theory of change underpinning a program: how
and why it is expected to work (Rossi et al., 2004). Throughout the thesis, the term program
logic will be reserved to describe the theoretical linkages and assumptions made in the logic
model, and the term logic model to refer to the visual schematic depicting or describing the
program logic (Patton, 2002). It should be noted that when using the term ‘theory’ in the
context of program logic this does not necessarily refer to any grand theory. While distinct
theories and evidence inform the program logic (as described in the adult learning theory
literature section in chapter six), theory in this context simply relates to a logical or plausible
method or plan for achieving desired outcomes and associated assumptions about change
(Rossi et al., 2004; Weiss, 1998).
The logic model (see Figure 3-2 below), outlines the connections between the planned work
and the intended results of the TRAK program (Nutbeam & Bauman, 2006; Rossi et al., 2004;
Stern, 2004). The inputs (or resources) included human, community, financial and
organisational resources and services in place or available. The activities are what the
program did with the resources; the intentional part of the program implementation used to
bring about the intended program. In this case the activities were: the cross-cultural
adaptation of the ASQ-3; the design of the TRAK program; the delivery of the training
workshop and booster training; and the identification of available support structures. Outputs
are the direct products of program activities and included levels of service delivered by the
program, such as the adapted ASQ-3, the training program devised, and the number of staff
trained. Outcomes are the specific changes in program participants’ behaviour, knowledge,
skills and level of functioning. Program logic is often captured by a series of ‘if-then’
statements, as has been incorporated in this logic model. IF inputs, such as the resources
listed, are available, THEN they can be used to accomplish planned activities; IF these
planned activities, such as design of training, are accomplished, THEN intended outputs, such
as number of staff trained, will be delivered.
The program logic has the advantage of displaying all aspects of the program, which helps
ensure that no crucial issues are overlooked. Thus, it helped identify possible effects of both
program factors and external factors on intended outcomes of the TRAK program. Making
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RH Remote Health, ECD Early Childhood Development, EC Early Childhood, AHW Aboriginal Health Worker

Figure 3-2: Program logic model

provision for the identification and subsequent exploration or measurement of the effects of
both these factors on the intended outcomes, strengthens the basis for exploring causal
attributions (Funnell, 2000).
There are many advantages to developing the logic model beyond it being a visual
representation of how a program will conceivably work. In this study, it was useful when
training new staff about the project and approach, and when explaining the project to
stakeholders and advisors. Also, it aided in controlling ‘program drift’; unplanned deviations
from implementation goals and standards. Periodical review ensured that the activities were
consistent with the intended purpose and approach. Finally, it provided a basis for the
evaluation design, guiding the development of the formative and process evaluation, and the
outcome evaluation to be completed as part of the larger, encompassing project (Rossi et al.,
2004; Weiss, 1998).
TRAK evaluation
The scope of the thesis includes the formative and process evaluation stages of the project.
While some short-term outcomes will be included, the assessment of the TRAK program’s
longer term outcomes, including impact on organisation practice, will be the focus of a future
body of work.

Formative evaluation
The formative evaluation was conducted to improve the program from an early stage. The
cross-cultural adaptation of the ASQ-3, followed by a training needs analysis and medical
record audit were undertaken to address the following key evaluation questions:
1. What is the logic underpinning the TRAK program?
2. What are the barriers to compliance with current developmental monitoring policy in the
NT context?
3. What adaptations of the ASQ-3 are required for its culturally appropriate administration
in this context?
4. To what extent is the adapted ASQ-3 culturally appropriate and acceptable?
5. What are the training needs of AHWs in remote health centres, in the area of ECD and
developmental monitoring?
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6. What is the current baseline level of developmental care provided by the remote health
centres and what systems are in place?

Process evaluation
The longer term outcomes of the professional development and training are certainly relevant
and measurement is necessary. However, it is just as important to know whether the program
was implemented as intended and to assess participants’ reactions and learning, prior to
determining whether training is successful or not. Thus, the evaluation assessed the reach,
dose and fidelity of the implementation of the TRAK program, as key process evaluation
components (Linnan & Steckler, 2002). Linnan and Steckler (2002) define ‘reach’ as the
extent to which the intended target group participates in an intervention, ‘dose’ as the amount
of the intervention delivered, and ‘fidelity’ as the quality of the implementation of the
program. In addition to assessing the overall implementation, the initial training outcomes
were also evaluated.
An evaluation model developed by Thomas Guskey (2000) was used to guide the training
evaluation plan developed for this study. Guskey developed a five-level model for the
evaluation of professional development programs in education, influenced by the work of
Kirkpatrick (2006). Kirkpatrick proposed that training evaluations address four outcome
levels: reactions, learning, behaviour change and organisational impact, and was originally
developed for training in business and industry. Guskey (2000) added an additional level,
organisational support and change, to consider the organisational issues that influence the
implementation of programs.
Level 1, Participant Reaction: Evaluation on this level measures how participants in the
training react to it; the extent to which they find the training to be of adequate quality,
relevance and usefulness. Kirkpatrick (2006) refers to this as a measure of customer
satisfaction. It is typically measured via evaluation or feedback forms, or interview, and as
will be explained further, was adopted for this study.
Level 2, Participant Learning: Learning is defined as the extent to which participants improve
knowledge and/or skill, and change attitudes as a result of the training program. This level
acknowledges that participants must effectively learn the intended information for the
program to create the intended change. Learning is typically measured using surveys,
knowledge tests, role plays or self-rating (Kirkpatrick & Kirkpatrick, 2007). Kirkpatrick and
Kirkpatrick recommend pre- and post-training tests to evaluate increase in knowledge and/or
change in attitudes, and performance tests to evaluate increase in skills.
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Level 3, Organisational Support and Change: This level assesses the extent to which the
organisation provided advocacy, support, accommodation, facilitation and recognition for the
initiative. This is the level Guskey added to Kirkpatrick’s original model when it became
evident that implementation of policies and practices was influenced by organisational
factors, and often “broke down” at this level. Interviews, surveys and meeting minutes are
typically used to measure this level.
Level 4, Participant Use of New Knowledge and Skills (Behaviour): This is the extent to
which the participants have effectively applied the information gained: in other words,
whether a change in behaviour has occurred because the participant attended the training
program. Measures to evaluate behaviour include surveys, observations, work review and
interviews, and should be made three to six months after the training (Kirkpatrick &
Kirkpatrick, 2007). Ideally, evaluation at this level occurs pre- and post-training, and
Kirkpatrick and Kirkpatrick (2007) recommend interviewing key informants to obtain data on
behaviour change of participants.
Level 5, Results or Organisational impact: This final level deals with demonstrating the
overall impact of professional development. Guskey specifies in his model that this level
relates to increased student achievement, since his model was developed for the education
field, but it is similar to Kirkpatrick and Kirkpatrick’s (2007) broader definition, that is, that
the final result that occurs is because of attendance at a training program. Both authors define
this as being at an organisational level. In this study it would be, for example, an increased
proportion of children receiving developmental checks, and an increased proportion of
checks, including the use of a developmental screening tool. Typically, organisational
impacts are evaluated six months to three years after training. However, it is acknowledged
that it can be difficult to attribute change to training as impacts may be confounded by other
factors that affect the organisation.
Importantly, both Guskey (2000) and Kirkpatrick (2006) highlight the risk of overlooking the
lower levels to focus on behaviour or overall impact. Each level builds on those that come
before, and conclusions cannot be made about the training from the higher level evaluations
alone. Reactions to the training may have been positive and the learning outcomes
accomplished as planned, but conditions for Level 3 or 4 may not have been present.
A major component of the TRAK program is, in essence, a professional development
initiative that aims to have an ultimate impact on staff practice. However, the process of the
capacity building program for AHWs in early childhood development practice is the focus of
the thesis rather than the outcomes. Therefore the evaluation will focus on Levels 1 to 3 in
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this presented model. The three levels correspond with the outputs and short-term outcomes
in the program logic and, along with the evaluation literature, guided the key evaluation
questions developed for the process evaluation:
1. To what extent was the intervention implemented as planned?
2. What were the barriers and facilitators to implementation of the training and to
administration of the adapted ASQ-3?
3. To what extent were staff trained as planned?
4. To what extent was the training useful and relevant to AHWs?
5. What supports and systems were identified as necessary to embed the ASQ3-TRAK Tool
in the remote health centre?

3.2.4 Methodology
Mixed methods
It is important to emphasise that the case study is not a method but a study design and is not
necessarily aligned with any single data collection method (Yin, 1981; Simons, 2009).
Various methods and methodologies can be employed to undertake case study research.
For this study, a mixed methods case study was undertaken. Quantitative methods are
primarily used in research interested in numerical data. Quantitative studies, therefore,
measure data and generalise results from a sample to the population of interest. In contrast,
qualitative methods are mostly used to generate narrative data, for the purposes of exploring
people’s lived experience in their natural setting (Miles & Huberman, 1994). Qualitative
studies aim to answer the ‘what’, ‘how’, or ‘why’; to understand more about a phenomenon
from the perspective of communities or individuals, rather than measuring it.
Combining the two methods, and taking a mixed methods approach, can strengthen a study
and add insights and understanding that might be missed when only a single method is used
(Creswell & Clark, 2010). This so-called third methodological movement can yield data that
provides “stronger inferences…and opportunity for presenting a greater diversity of divergent
views” (Tashakkori & Teddlie, 2003, pp. 14-15). Mixed methods research, by not being
confined to a single method or approach, can answer a broader range of research questions
and the strengths of one method can be used to minimise the weaknesses of another method
(Johnson & Onwuegbuzie, 2004). In an evaluation study such as this, a mixed methods case
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study is especially relevant in that it potentially offers greater depth, detail and understanding
of the complex issues in remote Aboriginal communities and health centre practice (Birks et
al., 2010; Patton, 2002; Rallis & Rossman, 2003).
A number of typologies have been suggested for classifying different approaches to mixed
methods research and to simplify design choices. Some of the classificatory features of such
typologies include the purpose of study (e.g. triangulation, complementarity, initiation,
development, expansion; (Greene, Caracelli, & Graham, 1989), the theoretical framework of
study (Greene & Caracelli, 1997), time orientation (concurrent versus sequential;(Morgan,
1998)), emphasis of approaches (equal status of methods versus dominant status (Johnson &
Onwuegbuzie, 2004); (Morgan, 1998)), and stage of integration (Tashakkori & Teddlie,
2003). However, selecting the optimal mixed methods research design remains a challenge,
with no less than 35 typologies presented in Tashakkori and Teddlie’s (2003) Handbook of
Mixed Methods.
Greene and Caracelli‘s (Greene & Caracelli, 1997) typology defines mixed methods designs
as either component designs or integrated designs. In component designs (including
triangulation, complementarity and expansion designs) methods are implemented as separate
aspects and are kept distinct throughout the research. In integrated designs, different methods
are combined (includes iterative, embedded, holistic and transformative designs). For this
study, qualitative and quantitative research methods were conducted concurrently, and a
complementarity design was used which allows for “findings from one dominant method to
be enhanced or elaborated through findings from another method” (Caracelli and Greene,
1997 in Tashakkori & Teddlie, 2003). In contrast to triangulation, which seeks corroboration
of results from different methods, complementarity seeks clarification of results generated
from one method with another (Greene & Caracelli, 1997).
I chose to use qualitative research methods (interviews, observations and group interviews) in
this study as I wanted to paint a more comprehensive picture of the process and initial
outcomes of the intervention, notably to specifically capture the perceptions and experience of
the AHWs and key informants and to witness the developmental monitoring activities in the
two communities (Patton, 2002). The dominant methods in this study were qualitative,
augmented by an audit of medical records prior to the training. The longer term study of the
outcomes of AHW training and use of the adapted ASQ-3 will include an audit of medical
records post-training. However, the audit of current developmental practice provided a
valuable baseline indicator as documented in health centre records that will enable
measurement of change in practice in the longer term study. Using the complementarity
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design, the qualitative methods provide important context for understanding these initial audit
findings.
Philosophical orientation: A Pragmatic approach
Advocates of mixed method research reject an either/or approach to paradigm selection.
Johnson and Onwuegbuzie (2004) recommend a “more pluralistic or compatibilist approach”
(p. 17). They argue that “mixed methods research should, instead…use a method and
philosophy that attempt to fit together the insights provided by qualitative and quantitative
research into a workable solution” (p. 16). This pragmatic position is adopted by many as a
philosophical underpinning for mixed methods research (Johnson & Onwuegbuzie, 2004;
Patton, 2002; Tashakkori & Teddlie, 2010).
Pragmatism is the search for practical answers to questions of interest to the researcher; the
research question is paramount. Pragmatists carry out research from within their own
personal value systems, these values affecting how and what to study and how to interpret
findings (Tashakkori & Teddlie, 2003). Johnson and Onwuegbuzie (2004) argue that
pragmatism’s approach to research is explicitly value oriented. This is research occurring in
real-life circumstances where definitions of ‘truth’ and ‘reality’ are avoided and instead
diverse viewpoints and explanations from within a personal value system are embraced
(Teddlie & Tashakkori, 2009).
Pragmatism’s eclectic, pluralist approach is particularly appealing in the context of this
project as it provides a useful way to gain an understanding of the complex social phenomena
being studied. While quantitative methods seek to measure the practice of AHWs and other
remote health staff, qualitative methods will provide insights into the possible reasons and the
contextual factors which shape and give meaning to this practice.

3.3 RESEARCH CONTEXT
As described in chapter one, the study was conducted in two sites: Yumurrku in the Top End
and Nhanhala in Central Australia.
Both communities are considered ‘very remote’ areas on the Australian Standard
Geographical Classification (ASGC) of Remoteness system. The ASGC is a geographic
classification system developed by the Australian Bureau of Statistics (ABS) to enable
quantitative comparisons between 'city' and 'country' Australia. The Remoteness Area
categories are defined in terms of physical distance from the nearest urban centre and
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therefore access to goods and services (ABS, 2011c). The Remoteness Areas categories
range from 1 Major Cities, through to 5 Very Remote where there is very little access to
goods, services and opportunities for social interaction.

Yumurrku
Yumurrku is approximately 660 kilometres east of Darwin situated on the picturesque Gove
peninsula at the northeastern corner of Arnhem Land. In 1935 a Methodist mission was
established at Yumurrku and members of the 13 clans that owned land in the surrounding area
were gradually drawn into the mission (Christie, 2007). The mission lasted until the1970s
when the land council was elected with representatives from the different clans. Today, many
people live partly on their clan’s homeland and partly in Yumurrku. The 2011 ABS census
reported a population of 843 in Yumurrku, of whom 649 (77%) identified as Aboriginal and
Torres Strait Islander (Australian Bureau of Statistics, 2011a). However, that number is
reported by locals to fluctuate considerably as people move between the community and their
homeland outstations.
Figure 3-3: Yumurrku coastline

Yolngu Matha is the main language in Yumurrku, but there are 13 different dialects
corresponding to the 13 clan groups in the community. Yolngu (Aboriginal person) in
Yumurrku speak a dialect of one of a number of closely related languages. Language has
been strongly maintained in the community and is reflected in the long history of bilingual
education which has seen many Yolngu teachers trained and joining the professional
workforce (East Arnhem Shire Council, 2012). Despite the missionary history, Yolngu still
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celebrate their identity and practice their traditional ‘Law’ or customs such as singing,
dancing, ritual performances, talking, hunting, cooking and eating (Christie, 2007).
Yumurrku is recognised as playing a pivotal role in the development of native title rights in
Australia. In 1963, the Yumurrku Bark Petitions were sent to the Commonwealth Parliament
objecting to the government’s decision to take Yolngu land to be sold for bauxite mining
(Aboriginal people of Yirrkala, 1963). Although the petition was unsuccessful, in that the
mining rights were granted, it led to the first significant legal case for Aboriginal Land Rights
in Australia (Wells, 1982).
Consistent with Aboriginal and Torres Strait Islander people across Australia, Yumurrku has
a young age distribution; the median age was 25 in the 2011 census, with a reported 46
children under the age of five years (7.1%). The community is located 18 kilometres from a
large mining town of approximately 4000 people, and many staff who work in Yumurrku live
in the town. The community has a preschool, primary and secondary school, child care
facility, store and a well established community controlled art centre that supports many
successful Yolngu artists. Yumurrku is accessible by one daily 70 minute flight from Darwin.

Nhanhala
Nhanhala lies approximately 130 kilometres west of Alice Springs in the hills of the West
McDonnell Ranges in Central Australia, the purple landscape made famous by Aboriginal
artist Albert Namatjirra. Nhanhala was established as a mission in 1877 by German Lutheran
missionaries. The Western Arrarnta3 people were drawn into the mission by the power of
goods and safety, following their land being claimed for pastoralist settlement (Albrecht,
2002). The mission’s aim was to convert the Aboriginal people to Christianity, therefore
ensuring people stayed in the mission to receive Christian gospel instruction was
fundamental; providing adequate food was a way of achieving this (ibid).

3

Although spelt Arrernte in other parts of Central Australia, and Aranda by the missionaries, I am
using the spelling that was adopted when a new orthography was introduced in 1984 – Arrarnta.
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Figure 3-4: Landscape of the West MacDonnell ranges by
Albert Namatjirra

In the 1970s, the land council was elected, removing the institutional structures and in 1982
the land was handed back to traditional owners. From this time many people moved out of
the community to form ‘outstations’ in their chosen area with their kinship groups. Although
some 40 outstations were established, many people have returned to live in the community to
access services and better living conditions, due to diminishing government support for
outstations (Albrecht, 2002).
The missionaries introduced an orthography of the language of the region, Western Arrarnta.
However, there are few vernacular texts available and a formal bilingual educational program
has never been implemented. Consequently, few people can read in their own language, let
alone write in it. Western Arrarnta, however, still remains the first language for Aboriginal
people living in Nhanhala. While the language remains strong, cultural traditions are not
celebrated in the same way as in many other remote Aboriginal communities. The permanent
settlement in the mission led to a transition from a traditional system based on kin and ritual
relations to a new local order built on the mission’s authority, including conversion to
Christianity and exchange of rations for service. When the mission was established, large
numbers of Pitjantjatjara and Luritja people were also driven to the site by the availability of
supplies and medical care. Many attribute the loss of Western Arrarnta culture and ‘Law’ to
this mixing of language groups.
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Nhanhala had a reported population of 623 in the 2011 ABS census (2011b) of whom 537
(86%) identified as Aboriginal and Torres Strait Islander people. This number is likely to be
an underestimate of the actual number because so many people move between their outstation
and the community. The median age was 22, with 57 children under the age of five years
(10.6%).
In addition to the health centre, the community has a preschool and primary school, two
community stores, child care facility, cultural centre, night patrol, a police station and shire
offices. There is a Lutheran church and many Aboriginal people are practising Lutherans.
The community is on route to natural tourist attractions via sealed road from Alice Springs
and has many visitors who also stop at the tourist precinct that houses historical buildings and
tea rooms. Access to Nhanala, for the purpose of the study, required a 2 hour flight from
Darwin to Alice Springs followed by a 90 minute drive to the community.
Both Yumurrku and Nhanhala lie in the lowest quintile of disadvantage as defined by the
Socio-Economic Indexes for Areas (SEIFA) (ABS, 2013b). SEIFA provides summary
measures derived from the ABS Census to measure different aspects of socio-economic
conditions by geographic area, and is ranked from 1, the most disadvantaged (lowest quintile)
to 5, the least disadvantaged (highest quintile). Families living in these communities are
likely to experience severe financial strain, food and housing insecurity, and overcrowding.
Table 3-1 outlines the health services and staff available.
Table 3-1: Demographics of the two communities
Yumurrku

Nhanhala

Total Pop (n)

649

537

Children aged 0-5 years (n)

46
DoH

Primary Health Care
Service

DoH
AMS2

Nurse

3

5

AHW3

4

6

4

1

-

SW Worker5

2

-

2

3

1 (most disadvantaged)

1 (most disadvantaged)

Very remote

Very remote

CBW

6

FaFT staff
SEIFA7 quintile
8

57
1

ASGC Remoteness Area
1

NT Department of Health, 2Aboriginal Medical Service, 3Aboriginal Health Worker, 4Community
Based Worker, 5Strong Women, 6Families as First Teachers, 7Socio-Economic Indexes for Areas,
8
Australian Standard Geographical Classification
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3.4 RESEARCH METHODS
The program logic model (see Figure 3-2, page 50) identified the most important variables
and relationships to be examined, guiding the evaluation plan and what information should be
gathered at each stage of the study (Stern, 2004). Data were collected on these variables and
relationships using a variety of qualitative and quantitative methods as outlined below. Figure
3-5 (page 69) illustrates the time points at which the methods were employed.
Interviews
The individual interview method is a powerful tool for obtaining rich data on informants’
views, attitudes and meanings that underlie their behaviours (Gray, 2009). The method is
considered suitable to be adopted in sensitive research with vulnerable participants and was
therefore considered appropriate to this study (Liamputtong, 2007). Moreover, in the context
of this study, interviews were likely to be more acceptable to participants than questionnaires
or surveys that require a higher level of language and literacy proficiency.
Semi-structured interviews to obtain AHW perspectives of ECD and developmental
monitoring practices were conducted at two time points: at baseline, prior to the training
intervention, and three to six months after the intervention. The interviews had a predetermined topic guide (see Appendix 1a and 1b), however they still allowed enough time for
the interviewees to develop their own accounts (Bernard, 2011). Interviews were conducted
according to the individual’s preference, including having a support person or colleague
present if desired (Liamputtong Rice & Ezzy, 1999).
I conducted all interviews with AHWs. This was considered particularly important in this
context where trust is a critical factor. Introducing another researcher who is unknown to the
informant would potentially have impeded the process. It is important that the informant
develops a rapport with the interviewer and does not feel judged, and this was considered to
be more likely with an interviewer with whom a trusting relationship had already been
developed (Green & Thorogood, 2009).
Prior to the intervention, interviews explored AHWs’ perceptions about: early childhood
development, developmental monitoring practices and resources available in the community
and through the clinic; their attitudes to this area including confidence in raising child
development issues and providing information and advice to parents/carers; and perceptions
about organisational support within the health service for implementing developmental
monitoring. The obtained interview data also formed part of the training needs analysis and
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informed the design of the training and subsequent support offered to AHWs as detailed in
chapter six.
Following the training intervention, a subsequent set of interviews explored AHWs’ views of
the relevance and usefulness of the training, and their perceptions of the strengths, limitations
and acceptability of the adapted ASQ-3. Additionally, these interviews explored barriers and
facilitators to incorporating the adapted ASQ-3 into their routine clinical practice in their
workplace.
I also conducted semi-structured interviews with other key informants, including health centre
managers, nurses and child health nurses, to understand the current policy context, inform the
adaptation of the ASQ-3, and explore their perceptions of the barriers and facilitators to
developmental practice. A research assistant interviewed parents who participated in the staff
training by agreeing to have the adapted ASQ-3 administered as part of their child’s routine
child health check. Procedures for this component of the study are described fully in chapter
four.
Group interviews
Group interviews were conducted with key informants including Aboriginal community based
workers4, Aboriginal community elders, child health nurses and early childhood development
experts, using an interview schedule (see Appendix 1c). The findings from the group
interviews informed necessary modifications of the ASQ-3 to ensure it would be culturally
and linguistically appropriate for administration in the remote Australian Aboriginal
communities. Chapter four provides details of the group interviews procedure.
Direct observations
Direct observation was selected as a study method for the opportunity it brings to move
beyond opinions and participants’ interpretation, to an appraisal of their actions. The
observation data from the AHW developmental check was a valuable complement to the
interview data in determining training needs, developing support structures for AHWs,
evaluating the utility of the adapted ASQ-3, and evaluating the training program.
I observed a selection of child health checks being conducted by AHWs prior to the training
sessions. In particular, observation of AHWs performing child health checks in the remote
health centres was conducted to obtain data on individual and organisational practice. The
4

Community Based Workers are Aboriginal people employed to work in a non-clinical health and
wellbeing capacity within their own communities.
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benefits of this direct observation include the opportunity to witness everyday routines and
therefore capture facilitators and barriers to performing and recording developmental
monitoring (Green & Thorogood, 2009). This provided first-hand experience of activities but
also, importantly, of what did not happen in the health centres (Patton, 2002). Following
preliminary discussions with the AHWs in the intervention communities, it was also agreed
that this would be a useful method to gain an understanding of the capacity and skill level of
the AHWs. An observation schedule was developed as a prompt (see Appendix 2a) focusing
on the setting, acts, activities, meanings, participation, relationships and time (Gray, 2009).
The procedure is described more fully in chapter five.
Three months after completion of the initial training workshop, I conducted structured
observations of staff who had completed the training to assess their ability to administer the
adapted ASQ-3. The observations were undertaken in the workplace following ‘booster
training’ and involved observing the participant during a developmental check. A posttraining observation checklist (see Appendix 2b) was used, comprising a number of skills in
four areas: completing the tool; scoring the tool; interpreting the score; recording the findings.
The participant was scored either as having completed the skill, partially completed the skill,
or as having not yet completed the skill.
Although there is potential for bias with this approach, introducing an independent assessor
was not feasible. Firstly, considerable time had been spent forming relationships with the
AHWs and other staff, before and during the training, and it was for this reason that they cooperated with having an observer present. Introducing an independent observer, or filming
the interaction for independent rating, would have been unacceptable in this context and may
have jeopardised the observation. Secondly, the resources required for an additional,
independent rater were not available to this study. The observation checklist that was
developed attempted to minimise any potential bias and furthermore the multiple methods
employed challenges the bias that comes from a single method (Crowe et al., 2011; Green &
Thorogood, 2009).
I conducted further clinical encounter observations of staff 12 months after training to collect
data on change in practice. These data will contribute to the longer term outcome evaluation
that is planned to follow the thesis research.
Direct but less formal observations were made throughout field visits, including during formal
interviews and group interviews, during the adaptation and translation process of the ASQ-3,
during delivery of training and during the System Assessment Tool (SAT) meetings (to be
discussed in chapter six). This observational evidence was particularly useful in providing
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additional information about the context of each of the case studies, the adaptation of the
ASQ-3, and finally the implementation of the AHW training program (Miles & Huberman,
1994; Yin, 2009). The training activities were designed to maximise the potential for
observations contributing to the assessment of the learners. This formative assessment was
conducted by observing and monitoring the learners as they responded to the trainer’s
questions, asked questions, interacted with the training group and participated in the learning
activities (HBA Learning Centres, 2010).
Medical record audit
Pre-intervention audits of the medical record of every child from birth to five years of age
who was resident in the community, were undertaken. Lists of children to include in the
audits were generated from health centre records and staff from each health centre assisted in
determining which children on the list resided in the community. Children who were not
currently resident in the community and children who were not Aboriginal and/or Torres
Strait Islander, were excluded.
The aim of the pre-intervention audit was to provide a quantitative baseline of developmental
services provided in a 12-month period prior to the intervention. The audit tool was based on
the child health audit tool developed by ‘One21Seventy’, the National Centre for Quality
Improvement in Indigenous Health (One21Seventy, 2013). The child health audit tool was
modified and expanded in an attempt to capture data on who provided the developmental
service and, importantly, the quality of the service (see Appendix 3)5.
The audits were conducted in the two communities where the intervention was delivered,
Yumurrku and Nhanhala. Similar baseline audits were also conducted in two other
communities, which were matched for size, remoteness and available services. These will
serve as control communities for the future outcome evaluation study examining the impact of
staff training and availability of the adapted ASQ-3 on improving adherence with
developmental best practice in the health centres.
Training feedback survey
Feedback surveys were completed independently by all staff who participated in training and
were returned to a research assistant, allowing anonymity. Although deidentified, the pen and
paper survey did ask the participant to nominate their position in the health service. The

5

Box 5-1, page 118, lists the data elements that were audited from medical records in the 12 month
period.
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survey consisted of 11 items, rated along a 5-point Likert scale, and three open-ended
questions. The items assessed the quality, relevance and usefulness of training. The openended questions invited comments and recommendations for improving training (Appendix
11).
Pre- and post-training tests were not undertaken to evaluate participants’ learning. Although
thought by some to be the gold standard, ‘objective testing’ is not without its problems. There
are no standardised assessments or tests for this workforce group in this context, thus it would
have been necessary to create a test de novo. The group of learners had varied language,
literacy and numeracy skills, even among the AHWs, and it would have been a challenge to
design a new test at a level that would accurately test all learners. What may have been far
too simple for some learners and consequently may not have detected a change post-training,
may still have been too difficult for other learners and may not have accurately measured
knowledge pre-training, overestimating the impact of the training.
Another important consideration was the cultural appropriateness of testing. Participants with
poor language and literacy skills, who also lacked child health training, may have felt overly
scrutinised by being ‘tested’, increasing feelings of anxiety and fear of failure and potentially
threatening their engagement with the process and learning. In addition, the time and effort
involved in completion of the measures might further negatively influence trainees’ response
to training. Instead, as Rogers and Horrock (2010) recommend “observation should be the
main tool of evaluation for any teacher of adults” (p. 299).

3.4.2 Research participants
Non-probability samples of key informants, AHWs, Aboriginal parents, experts and staff
were selected employing purposive sampling methods in order to gain information-rich
sources (Bernard, 2011). Information-rich sources offer greater understanding and insights
into the phenomenon being studied, than empirical generalisations (Patton, 2002).
Sample size calculations for the children whose medical records were audited were not
relevant as this was a whole of population census, or a complete count.
Aboriginal children
The whole population of Aboriginal children aged under 5 years and resident in the
community was included in the medical record audit.
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Children, with their parents, were invited to participate in the practical component of the
training program, where learners were required to administer the adapted ASQ-3 under
supervision. Only children whose age corresponded with the ages that the HU5Ks specified
as requiring a developmental check were selected.
Aboriginal Health Workers
The whole population of AHWs working in the two health centres was selected. There were a
total of 10 AHWs in the two communities, all of whom were invited to participate in the
study. As described in the case study framework above, the AHW group was the embedded
unit of analysis in the case study. A main objective of this component of the study was to
specifically explore AHWs’ experiences and perceptions; as such, ‘critical-case sampling’
was employed (Bernard, 2011). This sampling technique involves cases or sources that are
crucial for the project (Liamputtong, 2009).
Training participants
In addition to the AHWs, a number of other staff were included in the training, as determined
by the health centre and other community experts. Other Health Staff included: nurses and
community based workers from the health centre; the Health Development branch child
health nurses supporting the health centre; and managers of the AHWs and community based
workers. All were invited to participate in the training and subsequent testing of the adapted
ASQ-3. Education Staff from the Families as First Teachers (FaFT) program in each of the
two communities were also invited to participate in the training and testing of the adapted
ASQ-3. FaFT is a Department of Education parenting support service for Aboriginal parents
of children from birth to three years. It is a program that aims to engage families in quality
early childhood education programs to promote family knowledge and early learning. The
FaFT liaison officers are local Aboriginal women and both communities identified that there
would be value in including the FaFT liaison officer in the training.
Aboriginal parents
In both communities, a comprehensive sampling strategy of all parents who participated with
their child in the testing of the adapted ASQ-3 was used. All parents were invited to be
interviewed regarding their views on acceptability and relevance of the adapted tool.
Key informants
Key informants were identified from their role in the health centre, in the community, or in
the arena of child health in the NT more broadly, with the aim being to bring a wide range of
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views and experiences to the research objectives. I identified the following key informants
who were included in the purposive sample and were personally invited to participate. The
study topic was of great interest to these groups and I had no difficulty in recruiting them to
participate in either the individual or group interviews.
Aboriginal community experts
Through community consultations and initial engagement processes, Aboriginal Community
Experts were identified and included senior women or elders who had a role in early
childhood, were cultural/linguistic experts and/or were leaders in the community. Using
expert sampling, this group of key informants was selected and included:


Senior women (Strong Women workers) working on the Strong Women Strong
Babies Strong Culture program (Mackerras, 1998), which recognises the traditional
cultural approaches to parenting and lifestyle and supports pregnant Aboriginal
women and their babies from pregnancy through to early childhood.



Education staff, including Families as First Teachers (FaFT) liaison officers (FLO).



AHWs and Aboriginal Community Based Workers



Community cultural and linguistic experts
Health practitioners (health centre staff and child health nurses)

A purposive sample of health centre staff (including nurses and a doctor) and child health
nurses was selected to ensure the views of practitioners who had worked or were currently
working in the two communities were included. In addition, child health nurses with
experience working in other remote communities in the Top End and in Central Australia, and
a policy officer (also a nurse) were invited to participate.
Another group of health practitioners included were nurses working on the Australian Nurse
Family Partnership Project (ANFPP), being conducted in Alice Springs in the Northern
Territory. The project has been using the standard ASQ-3 and nurses working on the project
were invited to provide feedback on their experience using the tool with Aboriginal parents at
an informal meeting.
Early Childhood Development experts
Various ECD experts were invited to participate in individual and group interviews to provide
input on possible modifications to the ASQ-3. This purposive expert sample included:
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experts in Aboriginal early childhood research; Early Childhood Intervention Advisors with
Department of Education Student Services Division; allied health specialists working with the
Children’s Development Team of the Department of Health (providing therapy services to
urban children); and allied health specialists working with the Remote Intensive Therapy
Team (providing therapy services to remote-dwelling children).
These expert groups were selected on the basis of their having varying degrees of experience
working with Aboriginal children, working in the remote Aboriginal setting with children
with special needs and disabilities, using the ASQ-3, and working with Aboriginal staff in
early childhood. The groups also represent all government bodies providing services to
young children with developmental concerns or special needs in the Northern Territory. Their
engagement in the study was also considered important to the uptake of findings by these
government agencies.
Linguistic experts
A linguist from the Aboriginal Resource and Development Service (ARDS) was employed to
provide advice on aspects of the adaptation of the ASQ-3. Guidance was also sought
regarding translators who could be involved in the project. An occupational therapist/cultural
linguistic expert provided additional feedback and advice, suggesting modifications that may
be necessary for the ASQ-3 being used with the study population.

3.4.3 Data collection procedures
Figure 3-5 below demonstrates the time points for the different data collection methods. The
following section describes the data collection procedures.
Interviews were conducted face-to-face with informants at the location of their choice, which
in most cases was the health centre. Group interviews were conducted at a convenient
meeting place, at either their workplace or at Menzies School of Health Research (for
interviews conducted in Darwin).
For all interviews, both individual and group, I provided participants with an information
sheet (see Appendix 4) and a consent form (see Appendix 5). Written, informed consent was
obtained for all interviews, including consent to audio-record the interviews. The duration of
the interviews ranged from 40 minutes to 2 hours and 20 minutes. All interviews were audiorecorded with the exception of one group interview for which consent was not given.
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Figure 3-5: Data collection methods and timeline

Interviews were transcribed verbatim and imported into QSR NVivo qualitative software
package to assist with the management of data. Descriptive handwritten field notes were
made immediately following the interviews, recording what informants said, observations
about the interaction and preliminary interpretation.
Observations of clinical encounters occurred on an agreed day in Nhanhala and on the
dedicated child health day in Yumurrku. AHWs had previously been informed and consented
to being shadowed. During the clinical encounter and additionally during the course of the
day on field visits generally, I jotted down in a notebook what I observed, heard and
experienced. I wrote detailed descriptive field notes from these jottings at the end of every
day, including diagrams, in an attempt to capture rich, comprehensive data (Gray, 2009). My
field notes collected observations of interactions and casual conversations during the course
of the project, and so also became a diary where I recorded my reactions and responses to
various events and people. As Bernard (2011) points out, this is an important practice in
qualitative research as it can help interpret the field notes and highlight interpretations that
may be biased by our own perspective. Furthermore, the field notes were an opportunity to
record initial interpretation and analysis. Field notes and analytical notes were recorded
separately, to distinguish between my observational notes and my analytical notes (Gray,
2009). Hand written field notes were transcribed into NVivo to facilitate coding and analysis.
In addition to field notes I kept a log during every field visit. This was a running account of
the plan for how the time in the field was to be spent, and how the time was actually spent.
This practice, recommended by Bernard (2011), was a method for thinking about and
planning in advance what needed to be achieved in the limited time available, what questions
needed to be answered and what data was really necessary. It also became a very clear record
of many of the obstacles to collecting data, as repeatedly thwarted attempts are recorded in a
way that sometimes may be omitted in field notes; for example, repeatedly trying to contact
an informant.
For the audit, data were collected and de-identified on a paper form and then entered into an
Access database, designed by a data manager to fit the data collection form (see Appendix 3).
Data collection was conducted by me, a research assistant and a continuous quality
improvement (CQI) facilitator. The research assistant was a trained registered nurse and
teacher and had previously conducted health record audits. The CQI facilitator was also a
registered nurse and was familiar with the One21Seventy child health audits, which she used
in her CQI role. A one-hour training session was conducted with both individuals and a
written protocol was also provided. A sample of audits was checked at the beginning of the
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process to ensure all data collectors were interpreting the health record information in the
same way.
The training feedback surveys were administered at the completion of the training workshop.
The questionnaires were self-administered, and returned to the research assistant who had
assisted in the administrative tasks of the training.

3.4.4 Ethical considerations
The project was conducted in accordance with the National Health and Medical Research
Council Guidelines for Ethical Conduct in Aboriginal and Torres Strait Islander Health
Research (NHMRC, 2003). The study proposal was presented to and approved by the
Menzies School of Health Research Indigenous Reference Group and approval was obtained
from the Remote Health branch of the NT Department of Health to conduct research in the
selected communities.
Ethics approval was obtained from the Human Research Ethics Committee of the NT
Department of Health & Families and Menzies School of Health Research, for research
conducted in the Top End, and from the Central Australian Human Research Ethics
Committee for research conducted in Central Australia.
This study was committed to taking an approach that aligned with the values at the heart of
the NHMRC guidelines: spirit and Integrity, reciprocity, respect, equality, survival and
protection, and responsibility. The lengthy consultation process and time invested in
developing relationships with Aboriginal community members and stakeholders was in
recognition of and respect for Aboriginal cultural values and principles. A key objective was
to work with Aboriginal communities who considered ECD a priority and chose to participate
in the study, working in a collaborative partnership rather than imposing a research project.
For this reason, I was faced with a dilemma when the non-Aboriginal health centre manager
did not agree to participate in the study despite a number of Aboriginal community members
having already engaged and decided to partner in the project. It was important that the voices
of the Aboriginal community members be heard and that they had their wishes respected. For
this reason I chose to adapt the design of the project and include Nhanhala as a case study
despite not having the support of the health centre manager.
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3.5 DATA ANALYSIS PROCEDURES
The complementarity model adopted for this study called for a parallel mixed data analysis
strategy (Tashakkori & Teddlie, 2003). Although the two sets of analyses were independent,
the interpretations of the phenomena from the two strands were integrated into a ‘metainference’ (Teddlie & Tashakkori, 2009). A meta-inference brings the conclusions or
interpretations drawn from the separate qualitative and quantitative strands of the study into a
synthesised discussion to reflect what was learned from the combination of methods and
develops a more complete picture (Creswell & Clark, 2010). Presenting the two
complementary sets of findings enables a more complete picture to develop (Plano Clark,
Garrett, & Leslie-Pelecky, 2010).
Interviews and observations
Preliminary qualitative data analysis commenced at the data collection stage, when field notes
were recorded. This initial coding was a way of identifying emerging issues that also needed
to be considered in subsequent interviews. As Grbich (2007) points out, this stage is a
process of “engagement with the text, not so much as to critique it” (p. 25). This process was
also helpful in beginning to categorise the issues emerging from the data into potential
themes, which were refined in an iterative manner with the addition of new data from
subsequent interviews.
Thematic analysis was undertaken to identify themes across the various respondents’
transcribed interviews. Ryan and Bernard (2003) describe themes as ‘abstract constructs’ that
link expressions in texts. They go on to explain that you have found a theme when you can
answer “what is this expression an example of?” (p. 87). A combined inductive and deductive
approach was taken to identify themes. In an inductive approach, the themes are allowed to
emerge or arise from the raw data. With a deductive approach the themes come from a prior
theoretical understanding of the phenomenon being studied. They are identified from the
literature and are derived from the research objectives (Bazeley, 2009; Ryan & Bernard,
2003).
A number of techniques were used for discovering themes. I began with looking for
repetitions in the text. When using this technique, the more an expression occurs, the more
significant it is and the more likely it is to be a theme. However, it is not only repetitions that
identify themes. Looking for similarities and differences between statements, and within and
between transcripts was also used to identify themes. This technique is a way of discerning
the dimensions within the text that goes beyond simply chunking segments together.
Grounded theorists, who label this process the “constant comparison method” (Glaser &
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Strauss, 1967) argue this method maintains a focus on the data, allowing the data to speak for
themselves rather than imposing predetermined themes. Looking further into these themes
identified by constant comparison also produced subthemes. Cutting and sorting is another
method that was used which involves, figuratively, cutting and sorting segments, or items of
text, into themes. The coded segments of text can be sorted to maximise difference and
produce fine-grained themes (the approach taken by ‘splitters’) or to minimise differences and
generate more over-arching themes (‘lumpers’) (Ryan & Bernard, 2010).
The more formal process of thematic analysis commenced once data collection was complete.
I again listened to interviews with the transcript, and re-read the transcripts at least twice to
enable immersion in the data, or to “live with them” as Bernard describes (2011). Coding was
commenced on hard copies of a number of interview transcripts and then completed using the
NVivo software. Transcribed field notes were coded using the same procedure. Handwritten
interview field notes were not transcribed; instead they were added to ‘memos’ created in
NVivo for the source of the interview or for the emerging theme. Memos were used as a way
of documenting theoretical insights from the data to assist in making the conceptual leap from
raw data to increasing levels of abstraction.
Initially, four interview transcripts were coded to aid in creating a ‘code book’. Codes are
simply labels for the segment or item of meaningful text, and at this lower level were more
often descriptive. This initial coding is sometimes described as “open coding” (Strauss, 1987)
or “lower level coding” (Thomas, 2006). Subsequent interview transcripts were coded using
the codebook. However, this was an iterative process and as new codes were created, similar
codes were merged to reduce overlap. In this way a hierarchy of codes was developed and
modified as coding proceeded. As the analysis progressed, major themes (in other words,
higher level or more abstract coding) emerged and a model was ultimately created in which
the most important of these major themes were embedded, explaining the links and
relationships. Concept mapping (Novak, Gowin, & Kahle, 1984) was utilised to display
these relationships as part of the analysis process (Bazeley, 2007; Simons, 2009).
Audits
Data entry was conducted by two research assistants under close supervision. The use of
compulsory fields, ranges and validation rules assisted in minimising data entry errors. Data
cleaning was conducted when data were entered into the database and again before analyses
were undertaken. Data were checked using logical checks, frequency tables for categorical
data and summaries for continuous data.
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Descriptive analysis was undertaken using the statistical package, SPSS version 20. Further
details are provided in chapter five.

SUMMARY
This chapter has provided a detailed description of the research design used to investigate the
research questions of this study. The case study evaluation framework has been described,
demonstrating the advantages of using this design to understand real-life phenomena in
contexts where we have little control and conditions may change. A mixed method approach
was taken to strengthen the study; the quantitative and qualitative strands clarifying and
enhancing each other. Finally, the methods of analysis were described, and the approach to
combining the findings from the different strands outlined.
The following chapter will illustrate the process undertaken to adapt the ASQ-3, the first of
the activities outlined in the program logic model.
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CHAPTER 4 CROSS-CULTURAL
ADAPTATION OF THE ASQ-3
INTRODUCTION
The purpose of this chapter is to describe the cross-cultural adaptation made to the
ASQ-3. As outlined in chapter two, the ASQ-3 is a developmental screening instrument
with acceptable psychometric properties that is being used across Australia, including
with Aboriginal populations, and has been applied to diverse populations internationally
(Squires et al., 1997). Its many suitable properties and its acceptability across different
cultures made the ASQ-3 the most relevant and appropriate developmental screening
instrument to be adapted for use in the remote Australian Aboriginal context.
This chapter begins the presentation of the formative evaluation work that includes
chapters five and six to follow. Within the context of the program logic, these three
chapters constitute the first activities phase of the program, which includes the
adaptation of the ASQ-3, a training needs analysis, and development of the training.
The aim of the adaptation was to create a culturally and linguistically appropriate
developmental screening instrument, acceptable for use in remote Aboriginal
communities in the Northern Territory. Section one outlines the adaptation procedures
that were followed. Sections two and three present the findings of that process. A
discussion of the cross-cultural adaptation of the ASQ-3 and its acceptability follows in
the final section.

4.1 METHODOLOGY
As outlined in the research design, the study was conducted in two sites in the Northern
Territory. The adaptation of the ASQ-3 was conducted simultaneously in both
communities and the presentation of the process and findings are combined for the two
settings.
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The following formative evaluation questions were addressed:
1. What adaptations of the ASQ-3 are required for its culturally appropriate
administration in this context?
2. To what extent is the adapted ASQ-3 culturally appropriate and acceptable to the
target population?

4.1.1 Methods
The methods and the rationale for these have previously been discussed in chapter three.
In this section I provide details on how the methods were used specifically to collect
data relevant for this part of the study.
Interviews
Key informants were interviewed to obtain views that would inform the adaptation of
the ASQ-3, prior to the training. These semi-structured interviews followed the topic
guide designed for the group interviews (see Box 4-1 below). The ASQ-3
questionnaires were used during interviews to facilitate discussion on modifications
necessary for the ASQ-3 (see Appendix 12).
Following the training, semi-structured interviews were conducted with AHWs and key
informants who participated in the TRAK training program (chapter six). The
interviews explored a number of topics; however, for this component of the study the
participants’ perspectives on acceptability of the adapted ASQ-3 used during the
training were analysed. I conducted all key informant and AHW interviews using an
interview protocol (see Appendix 1b).
Structured interviews were also conducted with parents following the testing of the
adapted ASQ-3 during the training process. These interviews were conducted by a
research assistant experienced in conducting research in this context. I was unable to
conduct these interviews as I was supervising the administration of the ASQ3-TRAK
tool with the next family. Thus, the same level of rapport was not able to be developed
as had been with the AHWs, as the parents were not known to the research assistant.
For this reason, I considered that audio-recording the interviews would be a further
barrier to engaging parents. The interviews were conducted immediately after the ASQ3 had been administered in a private area nearby, using a standardised interview
protocol (see Appendix 1d).
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Group Interviews
Group interviews were conducted with key informants, including Aboriginal
community based workers, Aboriginal community experts, child health nurses and early
childhood experts, as described in chapter 3.
The aims of the group interviews were to obtain views and beliefs on modifications
necessary for the ASQ-3. As with the individual interviews with key informants, the
ASQ-3 questionnaires were used as a prompt to address the topics listed in Box 4-1
below and covered by the group interview schedule (see Appendix 1d).
Box 4-1: Interview topic guide
1.

Cultural relevance of the items in the ASQ-3.

2.

Appropriateness and understanding of each item in relation to Aboriginal children in remote
contexts.

3.

Other child attributes, competencies and milestones that could be included or substituted.

4.

How children’s developmental functioning can best be evaluated in this context.

5.

What parents and carers can do to stimulate development to improve outcomes.

6.

The perspectives of Aboriginal community experts and early childhood development experts
on healthy child development.

7.

Data on available services, resources and programs in the community.

Green and Thorogood (2009) have adapted Coreli’s typology of group interviews which
includes consensus panel, focus group, natural group and community interview. They
describe consensus panels as often being composed of key informants or experts, which
aim to seek group consensus or normative reactions. Consensus panels usually deal
with narrower, close-ended stimulus material and are typically used for agreeing on
clinical protocols or resource prioritisation. These group interviews could be classified
as consensus panels (Green & Thorogood, 2009). In this case, the aim was to reach
consensus on the overall relevance and modifications necessary to adapt the ASQ-3.
Observations
Observational data were collected both to inform the adaptation of the ASQ-3 and
inform the acceptability of the adapted tool. Informal observations recorded in field
notes were made throughout the adaptation process, including during the committee
group discussions and following consultation and informal interviews with advisors (see
flow diagram, Figure 4-1). Observations during a beach picnic in Yumurrku also
provided data on local Aboriginal children playing in their natural environment.
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During the training, while participants administered the adapted ASQ-3, observations
provided important qualitative data on the acceptability of the adapted ASQ-3 to both
staff and parents, which complemented the interview data.

4.1.2 Research participants
The research participants have been previously described in detail in the research design
chapter. Participants included Aboriginal children and their parents, Aboriginal Health
Workers, training participants, and key informants.
Table 4-1: Data sources
Adaptation of the ASQ-3
Interviews
Key informants

n=4

Group interviews
ECD experts

n=4 (each group with 2 or 3 members)

Aboriginal community experts

n=4 (each group with 2-7 members)

Child health nurses

n=2 (each group with 2 members)

Acceptability of the ASQ3-TRAK tool
Interviews
Key informants

n=3

AHWs

n=6

Parents

n=18

Group interviews
ECD experts

n=1 (5 members)

Aboriginal community experts

n=1 (2 members)

ANFPP

n=1 (7 members)

Training participants

n=24

Observations

AHW Aboriginal Health Worker, ECD early childhood development, ANFPP Australian Nurse
Family Partnership Project

4.1.3 Analysis methods
The qualitative data analysis procedures explained in section 3.5 in the research design
chapter were followed.
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4.1.4 Instrument for adaptation – the ASQ-3
The ASQ-3 consists of 21 questionnaires for children from 1 month to 5½ years of age
(see Appendix 12). Each questionnaire contains 30 developmental items that are
organised into five areas – “Communication”, “Gross Motor”, “Fine Motor”, “Problem
Solving” and “Personal-Social”. An “Overall” section addresses general parental
concerns. Some of the items are illustrated to aid understanding and the general English
reading level of the questionnaires ranges from fourth to sixth grade. For the 30
developmental items, caregivers are asked whether their child can perform the task or
behaviour and can answer ‘yes’, ‘sometimes’ or ‘not yet’. The responses are converted
to a point value and these are totaled and compared with established screening cutoff
points (Squires et al., 1999). The score guides practitioners regarding what action to
take, based on whether the score is above the cutoff (no action), close to cutoff
(monitor), or below cutoff (further assessment needed).
Of the 21 questionnaires in the ASQ-3, seven questionnaires - the 2, 6, 12, 18, 24, 36,
and 48 month - were selected for adaptation. These ages align with the age intervals in
the NT Government Healthy Under 5 Kids (HU5Ks) child health checks requiring
developmental checks (NT Department of Health, 2009).

4.1.5 Adaptation procedure: ASQ-3 to ASQ3TRAK tool
Van Widenfelt (2005) and Maneesriwongul and Dixon (2004) have previously
identified that often there is very little reported about the adaptation process of an
instrument, including its psychometric properties, leaving the reader unable to assess the
equivalency of the adapted test compared to the source language. It may be seen as a
means to an end and an unimportant step (Baker et al., 2010; Sperber, 2004). However,
it is important that the adaptation process is adequately documented to provide evidence
about the strength of the adaptation and to establish the validity of an adapted test
(Beaton et al., 2000; Guillemin et al., 1993). As Hambleton (2005) highlights, without
appropriate documentation of the adaptation process to establish validity in research
publications, misinterpretation of scores from tests applied in different languages and
diverse cultural groups is likely. Furthermore, accurate and comprehensive reporting of
the process facilitates replication.
However, while measurement perspectives of test adaptations are beginning to be
reported more completely, some would argue that too much emphasis is being placed on
psychometric properties of adaptations at the expense of other aspects of test

79

equivalence (Bowden & Fox-Rushby, 2003). Bowden and Fox-Rushby (2003), in a
review of the translation and adaptation of health-related quality of life measures, found
very little reported on conceptual equivalence, item equivalence, semantic equivalence
or operational equivalence. While this review drew on the Herdman model of
equivalence (1998), the majority of papers still focus on measurement equivalence, in
other words psychometric properties. This pre-occupation with scales rather than
concepts perhaps reveals an ‘absolutist’ leaning of researchers in the field.
As outlined in chapter two the approach proposed by Herdman et al. (1998) was
adopted for this study. The following section presents the procedural steps undertaken
to adapt the ASQ-3 for the use of monitoring child development in the context of
remote Aboriginal communities. All people and place names used are pseudonyms.
Figure 4-1 below provides a diagram of the steps in the process.
Figure 4-1: Adaptation of the ASQ-3

1 Agreement with community
2a
Consultation
with Linguist

2b Consultation
with OT/cultural
linguistic expert

2c Consultation
with ECD experts
& ANFPP Nurses

2d Group
interviews with
Key Informants –
CHNs/ECD
experts

2e Group
interviews with
Community
Experts

3 Consultation with ASQ-3 authors

Translatable
English
ASQ-3

4 Illustration of
ASQ-3

Modified
ASQ-3
5a Translation to
Yolngu Matha

5b Translation to
W.Arrarnta

ASQ3-TRAK

6a Testing of ASQ3TRAK in Yumurrku

6b Testing of ASQ3TRAK in Nhanhala

6c Review of
ASQ3-TRAK

OT occupational therapist, ANFPP Australian Nurse Family Partnership Program, CHNs child
health nurses, ECD early childhood development
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Step 1: Agreement with the communities
The community needs to be involved throughout the process. However, the initial step,
according to Herdman’s model, is to obtain community agreement. It is essential that
the community value the purpose of the research and agree on the conceptual meanings
of the proposed study (Baker et al., 2010). Conceptual equivalence involves exploring
the way different cultures conceptualise a construct, in this case, early childhood
development. Step 1 involved community consultation in both the Top End and Central
communities. Field notes were recorded following all consultation visits. Chapters
seven and eight present the community engagement process in more detail.
Yumurrku
In Yumurrku, my first visit involved a meeting with the health service and included all
the AHWs, Aboriginal community based workers, nurses, driver, reception staff and the
health service manager. This was a consultation about early childhood development to
gauge community interest in the project.
A subsequent visit involved consultations with a wider range of community members,
including senior women or elders who also worked in roles outside the clinic - mental
health worker, women’s resource centre manager and Families as First Teachers (FaFT)
liaison officer. The aim was to discuss the concept of ECD and the rationale for the
study to determine what was of value to the community.
Nhanhala
In Nhanhala, the child health AHW was consulted about the purpose of the
developmental monitoring tool and rationale for the study. She suggested further
discussions with other community members, and subsequent consultations with a key
senior community woman and with the FaFT liaison officer, both previously employed
as AHWs, were arranged with a similar aim to that described above in Yumurrku.
Step 2: Consultations and Interviews
The ASQ-3 was first reviewed by a linguist (see Figure 4-1, step 2a) to help ensure it
was in ‘translatable’ English (Brislin, 1986). The linguist’s advice and Brislin’s (1986)
guidelines for writing material which is readily translatable (see chapter two), informed
further item modification and subsequent translation of the remainder of the
questionnaires. While modifications are necessary during such a process, maintaining
the meaning of items is critical. This is what Herdman refers to as semantic
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equivalence, and the linguist’s input was sought as a method of establishing consistency
of meaning across the two versions.
Step 2b involved consulting an occupational therapist who had lived and worked as a
teacher/linguist in a community in the same region as Yumurrku. As a bilingual,
bicultural person with developmental expertise, she was able to assist in determining the
relevance and acceptability of each item, that is, item equivalence. She also contributed
to the final translatable English version.
Simultaneously, the ASQ-3 was shown to various child health experts for comment
(Steps 2c and 2d), through group and individual interviews. Advice was sought from
these informants regarding item equivalence and operational equivalence. Operational
equivalence refers to the format, instructions, mode of administration and measurement
methods and is attained when these factors do not impact on the final results.
Finally, throughout the process Aboriginal community members, considered expert by
the community, were consulted to discuss the relevance and acceptability of the ASQ-3,
aiding in the investigation of item, semantic and operational equivalence. In Yumurrku,
two group interviews were conducted that included a Strong Women worker, the FaFT
liaison worker and the community mental health worker. In Nhanhala, two group
interviews were conducted with a combination of the child health AHW, the FaFT
liaison officer, a teacher’s aid, a male AHW, a FaFT support worker, a community elder
and cultural expert, and the AHW responsible for developing the family wellbeing
centre.
To achieve consensus between the Top End and Central Australia, the complete 12
month questionnaire was reviewed in both communities by both Aboriginal and nonAboriginal informants. Not all questionnaires were able to be reviewed with all groups;
however, where items were identified that needed modification, these were reviewed by
informants from both communities.
Step 3: Consultation with ASQ-3 authors
Prior to the translation, and recommended by Herdman as a critical step to ensure
semantic equivalence, the authors of the ASQ-3 were consulted and all modifications
were reviewed and discussed. This ensured that the meaning of the items was not lost
in the rewrite to translatable English. Communication with the authors occurred
throughout the process until consensus was achieved on a version that was ready for
translation. This aided the translation process considerably as it provided an
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opportunity to clarify the meaning of all items. The authors also reviewed the
illustrations (see step 4 below) to ensure the intent of the item was retained.
The authors provided a base translation file that enabled the modified English version,
the translated version, and the back translation for each item to be recorded adjacent to
the original ASQ-3 text. A column was also created for any general comments or
queries for the authors and another column for the comments and decisions made by the
authors regarding the modifications. This document not only ensured all data were
recorded but it also allowed iterations of an item to be viewed side-by-side across the
Excel spreadsheet, facilitating review by the authors.
Step 4: Illustrating the ASQ-3
A local artist, with experience working in remote Aboriginal communities as a teacher,
was employed to illustrate the modified ASQ-3 with culturally appropriate figures. This
involved producing 210 illustrations. The questionnaire, an A4 document, was
illustrated with small black and white images and in addition an A5 size booklet was
produced with large colour illustrations. The intention was to provide the parents with a
visual aide while the questions were being asked (Watson et al., 2013).
Step 5: Translation process
The translation followed a similar process in the two communities. A committee
approach (Brislin, 1986) was taken, which is considered suitable when the translators
have a preference for the target language and a limited number of people are available
to complete the back translation (Cha, Kim, & Erlen, 2007).
These were both relevant factors in the two communities in this study. There was a lack
of available bilingual people qualified to complete the back translation in both settings.
The literature recommends using a bilingual person whose mother tongue is the source
language; English in this case (Brislin, 1986; Hambleton, 2005). However, considering
the lack of available translators, it became necessary to modify the recommended
approach outlined in chapter two. Hence, a bilingual target language native speaker
was used to tackle the back translation.

Yumurrku
In Yumurrku, a team of translators who were native target language speakers, was
selected based on recommendations by the community, as endorsed by Herdman.
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Nellie was a retired literacy worker who had been employed in the Literacy Production
Centre at the community bilingual school, and worked in the language of instruction at
the school, Dhuwaya. Nellie had also worked on a bible translation. Raelene and Diane
were both Strong Women workers with knowledge and experience of early childhood
development and were fluent in more than one Yolngu language. Diane had also been
involved in the adaptation process up to this point. Although neither of the Strong
Women were trained translators they had both previously worked on team translations
for the health service and community.
A translator who was bilingual and bicultural in Yolngu ways was employed to assist in
the translation. Although not familiar with Yumurrku, he had lived in a community in
the North East Arnhem region for 20 years where he worked as a linguistic
consultant/educator and had also worked as a linguistic consultant for the NT
Government in Darwin. There were no translators available locally or in the NT and
the linguistic expert was flown in from interstate, on two occasions.
I participated in the committee as an expert in the subject matter. I was present for the
entire translation process and was able to be part of the discussions to ensure the
meaning of the item was understood before it was translated, and to double check the
meaning was retained when the target version was discussed and back translated. An
added advantage of being present throughout was that I was able to ensure the
translators were reminded of the purpose of the tool and therefore maintain the
appropriate register for the translation (Hambleton, 2005; Herdman et al., 1998). The
final committee group had varied backgrounds, as recommended by Beaton et al.
(2000).
Yolngu Matha is an umbrella term for the languages of the Yolngu and while there can
be significant variation between the Yolngu languages, there is generally common
mutual intelligibility (Christie, 2007). Dhuwaya, the language of instruction at the
primary school, is one of the 13 Yolngu languages spoken in Yumurrku. Community
members have different views on which language should be selected for written forms
of communication in Yumurrku. However, the translator group agreed that the target
language would be Dhuwaya, as this is the most commonly written language in the
community and spoken by all children and most young adults. As the translation team
members were all fluent and literate in Djambarrpuyngu, another Yolngu language, the
committee decided the first step in the translation process would be to produce a
Djambarrpuyngu version.
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Figure 4-2: Translation process in Yumurrku
Committee Group
Discussion

Source

English

Target 1
Djambarrpuyngu

Committee
Approach
Bilingual #1
Bilingual #2
Bilingual #3
Bilingual #4
Content expert

Target 2
Dhuwaya

Bilingual #1
(target native
speaker) and
Bilingual #4
(source native
speaker)

Source

English

Bilingual #5 (target
native speaker)

This first step in the translation process occurred over ten working days, working with
the committee in the community. Items were written out on a whiteboard and then read
out, in English. As a group we discussed the item, in a mixture of English and Yolngu
Matha (each woman speaking in her preferred language), to ensure a shared
understanding and further examination for item equivalence. The translators verbally
translated the item into Djambarrpuyngu, the linguistic consultant writing that version
on the whiteboard. Once complete, the quality of the translation was checked by further
discussion among the translators, to ensure it was grammatically correct in the target
language and that it was written at the right level for the target audience. An initial back
translation took place and was discussed, with my input, to check the semantic
equivalence. Additional changes were made if necessary, until there was consensus.
This step follows Beaton et al.’s (2000) recommendation of obtaining an expert
committee view to come to a consensus on any discrepancy.
Dhuwaya is very similar to Djambarrpuyngu and the second step, translating from
Djambarrpuyngu into Dhuwaya, involved minor grammatical changes. Nellie had very
strong literacy skills in Dhuwaya and with the linguistic consultant’s assistance (see Fig
4-2) she led this process which took place in the community over two working days.
The final step was a partial back translation. Although a number of women were
identified only one, a Yolngu teacher who had previously been the principal of the
bilingual school, was available for this task. This senior woman had many obligations
and her time was limited, therefore she was only able to back translate two
questionnaires.
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Nhanhala
Similarly, in Nhanhala, the community recommended translators. They suggested a
bilingual native English speaker who was a teacher/linguist. He was married to an
Arrarnta woman and had lived in the community for over 25 years. Furthermore, he
had previously worked on a number of vernacular publications including the Western
Arrarnta picture dictionary and had been involved in other translation and interpreting
tasks for the school and community. Western Arrarnta, the language of Nhanhala, is
spoken by about 1500 people in Central Australia, and is also spoken in six other nearby
communities.
Figure 4-3: Translation process in Nhanhala
Bilingual #3 (source
native speaker) and
Content expert

Committee Group
Discussion

Source

English

Target
W. Arrarnta

Source

English

Bilingual #4
(target native
speaker) and
Bilingual #3
(source native
speaker)

Committee
Approach
Bilingual #1
Bilingual #2
Bilingual #3
Content expert

Kelly, the senior woman who had been a driver of the project, recommended the local
translation team that was endorsed by the teacher/linguist. The child health AHW,
Margie, who had been extensively involved in the planning for the adaptation of the
ASQ-3, and another senior Arrarnta woman who was a retired, trained teacher with
experience in team translation work, were both recommended. Other suggestions were
made for additional community women to join the translation team. However, their
work commitments made it difficult for them to participate.
As in Yumurrku, I participated on the committee as an expert in the subject matter. I
was again present for the entire translation, working with the translation team in the
community. A similar approach to that taken in Yumurrku was used, in this instance
working from a laptop computer. Both the bilingual native speakers had very strong
English literacy skills and each also had a hard copy of the modified English ASQ-3 to
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read from. Having Margie as part of the translation team was an added advantage that
significantly aided the translation process. As a bilingual native target language speaker
who was also an expert in the subject matter, her participation ensured item and
semantic equivalence were attained, resulting in a quality translation.
The Nhanhala committee also checked the quality of the translation by further
discussion among the committee of translators. However, this also occurred in more
detail separate to the committee meetings, with the teacher/linguist and the senior
Arrarnta teacher reflecting on the grammar and making changes as necessary.
The back translation was shared between a senior Arrarnta woman, who had previously
been employed as an AHW and currently worked as the the FaFT liaison officer, and
the teacher/linguist. The senior Arrarnta woman back translated the 2-month
questionnaire, with the teacher/linguist’s support. In view of the considerable assistance
the Arrarnta woman required and the time this would take that she was not available to
give, this approach was abandoned. Although Western Arrarnta is the first language in
Nhanhala, most in the community are not literate in their language, and finding another
bilingual person who was both capable and available was not possible. It was decided
that the only solution was for the teacher/linguist to complete the back translation.
The rest of the ASQ-3, in its entirety, was back translated by the teacher/linguist. He
had been involved in the forward translation, so this was not a back translation as
recommended in the literature (Brislin, 1986). However, this approximated the process
followed in Yumurrku, with the translation team doing an initial back translation and
discussing this with my assistance. Additionally, although he participated in the initial
translation, the teacher/linguist completed the back translation ‘blinded’ to the original.
We discussed his back translation in detail, and any changes that needed to be made he
checked with the senior Arrarnta teacher. The quality and accuracy of the translation
were again further checked during this process.
Step 6: Testing and reviewing the ASQ3-TRAK tool
The adapted ASQ-3 (ASQ3-TRAK tool) was tested with 24 parents and children. The
ASQ3-TRAK tool was administered by the staff who participated in the TRAK training
(see chapter six). This testing of the ASQ3-TRAK tool occurred as part of the training
and under my supervision, as trainer. Testing aided firstly in determining operational
aspects of the administration, such as the time taken to administer the instrument,
application of instructions, and use of illustrations. Secondly, although full
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psychometric properties of the adapted ASQ-3 were not explored, testing allowed
confirmation of instrument content and face validity, an initial step in achieving
measurement equivalence.
Following testing, the AHWs and parents who had the ASQ-3 administered were
interviewed, to establish operational and initial measurement equivalence. The adapted
tool was also reviewed by nurses working on the Australian Nurse Family Partnership
Program, for content and face validity. Illustrations were reviewed by ECD research
staff, both Aboriginal and non-Aboriginal, for visual literacy to ascertain whether the
illustration conveyed the meaning of the item. Written feedback was obtained.

4.2 FINDINGS - ADAPTATION OF ASQ-3
The following section outlines the themes that emerged from analysis of data from
individual and group interviews, as well as observational data from field trips. This
section includes the modifications made to the ASQ-3 based on these findings,
providing a clear picture of how the findings were applied.

4.2.1 Community agreement
The consultation meeting in Yumurrku was to gauge community interest in the project
and all the staff, particularly the Aboriginal staff, were enthusiastic about collaborating.
Notably, the senior male AHW expressed a need for men to be involved in ECD to
improve outcomes for children and felt strongly that parents in the community needed
support:
Children follow in parents’ footsteps. If parents take the right path, children
follow the right path (Male AHW, Yumurrku)

The Strong Women workers were particularly outspoken, which was somewhat
surprising to other staff at the meeting. They stressed that learning starts at home,
recognising the important role parents play and the need to support parents, particularly
young parents.
There was agreement from AHWs and Strong Women workers that monitoring and
promoting child development was relevant and important to them and their community.
The women were also clear, however, that while embracing newer, ‘Western’ methods
to promote child development was of value, their children first need to be secure in
traditional culture:
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Need to be strong in Yolngu way first…then learn White way (Strong Women
worker, Yumurrku)

The subsequent consultation meeting with senior women reached consensus that the
concept of ECD and striving for better developmental outcomes for their children were
priorities. The purpose of the developmental monitoring tool was understood and they
expressed that this was of value.
In Nhanhala, the child health AHW consulted clearly understood and supported the
purpose of the developmental monitoring tool. Subsequent discussions with a key
senior community woman led to firm agreement that the concept of developmental
monitoring was highly appropriate and that with adaptation, the instrument would be
suitable. There was an emphasis here, too, on preserving cultural ways and seeing this
project as an opportunity to have ‘both ways’ incorporated and presented to parents and
children. Her suggestion was that cultural practices could be shown to young mothers
at traditional sites alongside Western approaches to promote child health and wellbeing,
including developmental outcomes.

4.2.2 Engaging caregivers
A key finding was the importance of engaging caregivers, and informants suggested a
number of modifications to facilitate engagement.
Length of the questionnaires
A major concern for informants was the length of the ASQ-3. As described earlier,
each ASQ-3 questionnaire has 30 items plus the “Overall” section which has between 812 additional questions, depending on the age group. Informants felt that parents would
not engage with such a long and wordy instrument and there was a risk that if
modifications were not made to the overall number of questions, it would not be
completed at all:
Yeah, too much, too much information and it won’t interest me because too
much words and you know, no pictures there. (Aboriginal key informant)

The ASQ-3 authors recommended that if the tool needed to be shortened, it was
preferable to delete a whole domain rather than a number of questions from each area.
Therefore it was decided to omit the “Overall” section. This section asks general
questions about the parents’ concerns and health-related issues that may impact on a
child’s development. The HU5Ks child health checks includes questions directed at
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many of these same general concerns and it was agreed that if this was omitted it would
have the least impact on the instrument’s ability to gauge the child’s developmental
status.
‘Translatable’ English
In addition to providing a version that was more straightforward for translation into the
Aboriginal languages, the modifications suggested by the linguists provided a useful
plain language English version. This version could be used by practitioners and/or
caregivers who did not speak the target language. Informants considered it would be
more likely to engage caregivers with limited English skills than the original ASQ-3.
For example, the introductory paragraph,
On the following pages are questions about activities babies may do. Your
baby may have already done some of the activities described here, and there
may be some your baby has not yet begun doing. For each item fill in the
circle that indicated whether your baby is doing the activity regularly,
sometimes, or not yet.

was modified to:
This paper is asking you about your baby and what he can do. For each
number, you should choose if the baby can do it Often or Sometimes or Not
Yet.

Table 4-2 below provides some further examples of the modifications suggested by the
linguist.
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Table 4-2: 12-month ASQ-3 questionnaire and
modifications
Original ASQ-3 questions

Modified questions

Does your baby make two similar sounds, such as “baba”, “da-da” or “ga-ga” (The sounds do not need to mean
anything)

Does your baby make 2 sounds that are the same, like,
“ba-ba”, or “da-da” or “ga-ga”? (The sounds may not
have meaning.)

While holding onto furniture, does your baby lower
herself with control (without falling or flopping down)?

When your baby is holding onto something to help him
stand, can he sit slowly without sitting hard or falling?

After watching you hide a small toy under a piece of
paper or cloth, does your baby find it (Be sure the toy is
completely hidden)

Hide a small toy under a cloth while your baby is
watching. (Make sure he can’t see any part of the toy.)
Does your baby find it?

When you dress your baby, does she lift her foot for her
shoe, sock or pant leg?

When you dress your baby, does she lift her foot to help
put on her pants?

Without giving your child help by pointing or using
gestures, ask him to “put the book on the table” and “put
the shoe under the chair.” Does your child carry out both
of these directions correctly?

Without helping by pointing or using your eyes or face,
ask you child to "put the book on the table" and "put the
shoe under the chair". Does you child follow both these
directions?

Illustrations
During the group interviews with community and Aboriginal ECD experts there was
agreement that illustrating each item would improve the tool’s usefulness and enhance
communication with the caregiver. Caregivers may not be literate in English or in their
native language and it was agreed that offering illustrations would provide an added
means for them to understand the questions. The original ASQ-3 has few illustrations
and those used depict white children in clothing, or near items of furniture not seen in
most remote Aboriginal communities. A local artist was employed to illustrate all 210
items using culturally appropriate and relevant images. Below is an example of the 36month item illustrated in the Western Arrarnta questionnaire, and the corresponding
page from the illustrated booklet (see Appendix 7), demonstrating the use of locally
sourced seeds in place of beads.
Figure 4-4: 36-month ASQ3-TRAK questionnaire

2. Katjia ungkwanganhala anga thread-aka
kurnama?

2. Can your child string shells or seeds onto string or
fishing line?
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Figure 4-5: 36-month ASQ3-TRAK booklet

Not all items were able to be illustrated in a way that clearly communicated the
question. For example, most of the communication questions could not easily be
conveyed by an illustration, such as the Figure 4-5 Illustration above. Despite this, it
was decided to include a picture for every item and a stand-alone booklet was produced
that included all items. Informants reported that a booklet that included the illustration
and the question, would also potentially engage caregivers. This provided the parent
with a version they could refer to but also, importantly, gave them the opportunity to
read or look at the question.

Figure 4-6: 12-month ASQ3-TRAK – communication
1. Katjia ungkwanganha ngkatja nyinta
tharra-raanga ngkama: "paa-paa",
"kaa-kaa".
1. Does your baby make 2 sounds that are the
same, like , “ba-ba”, or “da-da” or “ga-ga”? (The
sounds may not mean anything.)
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Method of administration
As described earlier, the ASQ-3 is designed to be either self-administered by the parent
or administered by interview. There was general consensus among informants that the
ASQ3-TRAK tool would be best administered to caregivers by the health practitioners
in this context, rather than offering it as a self-administered tool. A number of reasons
were provided for this: many caregivers are not literate; caregivers would find it more
engaging to have the questionnaire administered by interview; it would encourage a
‘conversation’ about the child; and administering the questionnaire was an opportunity
to demonstrate skills the child has, further engaging and encouraging the caregiver by
focusing on the child’s strengths.
In the original version, it is assumed that parents will observe their child demonstrating
the task in the home environment. However, many of the tasks refer to an activity
requiring a specific object, such as banging cups, tipping a sultana out of a plastic bottle
or kicking a ball; objects that may not be readily available in homes in this context. To
overcome this problem, informants agreed it would be helpful to provide a standard bag
of objects with the questionnaires that practitioners could offer to the parent to then
demonstrate with the child in the setting of the health centre.

4.2.3 Respecting culture
Another theme that emerged from the adaptation interviews was the importance of
respecting the culture of the participating communities. While the study and the tool
were embraced, informants described wanting the young children of their communities
to be healthy in all developmental domains and succeed in mainstream educational
settings, while still being strong in their own cultural ways. The adaptation process
endeavoured to be mindful of this concern and meet both needs as described below.
Language
Key informants, both Aboriginal and non-Aboriginal, expressed a strong desire for
providing the questionnaire in the local Aboriginal language as well as English, despite
many people in community (including some of the AHWs) not being literate in the
target language of the community. It was felt that seeing the ASQ3-TRAK tool in their
language would “empower” people
It also says you are valuable, your culture is valuable…without language they
lose everything (Key informant, Nhanhala)
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Many others suggested it would be a way of teaching parents and AHWs to read their
language and possibly encouraging people to learn, offering a method for protecting
language transmission:
Like if you write it in English then in Arrarnta, people will pick it up, the
word..(AHW, Nhanhala)

This view was supported by other informants who described that promoting the use of
their language by including the translation, was a way of preserving culture.
Relevance and acceptability of items
There was no doubt for any informants that many of the ASQ-3 items needed to be
modified to make the tool relevant and acceptable to the Aboriginal families with which
it was intended to be used. Aboriginal informants felt that it was necessary to
acknowledge that there are differences among cultures.
The occupational therapist who reviewed the ASQ-3 was able to assist in determining
item equivalence, in other words whether items were relevant and acceptable. For
example, the following is an item from the 18-month questionnaire:
After watching you draw a line from the top of the paper to the bottom with a
crayon (or pencil or pen), does your child copy you by drawing a single line on
the paper in any direction? (Mark ‘not yet’ if your child scribbles back and
forth.)

The availability of crayons and paper in homes is limited and therefore children may not
have had the opportunity to draw on paper, making the relevance of the item
questionable. However, commonly in both regions, children would have had exposure
to drawing in the sand. Following discussion with community members, consensus was
reached and the item was modified to:
Show your child how to draw a line in the sand. Stretch you arm out straight
in front of you and draw the line towards you. Watch your child draw a line
like yours. Does your child copy you by drawing just one line, in any direction
(up, down or across)? You can use crayon or pencil to draw on paper.

This modification was viewed as respecting the cultural difference, while still being
considered acceptable by the authors of the ASQ-3 during the consultation process since
the meaning of the item was retained.
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While some items suggested activities that were considered unfamiliar to most families
in this context, the informants still felt many of these items were acceptable. For
example, one item enquires about a child’s ability to turn the pages of a book to
establish fine motor skills. Most families reportedly do not have books in the home,
however this item was judged as being acceptable by Aboriginal informants in both
communities as it promotes a desirable activity. Therefore, although initially
considered irrelevant as a way of establishing a child’s ability because of the lack of
experience with the item, the item was retained. The informants considered that skills
could be promoted and culture maintained, side by side. This was considered especially
important for skills children needed for later educational success, such as counting and
recognising colours, that were not necessarily important traditionally.

4.2.4 Empowering caregivers
Format of questionnaire
The importance of providing adequate explanations to aid parents’ understanding of the
purpose of the questionnaire was a theme that emerged during interviews. Informants
reported that the idea of being asked about a child’s ability to perform certain tasks was
a concept that many Aboriginal parents would find foreign. However, explaining the
purpose of the questions adequately would more likely engage the parent and they
would be more confident to participate:
Yeah, just explain what is the process or what is the reason for you to do that
or to say that to her child because they explain that to her, so she know what it
is (Aboriginal key informant)

Therefore, in addition to the introduction at the beginning of the questionnaire, each
area (such as communication, gross motor etc.) had a brief line added, explaining what
the questions in that area were examining, to help parents understand why the question
was being asked. For example, in the original ASQ-3, only the title – “Communication”
- is provided. However, in the ASQ3-TRAK version, an explanation is provided in
addition to the title – “Communication: How your child listens, talks and how he lets us
know what he's thinking” (See Appendix 7a).
Parents as co-observers
Informants suggested that if parents understood the purpose of the questionnaire, and
importantly that it was not a test, they would feel less scrutinised and more engaged. It
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was noted that encouraging the child to demonstrate the skill could also encourage the
parents to become co-observers of the child’s development. This in turn would promote
a more collaborative approach through sharing of information.

4.3 FINDINGS - CULTURAL APPROPRIATENESS OF
THE ASQ3-TRAK TOOL
This section reports on the findings of parent, AHW and key informant interviews
regarding views on the cultural appropriateness of the ASQ3-TRAK tool,
complemented by observational data.

4.3.1 Acceptability
Face validity
Overall, the ASQ-TRAK tool had very high face validity; the tool was considered
appropriate and acceptable by all informants. Parents were positive about the ASQ3TRAK tool describing it as "good" or "ok" and many volunteered feeling “proud” to see
their child’s accomplishments. When prompted, parents described feeling comfortable
answering questions about their child's development and many found it interesting.
AHWs and key informants described the ASQ3-TRAK tool as being suitable for this
context. One AHW who had described the HU5Ks developmental questions as
something for Ngapiki (non-Aboriginal) children pointed out that he thought the format
and modified language of the adapted tool was acceptable for both Yolngu and Ngapiki,
without any need for further changing. There was a suggestion that the use of a valid
tool that had been adapted was more acceptable to the staff, or “trustworthy” as one
AHW described it. Another informant described that the tool was “not invasive” and
made the parents feel comfortable.
The AHWs described enjoying using the tool and the opportunity to play with the
children. Early childhood experts who reviewed the adaptation reported that they
considered it was a useful tool, appropriate for the context.
Language
There was agreement among the informants that the tool being presented in both
English and the local Aboriginal language was appropriate. One AHW acknowledged
that the bilingual nature of the tool was a benefit for her as it aided her own
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understanding of the questions. Another AHW commented that it made the job much
easier, as he could use the tool in his language with the parents.
However, the youngest AHW in Nhanhala, commented that the language in the Western
Arrarnta version was a bit “old fashioned” because the translators were older. She
acknowledged, however, that they had ensured that it was recorded “properly”.
Another AHW from the same community thought the “proper” language should be used
and suggested this was an opportunity to promote literacy in Western Arrarnta among
younger parents in particular.
Like especially with the young ones, you know, they can sort of see the
language as well and learn as well….yeah, it sort of encourages them to…learn
more…in their own language. (AHW #5)

Other AHWs agreed that for parents who did not have strong literacy skills, the design
of the tool promoted their learning. According to the AHWs, listening to the question
while being able to read the English and Language version below the illustration was an
excellent way to promote the parents’ literacy skills in both languages.

4.3.2 Value of the ASQ3-TRAK tool
Learning about child development
I didn't know some of the things he could do…I learnt more about what Mikey
could do for his age (Parent #1)

A number of parents commented on the value of the tool for learning about their child’s
development. This was also observed by the AHWs who described parents being
surprised at the skill their child demonstrated. One parent commented that she would
like the questionnaire repeated as her child got older as she had found it useful for
understanding her child's developmental stage. This view was shared by AHWs who
recognised that parents had the opportunity to learn more about their child’s
development each time they had a questionnaire administered.
AHWs reported that the process of administering the ASQ3-TRAK tool also supported
their own learning, with each administration reinforcing their knowledge of typical child
development. AHWs remarked that the tool emphasised the inadequacy of their
observations independent of the tool:
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…kids that…with my eyes I think is really young [and] I thought he wasn’t
able to do…what the picture shows. But they can actually do it. And it gives
me a surprise too. (AHW #1)

Observing children play
AHWs all identified the benefit of observing the child demonstrate a skill, over relying
on parent report alone:
Mum might say, “Oh, she can do that,” “she does that,” but when you actually
get the child to do it, they might do it differently or mightn’t do it or do it
better, like that. (AHW #7)

During my observations it was evident that when asked questions about the child’s
skills the parent most often gave very brief answers. However, when the child was
given the opportunity to demonstrate the skill with a toy from the kit, this invariably
elicited reactions from all in the room. It appeared that watching the child play engaged
the parents much more and often led to them to elaborate on their child’s skill,
generating further discussion.
The AHWs reported that the inclusion of the toy kit (see Appendix 9) was a particularly
valuable part of the ASQ3-TRAK tool as they were able to offer the appropriate toy for
the activity. One AHW reported that in addition to providing the opportunity to observe
the child demonstrate the skills, importantly the toys distracted the child and “stopped
them getting bored”, so the parent was able to answer questions more fully.
Feedback to parents
The opportunity for feedback was valued by all informants. Many parents welcomed
the positive feedback from staff during the administration of the ASQ3-TRAK tool and
this was also observed during the supervised sessions:
Feedback from [the health practitioner] is helpful - it tells me that I'm doing
well with my baby. (Parent #10)

Parents identified that it was important for the questions to be asked because if their
child was doing well, it indicated that they were doing a good job as parents. Many
parents described feeling pride in the skills their child was able to demonstrate and pride
in their own parenting skills. One mother, although she did not articulate her feelings,
simply remarked "my baby is healthy" with a pleased smile on her face.
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The AHWs also perceived that the parents valued the feedback and guidance. One
AHW described the benefit of a structured scoring system that provides clear cut-offs
and enables specific feedback to be given to the parents, in contrast to the existing
system that did not provide any guidance as to what feedback to provide. He was able
to reinforce what parents were doing based on observation and cut-off scores and valued
being able to show parents the scores demonstrating the fact that their child was
developing typically:
And show it to them, yep…and you are able to see their face changing, proud.
(AHW #1)

Other AHWs identified that observing the child demonstrate skills provided the
opportunity to give very specific feedback about activities the parents could do in the
home to promote the child’s development. They noted that the demonstration facilitated
that discussion, as they found it easier to talk about development when observing the
child demonstrating the skill. Having structured items and activities to complete in the
session also provided modelling for parents, something considered particularly valuable
by all the AHWs:
Yeah, and then, you know, just say to them, the Mum, “you can not only do it
here but you can do it at home as well you know with your child. Even when
you are playing or sitting in the sand…you know, drawing”. (AHW #5)

4.3.3 Ease of applying the ASQ3-TRAK tool
Participants were very positive about using the ASQ3-TRAK tool.
Ease of understanding
Most parents found the questionnaire easy or very easy to understand. Only two parents
found it difficult and both had limited English proficiency and had the instrument
administered by a health worker who did not speak their language. Some parents
explained that although some questions may have been difficult to understand, they
were able to ask the health worker or nurse to explain what was meant. Other parents
volunteered that they “read the pictures” which helped their understanding. Most
parents reported that they understood what they were doing and why. This finding was
supported by the AHWs who reported that the structure and simple language made the
questions and purpose of the questions very clear and they noted that this helped engage
parents. This finding was supported by my observations.
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AHWs described that encouraging the parent and child to demonstrate skills also
provided parents with a practical and very tangible understanding of the purpose of the
questions and the tool. Not only did this engage parents but it was noted that this would
be useful for parents to describe to others in the community what could be expected
from the checks, as well as potentially passing on knowledge to other parents.
Ease of use
The informants, including the AHWs, reported that the adapted tool was easy or
straightforward to use. They described it as easy to follow because of its step-by-step
nature, and because it was divided into the various developmental sections. The child
health-trained staff who participated in the training also perceived that the tool was
straightforward for the AHWs to use. The benefit of a structured screening tool, with
questions, scoring system and plans was recognised by all the AHWs as being of value
to them in their practice with one AHW commenting that “it’s all there”. The reported
ease of use was also supported by my own observations.
Only one informant, an AWH, commented on finding the structure of the questions
slightly confusing. Some questions ask if the child can complete a task, while others
ask the parent to have the child demonstrate the skill. Although she acknowledged that
the instructions make it very clear that demonstration of all items should be attempted,
she felt it would be simpler if all questions were written in a consistent format.
Illustrations
All informants agreed that the illustrations aided the communication and generally
approved of the illustrations. All the parents reported that the illustrations were useful,
aiding their understanding of the questions and the task required. AHWs also reported
that the illustrations assisted them in communicating the idea behind the questions. This
finding was supported by my observations. Parents were observed to anticipate some
questions from illustrations that clearly communicated the intention of the question.
Parents whose literacy in both English and their first language was strong, also
commented that the illustrations were a useful demonstration and guide for them. Most
parents found value in being asked the question while also having the illustrations to
look at:
It was good to have pictures but also listen. Useful to have both (Parent #5)
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Other parents valued being able to look at illustrations and read the questions
themselves:
…helped with understanding and also with Language. (Parent #13)

Parents were also observed to become excited when their child was able to perform a
skill exactly as demonstrated in the illustration. The illustrations provided further
feedback for the caregiver that the child was “on track”. Informants noted the value of
seeing fathers represented in the illustration.

4.3.4 Administration of the ASQ3-TRAK tool
Almost all the parents had a very strong opinion about the need for the questions to be
asked in private with no-one else present. Only one mother commented that she would
feel more comfortable if other mothers were around. Some parents identified that other
families, including children, would be a distraction for their child. However, most
indicated that it was because they preferred to discuss their child in private and did not
want others “eavesdropping”. This finding was supported by AHWs who expressed
that a private, quiet location facilitated the process, making it easier to engage the parent
and child.
Although the majority of parents found the questionnaire a positive experience, half of
those interviewed indicated that they felt the questionnaire was too long. This included
parents who described the questionnaire as useful and interesting. A number of reasons
were given for why the questionnaire felt too long. Some parents reported that it was
because the child showed signs of becoming irritable or distracted. Others identified it
was because they themselves were distracted. One mother indicated she was hungry,
and another mother indicated she had come to the clinic with her husband who was also
being assessed and this was a distraction. Another mother had the younger sibling with
her and it was difficult to keep the younger infant settled for the period of time required.
Some AHWs commented that the ASQ3-TRAK tool was long and speculated that this
could be a problem with keeping families and children engaged. However, while
acknowledging the tool is long, all AHWs reported that all items were necessary and did
not endorse shortening it.
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4.4 DISCUSSION
4.4.1 Community engagement
The process of engaging the community and building relationships is an essential
component of any research project undertaken with Aboriginal people. Other research
and policy statements recognise that before implementation of any intervention it is
important to engage the community, to gain the acceptance and trust of elders and other
community stakeholders, and to build productive relationships (Barnett & Kendall,
2011; NHMRC, 2003). The Lowitja institute’s publication Researching Indigenous
health: A practical guide for researchers (Laycock, with Walker, Harrison & Brands,
2011), promotes a partnership model for ethical Aboriginal research that includes four
components: respect, participation, meeting needs and collaboration. It stresses that
good relationships need time and without productive relationships, research efforts are
unlikely to succeed.
This approach was followed in this study. The first visit to Yumurrku included all staff
at the health centre, including non-clinical staff, with varied professional and
educational backgrounds and English language skills. I ensured that information was
communicated clearly in plain English, taking the time to explain ideas but also
allowing time for the group to comment and ask questions and generate ideas. In
Nhanhala, an opportunity to meet with the entire health centre was not available.
However, equally, time was invested in meeting with key community representatives
individually, as identified by advisors and health workers. In both sites the initial aim
was to explore whether the study was deemed relevant and welcome by the community;
listening to the community was therefore a key step (NHMRC, 2010).
This process naturally took time, with multiple visits. However, this early engagement
process was pivotal to the project proceeding as it established the necessary
collaborative relationships and allowed time for input into the study design (Stewart,
Sanson-Fisher, Eades, & Mealing, 2010). Successfully achieving community
agreement with community elders and front line workers, and establishing active and
strong community participation was a significant factor in achieving a quality
adaptation. Adopting this approach is more likely to result in a product that is
transferable into practice (Street, Baum, & Anderson, 2007).
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4.4.2 Adaptation of the ASQ-3
There is little doubt that the ASQ-3 needed to be adapted for use in the Australian
Aboriginal context. As outlined in the background, the ASQ-3 has been adapted for use
in a number of Western and industrialised countries and most studies recommend that
modifications need to be made to allow for cultural and linguistic differences. Research
conducted in remote Australian Aboriginal communities in the NT concluded that
formal, mainstream developmental screening tools are not culturally appropriate for this
context (D'Aprano et al., 2011), a view supported by Ball and Janyst’s (2008) work with
Canadian Aboriginal children. A qualitative study exploring necessary supports for the
Aboriginal child health workforce identified that an essential factor was Indigenousspecific resources that were culturally appropriate (Watson et al., 2013).
This study demonstrated that many items in the ASQ-3 were considered culturally
inappropriate or irrelevant for a remote Australian Aboriginal population. The
adaptation process followed allowed for item, semantic and operational equivalence to
be determined and appropriate modifications made, based on collaboration with
numerous informants, to achieve those equivalences. The modifications resulted in a
version that was presented in simple, ‘translatable’ English; made more culturally
relevant by including items that reflected local experiences; translated following a
rigorous process; illustrated with culturally appropriate figures; and shorter. The
adapted ASQ-3 also included detailed explanations for parents and instructions for
practitioners. The process of wide consultation led to recommendations that
practitioners should not only administer the questionnaire by interview but also
encourage the child to demonstrate the skill rather than relying on parent report alone.
The inclusion of the ‘toy kit’ was another modification that facilitated this.
The modifications made to the ASQ-3 needed to be suitable and relevant for Aboriginal
families from geographically diverse communities. A process of ‘decentering’ was
adopted, described by Brislin (1986) and Beaton (2000) as a way of avoiding one
culture being the ‘centre’ or dominant culture, and instead all versions of the tool are
deemed equally important. The importance of this step was recognised by informants
and references to items specific to the coastal community that were initially added, were
removed and more general items that would be found in all remote Australian
Aboriginal communities were included. For example, ‘seeds’ were used instead of
‘shells’, and ‘dog’ replaced ‘crocodile’. This process resulted in a more widely
applicable adaptation.
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Notwithstanding the fact that modifications were necessary to achieve a more culturally
appropriate tool, informants indicated a preference for maintaining some items that on
first review had seemed inappropriate. For example, the Aboriginal community experts
suggested retaining items that tested skills their children may not have had a chance to
master through lack of exposure and experience, such as counting and naming colours,
drawing ‘people’, and using scissors. There was a strong desire for children to be raised
with a strong cultural identity but rather than replacing the items that were not culturally
relevant, informants preferred that children learn the skills necessary to succeed later at
school. They viewed the inclusion of these items as an appropriate way of promoting
these skills and saw no reason why both traditional approaches and “white ways” of
promoting child development could not be presented side by side. This is supported by
a qualitative study conducted by Colquhoun and Dockery (2012), which analysed
responses to open ended questions on the Longitudinal Study of Indigenous Children.
They concluded that Australian Aboriginal parents place great importance on children
being strong both in their culture and in achieving success in mainstream educational
settings.
Similar findings relating to the need for both traditional knowledge and Western
knowledge to be part of clinical care have been reported in mental health and chronic
disease research in the Australian Aboriginal context. In a qualitative study exploring
mental health promotion, the ‘two-way’ approach, using both Aboriginal and nonAboriginal approaches to mental health care, was identified as pivotal by Nagel and
colleagues (2009). Likewise Cass et al. (2002) highlighted the need to present Western
medical knowledge alongside Yolngu knowledge to achieve effective communication
with Aboriginal patients with renal disease.

4.4.3 The ASQ3-TRAK tool – providing culturally
competent care
Cultural competence is defined as “the knowledge, awareness and skills aimed at
providing a service that promotes and advances cultural diversity and recognises the
uniqueness of self and others in the communities” (Walker & Sonn, 2010, p. 162). It is
a set of congruent behaviours, attitudes and policies that come together to enable
effective practices in cross-cultural situations (Dudgeon, Wright, & Coffin, 2010). The
process of the adaptation, the final adapted ASQ-3, and the purpose of the adapted
ASQ-3 all reflect the key principles of culturally competent service. The adaptation
process saw the Aboriginal voices in the community privileged through early and
ongoing consultation and engagement of community members as active partners
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(Barnett & Kendall, 2011; Dudgeon, Kelly, & Walker, 2010). The process of translation
specifically enabled the community language experts to take the lead in this step and
retain ownership of this knowledge. Although I provided subject matter expertise, I did
not dictate any other aspect of the process. The bilingual native target language
speakers were repositioned to have the power in the process; choosing the language to
be used and deciding when they were satisfied with the final product.
The findings from this formative research indicate that there was high face validity of
the adapted ASQ-3. Face validity is a subjective measure but is important as a first step
to validating a tool (Beaton et al., 2000). The ASQ3-TRAK tool was found to be
acceptable, relevant and appropriate to parents, AHWs and key informants including
child health nurses. There was a high level of satisfaction among parents and
practitioners and overall the adapted version was considered culturally appropriate.
Culturally appropriate and acceptable interventions or programs have been identified as
being important characteristics of culturally competent care, and likely to affect whether
mainstream programs or tools are transferable to Aboriginal community settings
(Herceg, 2006; Kruske, 2011). Durey et al. (2012) argue that ensuring culturally
appropriate screening, intervention and monitoring tools are developed and used in
health care is one approach to providing culturally competent health care for Aboriginal
Australians.
An important finding was the value placed on the translation into the local Aboriginal
languages. The tool translated in the local Aboriginal language not only improved
communication for those families in whom it was used in their first language, but made
parents feel valued. The adaptation demonstrates respect for culture by promoting
literacy in the Aboriginal language and hence protecting the language (NHMRC, 2006).
This is an important contribution. In a literature review of interventions that have
demonstrated improved health outcomes of Aboriginal mothers and young children,
Herceg (2006) found that respect for Aboriginal people and their culture was one of the
factors identified that led to success of the program. Cultural respect is described as a
key component of cultural competence in Walker and Sonn’s (2010) guide to working
as a culturally competent practitioner. They go on to state that cultural respect means
providing a safe environment for Aboriginal people accessing health care. This view is
endorsed by the Secretariat of National Aboriginal and Torres Strait Islander Child Care
(SNAICC, 2012) who describe respect for cultural identity, including language and
tradition, as a key area of cultural competence service practice in early childhood
education and care service.
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The adapted tool was described as making parents feel secure in its content, design and
use. The use of culturally appropriate illustrations was welcomed by all, and even those
parents who were literate in both English and the Aboriginal language, described the
illustrations as useful. This finding was supported by observations of parents who were
noted to understand many questions from simply looking at the illustration,
demonstrating the high visual literacy of the illustrations. The illustrations were large,
engaging diagrams, usually self explanatory; and reflective of contemporary
communities, including fathers in many items. These are strategies other researchers
have recommended to improve communication of interventions and health promotion
messages (Blinkhorn & Gittani, 2009; Baunach et al., 2012; Leshabari, Koniz-Booher,
Astrom, de Paoli, & Moland, 2006). There is evidence from studies in the Aboriginal
context that supports the development of Indigenous specific resources for use in the
health context (Watson et al., 2013) and using culturally specific illustrations in health
promotion materials in remote Aboriginal communities has been well received
(Baunach et al., 2012).
The method of administering the questionnaire to the parents by interview and
encouraging the child to demonstrate the skill was an essential modification that aligned
with a culturally competent approach. This resulted in creating an opportunity for
dialogue with the parents and invited them to ‘co-observe’ the child, rather than setting
up a potentially intimidating test-like scenario. Parents were subsequently more
engaged and this provided opportunities to give feedback and encouragement by
highlighting the child’s and the parent’s strengths. Focusing on strengths was identified
as being important for promoting cultural safety when working with Aboriginal families
and children in Canada (Ball, 2008a). Ball (2008a) defines cultural safety as the
outcome of culturally competent care provided by health practitioners. In the
Indigenous Child Project, which examined the views of Canadian Aboriginal people
regarding developmental monitoring, screening and assessment, feedback from
participants revealed that professionals should engage in conversations with primary
carers and reinforce their skills in observing and supporting the child’s development
(Ball & Le Mare, 2011). This also highlights the importance of working with
Aboriginal families in partnerships that has been reported to improve access and overall
service delivery (SNAICC, 2012).
A surprise finding was parents’ preference for having the tool administered in private.
Parents displayed a clear preference for confidentially and also recognised that children
would be less distracted and better able to focus in private. Privacy and confidentiality
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were also found to be important for Canadian Aboriginal parents when discussing child
development (Ball & Le Mare, 2011). There is limited research examining access and
utilisation of child health services in the remote Australian Aboriginal context, however
data on antenatal services support this finding. A recent Australian study using a mixed
methods approach examining NT Aboriginal women’s experience of care through an
antenatal clinic found that the women were dissatisfied with the lack of privacy to
discuss confidential matters and staff reported that the lack of space hampered their
ability to properly engage with women and their families (Kildea, Stapleton, Murphy,
Low, & Gibbons, 2012). Similarly in this study, AHWs had a preference for
administering the ASQ3-TRAK tool in a quiet, private location.
The major concern of AHWs and interviewed parents was the time required for the
ASQ3-TRAK tool’s administration. Although the ASQ3-TRAK tool had less questions
overall than the ASQ-3, the tool still took considerable time to administer, adding at
least half an hour to the HU5Ks child health check. Some parents expressed the view
that the use of the tool made the time of the health check too long. This finding is
perhaps not surprising in view of most parents not being prepared for the additional time
the child health check was going to take with the added comprehensive developmental
check. Informants recognised that parents were more likely to become impatient to
leave if unaware of the duration of the check and suggested that informing parents
adequately beforehand would help overcome this. Parents identified that there were
distracting factors that made it difficult to maintain focus for this time, including the
child or parent being hungry or tired, or having attended with another family member
waiting for them. The parents also recognised that these factors related to their being
unprepared for a longer consultation. One mother, who felt the questionnaire took too
long because her child became irritable, suggested that the morning would have been a
preferable time for the questionnaire to be administered, when her child was more alert.
The guidelines that accompany the questionnaire now give specific instructions to deal
with the factors that may interfere with the parent’s or the child’s ability to focus, such
as ensuring the child is fed and well rested. This is not only to ensure the child
demonstrates the best of his or her abilities but also so as to maintain the child’s interest
and hence the parent’s engagement. The guidelines were also amended to suggest
offering the parent a cup of tea or snack for longer consultations. Strategies to ensure
the child’s interest and therefore the parent’s interest is maintained have therefore been
incorporated into the guidelines and the training to optimise participation.
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4.4.4 Challenges of adaptation
A major difficulty in the translation step of cross-cultural adaptation is the accessibility
and availability of qualified bilingual translators who have knowledge of the original
and target languages, cultures and the area of research. The back translation models
suggest multiple bilingual translators should work independently in a blind, back and
forth design. However, this approach in the context of this study posed considerable
challenges that would be common to many remote Aboriginal communities. First, the
complexity of translation in Aboriginal languages with multiple dialects is a
circumstance not common to most other cultures and selecting the target language for
the adapted ASQ-3 in Yumurrku did create some tension. While Dhuwaya was the
agreed target language, some in the community felt the tool should have been translated
into other Yolngu languages. However, the committee did not consider this feasible
and, furthermore creating a quality translation in all 13 languages was beyond the
financial and time constraints of this study.
Second, there was a scarcity of qualified bilingual people available to complete the
work in this context. This had implications for the back translation step as there were
no other bilingual people who were native English speakers identified and/or available.
Hence, the back translation step was modified and a bilingual target language speaker
was used. However, this was not without its difficulties as highlighted in the
procedures, again due to the lack of capable people available to do the work. Although
there were concessions made to the model of adaptation adopted, these compromises
reflect the real world challenges of conducting research in this complex context (Stewart
et al., 2010). Without the willingness for flexibility, the whole study would have been
threatened.
Finally, working in partnership with the community and respecting their views was a
major consideration throughout the process. The target language translators in both
communities were not comfortable working independently, preferring to work with
colleagues who were known and trusted, and with the assistance of a bilingual native
English speaker. This was an important and conscious modification that aligned with
the collaborative approach underpinning the study and recommended by national
policies addressing research with Aboriginal communities (NHMRC, 2003)
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SUMMARY
This chapter has illustrated the steps involved in the adaptation process followed by a
detailed description of how these methods were employed to establish equivalence
between the ASQ-3 and the adaptation, the ASQ3-TRAK tool. This formative
evaluation in two remote Aboriginal communities confirmed that modification of the
ASQ-3 was necessary and that the rigorous process followed was essential to produce
an adaptation that was acceptable and considered culturally appropriate. The adaptation
process was time and resource intensive. However, investing this time and effort with
the various informants who collaborated in the process ensured concepts were
considered from many viewpoints, leading to an adaptation with greater equivalence.
The benefits of collaborating with colleagues from the target culture cannot be
overstated and engaging the communities as partners in the adaptation was perhaps the
most critical step, resulting in a tool with greater applicability. The concept of cultural
competence was fundamental to the adaptation process and needs to inform the crosscultural adaptation of instruments in this context. The subsequent training in the use of
the ASQ3-TRAK tool was undertaken endeavoring to protect the cultural safety of
Aboriginal parents and children.
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CHAPTER 5 TRAK TRAINING NEEDS
ANALYSIS

INTRODUCTION
This and the following chapter report on the training components of the formative
evaluation. This chapter focuses on the training needs analysis and chapter six on the
design of the TRAK training.
The first section of this chapter provides the policy context for developmental
monitoring in the remote setting in the NT. Section two details the methodology used
for the training needs analysis. Interviews and observations with AHWs and key
informants were conducted to elicit attitudes and views on training needs in the area of
ECD, to identify perceived gaps in skills and knowledge, and to explore barriers related
to delivering developmental services in remote health services. A medical record audit
was also undertaken in the two sites to determine the baseline developmental monitoring
practice in remote health centres. Findings from the qualitative and the quantitative
methods are presented in section three and lastly, in section four, the interpretations of
the findings are integrated in the discussion.
The broad aim of this part of the study was to determine the baseline capacity for
developmental monitoring in remote health centres and to determine the training needs
of the AHWs.
The following evaluation questions were addressed:
1. What are the training needs of AHWs in remote health centres, relating to early
child development practice?
2. What is the current baseline level of developmental care provided by the health
centre and what systems are in place?
3. What are the barriers to compliance within the current policy context to support
developmental monitoring?
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5.1 BACKGROUND POLICY CONTEXT
Healthy Under 5 Kids Program
In the last few years the NT Government has put considerable effort into the
development of their Healthy Under 5 Kids program (HU5Ks) that has been
implemented in all 57 NT Government remote health centres6 (Kruske et al., 2008;
McKinnon & Chatterji, 2008; NT Department of Health, 2009). HU5Ks is a schedule of
ten child health checks provided to all children less than five years of age living in
remote Aboriginal communities. A care plan for each scheduled visit provides a guide
and acts as a prompt to health providers (see Appendix 6).
The objective of the HU5Ks program is to improve and foster the clinical interactions
between parents/caregivers, and the primary health care team (NT Department of Health,
2013). Through the child health checks practitioners are encouraged specifically to:


assess growth and development, as well as general physical and psychosocial wellbeing;



discuss any concerns the parent/caregiver may have and provide advice and
education (including anticipatory guidance regarding play and
communication);



identify children and/or families who may need support



administer childhood vaccinations; and



detect and provide treatment for health or developmental problems, and
refer appropriately as required.

Prior to the introduction of HU5Ks, the Growth Assessment Action program had been in
place in the NT, which focused on the growth and nutritional status of children under
five. The HU5Ks is an expansion of the Growth Assessment Action program to include,
critically, developmental monitoring and consequently requiring a greater skill set
among practitioners.
Fig 5-1 below is an example of a paper HU5Ks care plan, displaying the developmental
section. The same general questions are repeated at each scheduled check, while the

6

The remaining 26 remote health centres are Aboriginal community controlled health centres.
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developmental pointers are specific to each age. The anticipatory guidance is the section
in black, which practitioners are expected to provide to all caregivers when completing
the check. The purpose of anticipatory guidance is to choose relevant topics, given at
the appropriate time, that will promote development or reduce the risk of poor outcomes.
The HU5Ks program has selected key, relevant topics to introduce at various ages across
the child’s first few years of life. Most of the infant and small child’s developmental
needs can be met through activities designed around play and communication (Engle,
2011; Ertem et al., 2006; Richter, 2004). The HU5K assessment forms make suggestions
around the type of play activities to recommend to parents.
Figure 5-1: Paper HU5Ks 12 month form – developmental questions

The Remote Health branch of the Department of Health provides clinical and acute care
services through remote area health centres and delivery of the HU5Ks program is core
business for those health centres (NT Department of Health, 2013). This means
therefore that the HU5Ks is the responsibility of remote area nurses and AHWs working
in remote health centres. If the child health check, or part of it, is completed by a
medical practitioner, a Medicare7 rebate can be claimed as this qualifies as the
Federally-funded Health Assessment of Aboriginal and/or Torres Strait Islanders
(Department of Health and Ageing, 2013)
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Support for child and youth health programs, including support for the delivery of the
HU5Ks, is provided by the Health Development branch of the NT Department of Health.
Child health nurses from the Health Development branch provide practical support and
guidance regarding the HU5Ks program. In addition, they provide assistance with
maintenance of child health-related recall, education and health promotion about growth
and nutrition, training and support for community based child health AHWs8, and
encourage clinical staff to undertake the HU5Ks training. A stand-alone, self-directed
education package is available to support staff delivering the HU5Ks program. This online package takes approximately 20 hours to complete.

Electronic health records in the remote context
Primary Care Information Service (PCIS) is the NT Government’s main clinical
information technology system for electronic health records. At the time of this study,
only three NT Government health centres were still using a paper-based medical record
system. Following completion of a check, all interventions are expected to be
documented in the electronic health record on the HU5Ks care plan and, if appropriate,
within the progress notes. For every attendance at a health centre, a ‘visit’ section
appears on the PCIS system, which contains the field for progress notes. The care plan
needs to be accessed separately (the ‘assess’ icon is circled in Fig 5-2 below), and
appears as an additional event to the ‘visit’ event on PICS.

7

Medicare is Australia's publicly funded universal health care system.

8

At the time of the study there were three dedicated child health AHWs employed by the Health
Development branch in the NT.
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Figure 5-2: PCIS screen

Once a HU5Ks care plan is initiated on PCIS, the scheduled child health checks are
incorporated in the electronic recall system. The PCIS recall system is a planning tool
and reminder system for ongoing care of clients. When a child is commenced on a
HU5Ks care plan, the appropriate recall items display on the child’s electronic health
record providing a recall schedule for each child health check.

5.2 METHODOLOGY
The purpose of a training needs analysis is to determine the learning needs of a target
population and is a crucial part of medical education interventions that lead to change in
practice (Grant, 2002). Six learning needs have been described: perceived learning
needs are the needs articulated by learners; normative needs are discrepancies between
standards established by experts and learners’ current performance; prescribed needs are
defined by educators and experts; expressed needs are learners’ needs expressed through
their actions; comparative needs are identified by comparing discrepancies between two
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similar groups of learners; and unperceived needs are what learners don’t know that they
don’t know (Grant, 2002; Ratnapalan & Hilliard, 2002).
The training needs analysis is a problem-solving process that aims to identify and
comprehend gaps in learning and performance through data collection and negotiation
(Gupta, Sleezer, & Russ-Eft, 2007). Applying systematic consultation, the training
needs analysis also helps identify obstacles that may not be solved by training, such as
policies and procedures that need to be corrected, and conditions under which the
training needs to occur.
A training needs analysis has additional advantages. It is an opportunity to introduce a
new program and potentially achieve buy-in with potential trainees, thereby increasing
motivation (Hauer & Quill, 2011). A training needs analysis also serves as a basis for
evaluating the effectiveness of the training program, as it can provide a baseline for
comparison on completion of the training (Davidson, 2005; Lin et al., 2012).
There are numerous ways of classifying needs assessments, and competency-based
needs assessment developed by Gupta and colleagues (2007) is an approach that was
particularly appealing for use in this context, as it supported the objectives of this study.
The competency-based needs assessment seeks to identify the knowledge, skills,
attitudes and behaviors necessary for people to perform efficiently in their jobs. The
benefits of this approach, in addition to identifying competencies, is that it can help
manage proficiency levels and can be used to design standardised training, resulting in
higher levels of performance (Gupta et al., 2007).
The following section will outline how the methods described in the Research Design
chapter were utilised specifically for the needs analysis.

5.2.1 Data sources
Data sources have previously been described in detail in chapter three. For the purpose
of the needs analysis, AHWs and key informants participated in interviews for the
qualitative component, and medical records were reviewed for the audit.

5.2.2 Procedures
There are a number of techniques for collecting data for a training needs analysis.
Generally, these fall into one of four methods: survey, observation, interview or
document review (Barbazette, 2006). In this study, a mix of qualitative (interviews and
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observations) and quantitative (audit) methods were undertaken as this best addressed
the questions, as outlined earlier in chapter three.
Interviews
The procedure for the interviews followed that outlined in the research design chapter.
The training needs analysis formed part of the pre-intervention interviews conducted to
answer the overall research questions. A pre-determined topic guide was used (see
Appendix 1a) and I conducted all the interviews between June and November 2011.
The intention of the interviews was to gain an understanding of the informants’
perceptions on gaps; in the knowledge and confidence of AHWs in this area, and in
organisational services and support for implementing developmental monitoring. The
interviews aimed to understand the AHWs’ attitude to the perceived need for change and
whether training was in fact perceived to be required. A needs analysis often reveals the
need for well-targeted training areas and the objective was to determine how informants
felt these could be addressed.
Interviews offer the further benefit of the opportunity to build credibility with
interviewees by asking questions and listening responsively to their answers. I was able
to build personal relationships with potential trainees, which was important to the
success of the subsequent training. Staff who become personally involved are more
likely to commit to the efforts of the needs analyst/trainer (Barbazette, 2006).
Observations
I conducted observations of AHWs performing child health checks in the two remote
health centres to obtain data on individual and organisational practice prior to the
training being delivered. The observations occurred between June and November 2011.
Using this method, I evaluated the AHWs performance through first-hand observation of
the staff member at work, in the role of non-participant observer (Bernard, 2011). I was
present during the consultation, watching and listening, but was in no way involved in
the work or the process.
A key advantage of using direct observation is that one gains first-hand knowledge and
understanding of the job being performed (Green & Thorogood, 2009). Through
witnessing everyday routines I was able to note the strengths and weaknesses of the
workers, as well as other issues in the health centres that were acting as facilitators or
barriers to performing and recording developmental monitoring practices. This provided
valuable information about strengths to build on and areas for improvement.
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A pre-determined guide (see Appendix 2a) was used as a prompt to the observations.
Detailed field notes were recorded immediately after the sessions. As was negotiated
with the AHWs, I provided individual feedback and answered any questions following
completion of the observation.
Audits
As outlined in chapter three pre-training audits of the medical record of every child
between birth and five years of age (0-59 months) who resided in the community, were
conducted in the two sites. The aim of the pre-intervention audit was to provide a
quantitative baseline of developmental services provided in the 12 month period prior to
the intervention.
Audits were undertaken between November and December 2011. Box 5-1 lists the data
elements that were audited from medical records for the 12 month period (see Appendix
3 for the full audit).
Box 5-1: Data elements audited from medical records
1.

Recorder’s role or position.

2.

Number of total health centre attendances and primary reason for attendance.

3.

Number of attendances where a developmental service was provided.

4.

Record of developmental monitoring service provided including:


Enquiry about development;



Observation of development;



Advice provided (including anticipatory guidance);



Referral for assessment due to concerns; and



Follow up of known disorder or delay.

5.

Identification of developmental delay or disorder.

6.

Other child health outcomes as per HU5Ks guidelines (i.e. immunisations, growth
parameters, respiratory checks and haemoglobin).

7.

Evidence of diagnosis of chronic illnesses or congenital problems.

5.2.3 Data analysis
Interviews and Observations
The analysis procedure has been detailed in chapter three.
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Audits
Quantitative analysis was undertaken using the statistical package, SPSS, version 20.
Univariate analysis was conducted to describe the baseline characteristics of the two
communities’ child health centres, focusing on the developmental services provided in a
12 month period. Results from the two communities were not compared statistically, as
the purpose was to obtain a baseline to inform training in the two communities.
This was followed by examination of the bivariate association within each community of
developmental checks having been completed and a number of other variables which
may have influenced this such as: other health checks that are part of the child health
check; chronic medical conditions; and number of overall attendances. This was an
important first step in understanding the importance placed on developmental checks in
relation to the AHWs assessing other aspects of child health.
A chi-squared goodness of fit test was applied to compare the difference in services
provided by AHWs in each community.

5.3 FINDINGS
5.3.1 Findings from interviews and observations
The qualitative methods in this training needs analysis aimed to collect data on the
training needs of AHWs in remote settings and to identify barriers to ECD service
delivery in health centres.
In total, eight AHWs participated in the interviews; four of six AHWs in Nhanhala and
all four AHWs in Yumurrku. Of the two Nhanhala AHWs who did not participate, one
was a men’s health AHW and the other worked between an outstation and Nhanhala,
and was rarely available. The AHWs ranged in age from 27 through to 48 years of age
and of the group, two were male and six were female. Although only two of the AHWs
spoke English as their first language, all were proficient in their use of English.
Certificate IV qualifications were held by four of the AHWs, certificate III by three and
basic skills qualification by one. I observed five AHWs during clinical encounters. Five
key informants participated in semi-structured interviews.
The findings from the analysis of the qualitative data were categorised into four broad
conceptual themes, each with subthemes: workforce capacity (training, support, training
for all practitioners, building knowledge, skills and confidence); organisational capacity
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(leadership and management, partnerships, specialised workforce); technical support
(instruments, information computer technology); and delivery system design (child
health program, client access to care, competing demands, physical infrastructure).
The findings will be presented separately from other research literature to firstly keep
the perspectives of the AHWs and key informants as the focus and secondly to be able to
integrate the qualitative and quantitative findings into a meta-inference in the discussion
(Tashakkori & Teddlie, 2010). Presenting the complementary sets of findings or
interpretations in a meta-inference in the discussion enables a more complete picture to
develop (Plano Clark et al., 2010).
Workforce capacity
Building capacity needs training
While AHWs in Yumurrku were familiar with the HU5Ks program and were using the
care plans regularly, none had undertaken the formal on-line training available. They
had all been shown the HU5Ks program “on-the-job” by colleagues. Despite their
familiarity with the program and their use of it, the participants acknowledged that
training in the developmental aspects of the HU5Ks was necessary. Those confident in
doing child health checks generally found the developmental section on the HU5Ks
form challenging, as evidenced by both self-report and observation. There was
uncertainty about how to ask the questions, how to record answers and how to give
advice to parents.
In Nhanhala, only one of the four AHWs, the child health AHW, was familiar with the
HU5Ks program. The remaining three AHWs knew that the child health AHW
conducted child health checks and described that they sometimes helped her but did not
know the name of the program and were not certain of what it entailed in addition to
medical health checks. Only one clinical encounter was observed in Nhanhala, as
AHWs were not providing care to children on the day the observations were planned,
and no child health checks were performed on that day. None of the AHWs, in either
community, were aware of the online HU5Ks training package.
Overall there was consensus from AHWs and key informants interviewed that training
was a necessary part of improving the developmental service to children. AHWs
identified that there were gaps in their prior training, describing they had received no
child health training either as part of AHW training, or subsequently. They
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acknowledged that they would benefit from having some training, ranging from early
child development through to child health and acute paediatrics more broadly.
It was not only gaps in the AHWs’ skills and knowledge that were identified. Key
informants, working as child health nurses with the Health Development branch,
described that nurses who work in remote health centres have varied skill sets, but rarely
child health skills. The key informant who worked in policy development described the
difficulty in recruiting child health staff across the NT, particularly in remote settings.
There was agreement that nurses would also benefit from further training.
Some informants expressed ambivalence about training. One AHW began the interview
suggesting that she did not require further training. However, as the interview
proceeded, she described more specific training needs in early child development,
eventually acknowledging gaps in her confidence to be able to give advice to parents
about promoting early childhood development. Another AHW, while agreeing that
training would be beneficial, thought at most an afternoon in-service would be sufficient
and more intensive training should be offered to a select few staff.
The AHWs all agreed that some form of practical training that involved on-the-job
training would be beneficial.
…like for us, Aboriginal people, we learn by looking and doing and seeing…
‘cause you know, you don’t learn much by sitting in the classroom … AHW
#5)

While for many, on-the-job instruction had been their training experience for gaining
expertise in a particular area of primary health care, there was consensus that beginning
with classroom teaching was desirable. One of AHWs expressed the need for everyone
to sit down together and have time to understand the training. Only one AHW expressed
a desire to have training for AHWs separate from nurses, specifically nurses who had
child health training. Otherwise, AHWs were generally very supportive of all health
centre staff and other early childhood staff completing the training together

Building capacity needs ongoing support
Another theme that emerged was that support in the workplace needs to go hand-in-hand
with training. Many key informants described training and support for AHWs as being
inextricably linked. Ongoing support was necessary to consolidate learning and to
enable the AHWs to build confidence through practical experience. A number of key
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informants described that support should be readily available “on tap”, and withdrawn
slowly as the AHW became more confident and independent. Without the support, key
informants described that AHWs are at risk of giving up the task and letting others “take
over”. Key informants felt it was insufficient to have occasional visits by a support
person, but rather that an on-site “mentor” who could work side by side as needed and
would provide reassurance and feedback, was necessary.
In Yumurrku, the health centre nurse who was child health-trained was utilised in this
way, with AHWs all describing they felt they could approach her for advice and
guidance. Key informants agreed that ideally a child health nurse would provide this
support, because of the necessary expertise. However, it was recognised that the support
person needs to have the right personality to be a mentor; to negotiate the relationships,
and as one AHW identified, build trust.
The child health-trained nurse in Yumurrku had been working as a child health nurse
with the Health Development branch at the time of the implementation of the HU5Ks
program. In her subsequent role in Yumurrku, she was then able to continue to support
staff effectively to implement the HU5Ks program. In contrast, in Nhanhala, the
maternal child health nurse did not have child health training and neither she nor the
child health AHW had completed the on-line HU5Ks training available. There had been
variable support from the Health Development branch for the staff using the PCIS
version of HU5Ks, since the child health nurse position responsible for this role had only
been filled intermittently.

Training for all practitioners
Most respondents agreed that all practitioners in the health centre should participate in
training. A senior AHW noted that training would be valuable for all staff in the health
centre to discuss together how they could approach child health to “to come up with
their own story that they can tell the mother”. One key informant suggested that all staff
doing the training would result in improved working relationships:
So if we were doing that kind of training together it would give us an
opportunity to learn the same thing and to talk it over and to develop better
working relationships I think. (Key informant #7)

AHWs in Nhanhala, although not normally involved in child health checks, expressed
that it should be the responsibility of all AHWs rather than being left to one AHW and
felt they would all benefit from training to become more involved:
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All AHWs should know what we're looking for...and also to support family and
the child. And maybe get other family involved too. (AHW #6)

Another AHW initially suggested that training the one staff member who held the child
health portfolio in the health centre would be sufficient, rather than training the whole
group. However, through the course of the interview he reflected on the practicalities
and acknowledged that training one staff member would not be adequate, putting an
unreasonable burden on that one person and ultimately concluded that all health centre
staff should be trained.
Key informants acknowledged the benefits of involving AHWs and community based
workers in child health because of their knowledge of families in the community and the
important relationships they have that exist outside of the clinic:
I really believe that a health worker’s role is important in our role with the
community…because of the language and the different levels of socialising at
many families and getting that information because there’s that cultural broker
[role], you know? (Aboriginal key informant #8)

In addition to this cultural brokerage role, AHWs were recognised as having knowledge
about child development in this context that should be built on.
Not everyone, however, was in agreement about who should be trained. Informal
discussions with one manager revealed that she considered it preferable not to include
nurses in the training as this would blur the lines of responsibility. She felt AHWs and
community based workers (including Strong Women workers) should complete the
training together, and an in-service would be adequate for nurses to inform them of the
work for which AHWs should be primarily trained.

Building knowledge, skills and confidence through training
To be willing to change, people have to understand it; have to believe in it and
see the benefits before they’re going to invest time in it. (Key informant #6)

Some of the AHWs were able to provide very specific feedback about the gaps in their
knowledge, skills and confidence. This corresponded with what key informants thought
was necessary to include in training. Generally, respondents volunteered that they
thought it would be beneficial to learn about normal developmental milestones, to
improve their understanding of skills they should expect from children at different ages.
Another gap identified by respondents was the need to understand specific disorders,
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such as Foetal Alcohol Spectrum Disorder, and risk factors for poor developmental
outcomes. The AHWs who had less experience of child health checks were less able to
be specific but nonetheless were in general agreement:
Maybe a little bit of training in the developmental milestones of a child…so if
you’ve got a little bit of knowledge you can notice if there is anything wrong.
(AHW #2)

In addition to AHWs’ perceptions, the analysis revealed further gaps in their knowledge.
The interview process provided me with an understanding of the misconceptions that
existed among some AHW; that is, the unperceived learning needs. One AHW,
although agreeing that some training would be useful, revealed through the interview
that he did not see the need for checking children’s development in a formal, structured
way. It was his view that parents would bring problems to the attention of the staff, or
alternatively, problems would not go unnoticed by staff “looking” at the child.
Another AHW, although highly competent, admitted she was unaware of the reason for
including developmental checks in the HU5Ks. During the clinical encounter, the AHW
was observed to skip the developmental section to begin with the medical checks, stating
she would return to it. The AHW then returned to complete the developmental check,
when all other components of the HU5Ks had been completed, including immunisations.
She did not appear mindful of the benefit of completing the developmental section
before proceeding to potentially upsetting or invasive procedures, which in this case left
the child crying and the parent disengaged from further consultation.
The clinical encounters provided an opportunity to observe the AHWs’ practice and
glean further information about their learning needs, namely the expressed needs of the
AHWs. As described earlier, it was evident from the observations of staff in Yumurrku,
that they were confident in the medical components of the HU5Ks check. Only one
AHW appeared to be aware of the value of observing children and there was little
interaction or playing with children observed, even though it was natural for AHWs to
do so outside of the clinical environment. Although one of the key informants did
identify the need to understand the multitude of factors that can impact on a child’s
development, there was a vital gap identified during the observations. Anaemia is a
commonly screened for and treated condition and the practice was observed during most
of the clinical encounters. Yet the AHWs were not aware of the important link between
anaemia/iron deficiency, and child development and behaviour.
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One key informant who worked in policy, expressed that it would be useful to train
AHWs in how to intervene with simple but effective strategies that could be put in place
for children with developmental delays. She felt staff need to know simple messages to
give parents. However, some AHWs admitted that they lacked the skills and confidence
to give parents advice, such as the anticipatory guidance that is already a component of
the HU5Ks care plan. This lack of confidence, as mentioned above, was also observed
in the clinical encounters. As identified by one AHW, without the knowledge and
experience in child health, staff will lack confidence to perform child health checks:
‘Cause yeah…if you don’t know how to deal with kids, you know, you feel
uncomfortable to do it. (AHW #7)

Another suggested that if the materials were in plain language that she could understand,
she would feel confident to advise parents, confident in the knowledge that they could
understand her.
Although one of the senior AHWs identified that developmental monitoring was
essential and a shared responsibility, he acknowledged during the clinical encounter
observation, that he found the checks difficult and only did them because he was made
to. One AHW reported that she would be quite happy to do all the medical parts of the
HU5Ks check and leave the developmental check to the Strong Women worker.
Another AHW admitted the problem for him was that he did not like child health. These
findings regarding attitude were supported by the observations that suggested the
developmental checks were an “extra” task, left until all other components of the child
health check were completed.
Only one AHW questioned the relevance and need of a developmental monitoring
program for Aboriginal children. This was based on the misconception that this was
unique to Aboriginal children and not offered to non-Aboriginal children in urban
centres.
Organisational capacity
Leadership and management in the health service
The HU5Ks checks were being delivered in Yumurrku, according to one key informant,
because there was strong management directive. Yumurrku had a dedicated ‘Kids’
Day’, when on one day of the week, only children would be seen for well child checks
or acute health care needs and unless an emergency, any adults presenting were asked to
return the next day. AHWs were all expected to participate equally in ‘Kids’ Day’ along
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with other staff, they were constantly reminded to complete the child health checks, and
child health was considered a priority.
This management directive did not exist in Nhanhala. However, one AHW felt change
was possible in Nhanhala:
I think we can if we have a strong person to stand there…and keep asking other
strong people to come and stand with them. If they stand strong, no worries,
you’ll have people believing you. (AHW #8)

Yet the leaders in Nhanhala, in both the health centre and the Aboriginal Medical
Service, who were passionate about child health and saw it as a priority, seemed
powerless to make changes. One of these described “getting burnt out” and was tired of
saying the same thing over and over to new people. Another key informant, an
Aboriginal leader in the community, described feeling anger and a sense of betrayal at
the opposition they faced from the health centre manager. According to informants, the
health centre manager made decisions for all the staff at the health centre that did not
meet the need of the community or necessarily comply with the Remote Health policy.
The key informant who worked in policy suggested that a higher level plan was needed
to which all health centre managers adhered, to eliminate the individual preferences.
One senior AHW felt strongly that managers should consult AHWs about proposed
changes, for example the introduction of the HU5Ks program. Key informants agreed,
pointing out that, particularly when a new manager begins in a health centre, engaging
the staff is fundamental. Both AHWs and key informants agreed that this needs to
happen slowly and it can take time for staff to adopt new programs and implement
change.

The importance of partnerships
Informants all reported the importance of AHW-nurse relationships. One AHW
described that, in the past, nurses and AHWs used to work side by side. This is
reportedly in contrast to the current process that has new nurses come in and out of
community and deliver care without involving AHWs and without becoming informed
of the AHWs’ skills and expertise. A common view from both key informants and some
AHWs was that while nurses needed to show greater respect towards AHWs, AHWs
also needed to be assertive and speak up, to become more involved. One key informant
described that AHWs in Nhanhala were disempowered by the health centre manager
who did not acknowledge the skills and expertise they have. Consequently, they would
wait to be told what to do and do nothing until asked. A senior AHW suggested AHWs
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were leaving the workforce in other communities due to the poor working relationships
between nurses and AHWs. In Yumurrku, AHWs and key informants described
functional AHW-nurse relationships. The AHWs felt confident to ask questions of the
nurse who held the child health portfolio, and of other staff in the health centre.
The poor relationships resulted in a number of barriers, according to key informants in
Nhanhala. They reported that if AHWs felt supported to complete the developmental
checks they would be more inclined to do them. However, AHWs expressed concern
that the nurse will take over if the AHW has a question and the AHW will then “lose
face” with the family. Key informants described that in the absence of a close working
partnership with the nurse, AHWs do not have a colleague to defer to in situations where
they are unable to discuss problems detected, due to kinship rules or other cultural
reasons.

Specialised Workforce
Although there was agreement that all staff in the health centres should be trained and
involved in child health, the need for a specialised workforce was identified. Some key
informants felt it would be ideal to have dedicated child health AHWs or community
based workers, and child health-trained nurses in every community. Staff with more
specialised skill sets could provide the leadership and mentorship and ensure the
programs were run more effectively. However, even where positions do exist, they are
not always able to be filled. In Nhanhala, the MCHN is not child health-trained, the
Strong Women positions are not filled and the Health Development child health nurse
position has been difficult to fill. This recruitment problem is not unique to Nhanhala,
as acknowledged by the policy key informant.
Technical support
Instruments
The lack of an appropriate developmental tool was recognised by key informants as
being a gap. Informants described that the HU5Ks was an improvement, but it is only a
guide that does not provide a systematic way for checking development. One
Aboriginal key informant suggested a culturally relevant tool was needed – one that
asked the right questions:
Kids might have hunting skills or multitasking skills but we’re not asking about
those skills. (Aboriginal key informant #10)
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Although some prompts were included in the paper form used in Yumurrku, AHWs
were observed to struggle with the language of the developmental pointers in the HU5Ks
care plan and found it difficult to convert the pointers into questions for the caregivers.
AHWs admitted to being unaware of the meaning of some terms, such as ‘pincer grip’,
and reported being confused by ambiguous wording in the care plan (for example, tick
the box if the child is not able to perform the skill). The anticipatory guidance in the
HU5Ks form was described by one AHW as being for ‘Ngapiki’ (non-Aboriginal
people). The wording of the anticipatory guidance seemed culturally inappropriate to
some (for example, PLAY: Allow child to explore safely - always supervise), due to
different child rearing practices between Aboriginal and non-Aboriginal carers (Cole &
Summerfield, 2005.
AHWs were critical that there was no indication in the HU5Ks care plan of the normal
range for a milestone (for example at what age an infant should start rolling). The
HU5Ks care plan did point out ‘red flags’ that needed definite action, however AHWs
found the language difficult to follow. Child health trained key informants also
observed that although staff asked developmental questions, they did not always identify
that the milestones or behaviours they had elicited were problematic because it wasn’t
specified in the care plan. There was consensus among the AHWs who did use the
HU5Ks that a more straightforward tool and materials that were simpler to understand
would be useful.

Information Computer Technology system
Key informants reported that the electronic HU5Ks care plans were difficult for
practitioners to fill in. The key informant who had been involved in the design and
implementation of the HU5Ks described that the paper care plans had been designed to
be followed in a particular order, to act as a prompt and guide for staff, and as a
recording system. However, the paper system did not translate well to PCIS and the ICT
system was not able to be manipulated in a way that would support importing the
HU5Ks forms in the desired way. The system was also difficult to navigate and rather
than being intuitive, was described as “arduous”. A lot of very skilled and competent
staff were reported, by the Health Development child health nurses, to be documenting
the child health checks incorrectly, essentially neglecting to fill out the HU5Ks care
plans due to the design of the system.
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Delivery system design
Child health program
In Nhanhala, staff described the difficulty of conducting a child health program without
a dedicated program day. This was something that had been implemented in the past,
reportedly successfully and although all staff approved of that approach, it was not
supported by the current health centre manager. Staff viewed it as the only way to
quarantine time for child health that is otherwise consumed by acute care needs. As
discussed earlier, in Yumurrku, one day a week was a dedicated child health day. Key
informants remarked that child health needs to be viewed as a priority and the
implementation of a program day was also seen as an important step in achieving the
primary health care goals for children.
One of the key informants described the health centre approach as “higgledy piggledy”
in Nhanhala, reacting to whatever problem presented, not maximising the available
resources due to a lack of systematic recalls. Despite having PCIS, the recall system
relied on a practitioner to firstly enter data in the care plan to generate the recalls, then to
manually generate a recall list on a daily or weekly basis. In Yumurrku, a paper-based
system was used. This too had challenges as it relied on individuals to record the next
recall in a diary after every visit. It fell to one practitioner who took responsibility for it,
but who questioned the sustainability of this approach.

Client access to care
Informants identified the importance of adequately informing parents about their child’s
health care. It was acknowledged that this practice was not done well. In Nhanhala,
parents were described as not understanding the need for well child checks or
immunisations and therefore only attending the clinic when their children were sick. In
Yumurrku, parents were reportedly beginning to understand that the child health checks,
as part of the HU5Ks, happened regularly and they were generally happy to attend and
wait to have the check completed. The AHWs described that parents were initially
reluctant but this has changed over time. However, they also described a lack of
communication with parents that could be improved. For example, parents were often
picked up by the clinic driver without knowing why they had been brought to the clinic.
There was consensus among AHWs and key informants that better communication with
parents was necessary, especially around developmental checks, to improve engagement
with the process. The AHWs in Yumurrku perceived one of the reasons that this
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communication problem arose was the lack of materials in plain language (such as the
HU5Ks care plans) that parents could understand. Most AHWs reported that they did
not have the time to explain it fully and some wondered if there were parents who
answered the developmental questions without understanding what they were being
asked. It was explained that parents will often not admit to not understanding, so it can
be difficult to determine if the message has been conveyed. It was agreed by all that it
would be preferable to have the questions in the parents’ language, presented by staff
who speak the same language.
Informants suggested that some form of outreach – whether in an indoor non-clinical
environment, in an external community setting or in the home – would be a valuable
alternative to providing care exclusively in the clinic, especially for well child checks. It
was acknowledged that some parents would prefer to come to the clinic but that parents
need to be given the choice about where to receive care. Key informants and AHWs
both highlighted the importance of including and respecting the significant elder, usually
the child’s grandmother or aunt, in the young parents’ lives. They described that it is
crucial to include them as they are often the “right” person to be giving guidance and
education.
While there was consensus that parents needed to be informed and supported to adhere
to the child health checks, there were comments from AHWs in Yumurrku that they
thought parents needed to have more autonomy and be allowed to be agents for their
child’s health. It was felt that the health centre treated all parents in the same often
patronising way; as being irresponsible parents who needed to be reminded repeatedly to
attend for child health checks and then “rounded up”. This attitude, it was reported,
turned some parents away.
In Nhanhala however, an AHW criticised the parents in her community for not taking
independent responsibility to get their children to the clinic for immunisations,
independently. Attempts to notify parents of their child’s checks that were due, by
putting lists up at the two stores, the resource centre and the health centre reception,
failed to improve attendance for child health checks. The AHWs described that some
parents will repeatedly have excuses for not attending or waiting to complete a child
health check.
Transport was identified as an issue impacting parents’ access to the clinic in Nhanhala.
The health centre had neither a vehicle with appropriate child restraints, nor a driver,
which prohibited the health centre from picking up parents and children. Nonetheless,
key informants and AHWs in Nhanhala reported that many parents would still “make
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excuses” at times when transport was available and still not attend. This was in contrast
to Yumurrku, which had a bus and a driver.

Competing demands
Key Informants described that a challenge for primary health care practitioners was to
simultaneously and successfully manage the spectrum of programs in addition to child
health. Furthermore, the acute problems that patients present with often take
precedence, and the checks that are often outstanding, are not attended to. As one nurse
described, they are too busy “putting out fires” leaving no time for prevention. The
AHWs shared this view:
Probably ‘cause they’re too busy with the people, you know, just walking in
sick and that seems to take up most of their time. (AHW #5)

It was particularly evident in Nhanhala, where informants reported that acute care took
priority over ‘well’ checks and where no child health checks were observed during field
visits.

Physical infrastructure
In Yumurrku, the kids’ room9 was often used by multiple practitioners simultaneously.
It was observed that the door was never closed and staff would walk in and out of the
room during a colleague’s consultation to obtain supplies. In Nhanhala, the kids’ room
was a thoroughfare through to the doctor’s room. The door was always open and being
next to the reception area, any patient attending the clinic had a view into the room on
approaching the reception window.
Most staff indicated that the rooms used for child health checks lacked privacy and this
impacted on their ability to ask more difficult questions about social and emotional
wellbeing. Some AHWs thought that parents did not feel comfortable with other parents
listening. Staff reported that the over-crowding (with people and furniture) prevented
them from checking hearing and observing developmental skills. One AHW reported
that when in a previous system child health checks had been more private, more fathers
were involved. At the very least, respondents indicated that they were constantly
interrupted in both settings. Most indicated that doing developmental checks away from

clinic room used for consultation with children was referred to as the kids’ room in both
communities.

9The
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the clinic, in a space more conducive to having private discussions and for children to
demonstrate their skills, should be an option.

5.3.2 Findings from clinical audits
Number of attendances and reason for attendance at health
centre
In total, 151 audits were completed: 80 in Yumurrku and 71 in Nhanhala. Figure 5-3
shows a positively skewed distribution of the attendances for each child in Yumurrku.
The median number of attendances was 10 (interquartile range, IQR 5-15). The
minimum number of attendances was one and there were three outliers, one of whom
had 57 attendances. Nhanhala had a similar distribution, with a median of 9
(interquartile range, IQR 5-13). The minimum number of attendances was one and the
maximum was 26.
Figure 5-3: Number of attendances per child

The audit collected data on the primary reason for attendance at the clinic. Many
episodes of care attended to more than one medical issue and in these cases the main
reason for attendance was recorded. So, for example, if a child attended for an injury
but during the visit was opportunistically immunised, ‘acute care’ was recorded as the
reason for attendance. Table 5-1 lists the frequency of reason for attendance in each
community. As would be expected, acute care was the most common reason for
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attendance in both communities, followed by child health checks. The audit revealed
that increasing attendances did not correlate with increasing complexity of problems.
The children presenting most frequently had a similar distribution of reason for
attendance.
Table 5-1: Primary reason for attendance
Yumurrku

Nhanhala

Combined

Frequency (%)

Frequency (%)

Frequency (%)

Acute care

539 (53.4)

457 (61.8)

996 (56.9)

Child Health Checks

245 (24.3)

128 (17.3)

373 (21.3)

Other reasons

42 (4.2)

87 (11.8)

129 (7.4)

Growth Faltering

93 (9.2)

16 (2.2)

109 (6.2)

Immunisations

38 (3.8)

49 (6.6)

87 (5.0)

Chronic Resp Illness

52 (5.1)

2 (.3)

54 (3.1)

1010 (100)

739 (100)

1749 (100)

Total

Child Health Checks
Child health checks consist of ‘well child checks’ addressing growth, immunisations,
general physical wellbeing, psychological and social wellbeing, as well as development.
They enable the prevention, early detection and intervention of common conditions that
cause significant morbidity. The weight and height check, respiratory examination,
haemoglobin check and immunisations all form part of a child health check. The
One21Seventy child health audit, on which the audit for this study was based, considers
at least one weight measurement, height measurement, respiratory examination and
haemoglobin check (Hb) in a 12 month period as a minimum level of care. These same
checks were used in the adapted audit tool for this study. Immunisations being up to
date for the period of the audit was also required to meet the threshold of a minimum
level of care delivered. The audit collected data on parameters that reflected whether
these services were provided, regardless of the primary reason for attendance at the
health centre.
In addition, this audit specifically collected data about developmental checks, which may
have been completed as part of the scheduled HU5Ks developmental checks at 2
months, 6 months, 12 months, 18 months, 24 months, 36 months and 48 months, or any
other developmental check performed outside of the HU5Ks schedule, including
paediatric or allied health review. Table 5-2 below shows the proportion of children who
received the minimum level of prescribed health checks in the 12 months. The
haemoglobin is only checked in children older than 6 months, and immunisations are not
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due at every check, therefore the total numbers differ for these two variables. The
proportion of children who received at least one developmental check (including both
scheduled and unscheduled) for the 12 month period, was examined to compare with
other medical checks being completed.
Table 5-2: Child health checks over 12 month period
Yumurrku

Nhanhala

Combined

Frequency (%)

Frequency (%)

Frequency (%)

(n=80)

(n=71)

(n=151)

Weight checked

79 (98.8)

71 (100)

150 (99.3)

Length or height
checked

76 (95.0)

61(85.9)

137 (90.7)

Respiratory examination
checked

70 (87.5)

56 (78.9)

126 (83.4)

64 (86.5)

53 (80.3)

117 (83.6)

50 (75.8)

31 (63.3)

81(70.4)

63 (78.8)

42 (59.2)

105 (69.5)

Haemoglobin checked in
children > 6months
(n= 74, 66)
Immunisations up to
date
(n= 66, 49)
At least one
developmental check per
child, completed in 12
months

Weight was the most consistently completed examination and was checked in almost
every child in both communities at least once in the 12 month period. In Yumurrku,
developmental checks were completed (78.8%) as frequently as haemoglobin checks
(80%) and immunisations (75.8), but less consistently than respiratory examinations or
height checks. In Nhanhala, the proportion of children who had immunisations and
developmental checks was lower than for all other checks; 63.3% were recorded as
having immunisations up to date and 59.2% as receiving at least one developmental
check.

Relationship between child health checks and developmental
checks
As explained above, a child health check includes assessment of growth, general
wellbeing and development. Table 5-3 below shows results of analysis examining the
relationship between having any one of the child health check components completed
and having a developmental check. There is a significant relationship between having
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height or haemoglobin measured, and having a development check. In the sample of
151 children, having height checked and haemoglobin checked was more likely to be
associated with having a developmental check. Of the 137 children who had their height
checked, 75% had a developmental check, compared with 14.3% of the 14 children who
did not have a height checked, χ² (1, n = 151) = 2.59, p < .01. Of the 117 children who
had their haemoglobin checked, 72.6% had a developmental check, compared with
43.5% of the 23 children who did not have a haemoglobin check, χ² (1, n = 140) = 7.5, p
= .01.
Table 5-3: Proportion of children receiving at least one
developmental check according to whether other health
checks completed
Number of
children (%)

Dev check (%)

P-value (chisquared)

Yes

150 (99.3)

105 (70.0)

.13

No

1 (.7)

0 (0)

Yes

137 (90.7)

103 (75.2)

No

14 (9.3)

2 (14.3)

Yes

126 (83.4)

91 (72.2)

No

25 (16.6)

14 (56.0)

Yes

117 (83.6)

85 (72.6)

No

23 (16.4)

10 (43.5)

Yes

81 (70.4)

66 (81.5)

No

34 (29.6)

23 (67.6)

Health Status
Weight checked

Height checked

<.01

Respiratory exam
completed
.1

Haemoglobin check
N=140

.01

immunisations up to
date (IUTD)
N=115

.11

Relationship between medical conditions and developmental
checks
There was no relationship identified between the presence of a chronic medical
condition and having at least one developmental check (Table 5-4). In other words, the
likelihood of having a developmental check was not dependent on the presence of a
medical condition.
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Table 5-4: Proportion of children receiving at least one
developmental check according to whether medical
condition present
Number of
children (%)

Dev check (%)

P-value (chisquared)

Yes

31 (20.5)

25 (80.6)

.13

No

120 (79.5)

80 (66.7)

Yes

49 (41.9)

37 (75.5)

No

68 (58.1)

48 (70.6)

Yes

6 (4.0)

6 (100)

No

145 (96)

99 (68.3)

Medical condition
Growth Faltering

Anaemia
.1

Chronic respiratory
disease
.56

Relationship between attendances and developmental checks
There was a demonstrated relationship between children attending the health centre and
the likelihood of those children receiving at least one of the scheduled developmental
checks in the 12 month period. Children who had more attendances at the health centre
were more likely to have had at least one development check. This difference was found
to be significant on the Mann-Whitney U test, with a p-value <.01.
Figure 5-4: Relationship between attendance and
developmental check

Nhanhala
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Frequency of developmental checks
Depending on the age of the child, the HU5Ks program determines that they may have
required either one, two or three developmental checks in the 12 month period. Table 55 below shows the proportion of children who received none of the scheduled checks
(None), part of the schedule (Partial), or the complete schedule (Complete) as
prescribed. In Yumurrku, 57.5% of children received all the developmental checks
scheduled for the 12 month period. In Nhanhala, the figure was 35.2%.
Table 5-5: Frequency of scheduled developmental checks

Scheduled
developmental
checks completed

Yumurrku

Nhanhala

Combined

Frequency (%)

Frequency (%)

Frequency (%)

(n=80)

(n=71)

(n=151)

None

18 (22.5)

31 (43.7)

49 (32.5)

Partial

16 (20.0)

15 (21.1)

31 (20.5)

Complete

46 (57.5)

25 (35.2)

71 (47)

Staff members responsible for checks
Table 5-6 presents data on the child services provided and the staff who delivered the
service. All child attendances combines all the attendances in the 12 month period
(including acute presentations); child health checks includes only those attendances
where this was indicated as the main reason for attendance; and development checks
includes any visit where a development check was performed regardless of reason for
attendance. As Table 5-6 shows, nurses (including Remote Area Nurses, Child Health
Nurses and Midwives) were responsible for seeing around half of children for child
health checks in both communities. Of the 373 child health check attendances, nurses
were responsible for conducting 53.9% of those checks in Yumurrku and 59.4% in
Nhanhala. AHWs were responsible for 29% and 31.3% of child health checks in
Yumurrku and Nhanhala respectively.
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Table 5-6: Staff providing child services
Services provided
All child attendances

AHW

Nurse

Other*

Child Health Checks

Dev Checks

Yumurrku

Nhanhala

Yumurrku

Nhanhala

Yumurrku

Nhanhala

Freq (%)

Freq (%)

Freq (%)

Freq (%)

Freq (%)

Freq (%)

385 (38.1)

132 (17.9)

71 (29.0)

40 (31.3)

23 (23.2)

13 (22.4)

444 (44.0)

534 (72.3)

132 (53.9)

76 (59.4)

60 (60.6)

38 (63.8)

180 (17.8)

73 (9.9)

42 (17.1)

12 (9.4)

16 (11.6)

8 (7.0)

*Other includes GP, Paediatrician, Allied Health Professional and medical student

In Yumurrku, AHWs were responsible for seeing 38.1% of all child attendances (Table
5-6). In the same time period, they delivered 29% of all child checks and then 23.2% of
developmental checks. Nurses, however, saw 44% of all attendances, 53.9% of child
health checks and 60.6% of developmental checks in Yumurrku. In other words AHWs
were responsible for more of the acute child presentations and less for the well child
checks.
A chi-square goodness of fit test indicated there was no significant difference in the
proportion of children in Yumurrku who had developmental checks administered by
AHWs (23.2%) as compared with the proportion of children who had child health
checks completed by AHWs (29%), χ² (2, n = 99) = 1.98, p = .372. However, when the
proportion of children receiving developmental checks from AHWs (23.2%) was
compared with the proportion of children seen by AHWs in total (38.1%), there was a
significant difference, χ² (2, n = 99) = 12.07, p <.01.
In Nhanhala, 17.9% of all child attendances were seen by AHWs. The proportion of
attendances seen by AHWs for child health checks was 31.3%. However,
developmental checks were conducted by AHWs in approximately one-fifth of clinical
encounters (22.4%). There was no significant difference in the proportion of children
who had developmental checks by AHWs (22.4%) when compared with either the
proportion of children who had child health checks administered by AHWs (31%), χ² (2,
n = 59) = 3.08, p =.21; or when compared with the total proportion of children seen by
the AHWs (17.9%), χ² (2, n = 59) = 1.75, p = .42. The majority of developmental
checks in both communities were completed by nurses (see Table 5-6).
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Documentation of developmental checks
Documentation of developmental checks varied across the two communities. Table 5-7
below shows where the developmental check was documented in the health record.
Yumurrku had only paper records at the time of the audit and 92.9% of all the checks
were recorded on the paper care plan specifically designed to record the developmental
component of the child health check (HU5Ks care plan). Additionally, some
developmental notes were documented in the progress notes with a proportion using
both. Only electronic records were used in Nhanhala and very few developmental
checks (8.6%) were recorded on the electronic HU5Ks care plan. The majority were
recorded in the PCIS ‘visit’ section (89.7%), which includes a checklist with some of the
items of the formal care plan
Table 5-7: If a developmental check was completed, where
was check documented?

Electronic record of
developmental check

Paper record of
developmental check

Yumurrku

Nhanhala

Frequency (%)

Frequency (%)

(n=99)

(n=59)

HU5Ks Care Plan
(Assessment form)

n/a

5 (8.6)

PCIS ‘visit’

n/a

52 (89.7)

Progress notes

n/a

26 (44.8)

Documents

n/a

3 (5.2)

HU5Ks Care Plan
(Assessment form)

92 (92.9)

n/a

Progress notes

15 (15.2)

n/a

Table 5-8 describes what was documented if a developmental check was completed and
what the developmental check consisted of. In both the electronic and paper forms,
there are ‘yes/no’ tick boxes to check, indicating simply whether developmental
concerns were elicited and whether anticipatory guidance was provided (see Appendix
6). For example, the form includes tick box items such as “do parents have any
developmental concerns?” (paper form), “any concerns about development?” (electronic
form), and “has anticipatory guidance been provided?” (both). Where there was
evidence of a developmental check, the majority of records included the yes/no tick
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boxes being checked; 92.9% in Yumurrku and 81.4% in Nhanhala. Staff completing the
development checks in Yumurrku also documented their overall clinical impression
more so than in Nhanhala (80.8% compared to 31%). Anticipatory guidance was
recorded as having been given in 80.8% of developmental checks in Yumurrku
compared to only 8.5% of checks in Nhanhala. A column with combined results has
not been included in Table 5-8, in view of such discrepant figures.
Table 5-8: If a developmental check was completed, what
was documented?
Yumurrku

Nhanhala

Frequency (%)

Frequency (%)

(n=99)

(n=59)

Tick boxes checked on
paper or electronic form

92 (92.9)

48 (81.4)

Parent report of
milestones

16 (16.2)

2 (3.4)

Observation of
milestones by staff

20 (20.2)

11 (19.0)

80 (80.8)

18 (31.0)

1 (1.0)

0

Anticipatory guidance
provided

80 (80.8)

5 (8.5)

Developmental concerns
identified

24 (24.2)

4 (6.8)

Clinical impression

Screening tool used

While the tick boxes were checked, indicating that some form of assessment had been
made, there was very little information about how this information was elicited in either
community. Parent report of milestones, and observation of milestones by the staff
member, were not frequently recorded in either community, as Table 5-8 shows. In
Yumurrku, 16.2% of medical records documented parents’ report and 20.2%
documented staff observations of developmental milestones, while in Nhanhala, 3.4%
showed documentation of parents’ report and 19% documented observations made
during the consultation. Across both communities the use of a developmental screening
tool was only documented in one developmental check.
Only ten medical records of the 151 audited had documentation of the developmental
check in the progress notes without it being recorded either on the paper HU5Ks
assessment form (Yumurrku) or the electronic service item (Nhanhala). These were all
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developmental checks that fell outside the scheduled checks that are prescribed for each
age group and hence do not have a specific form.
Table 5-9: If a developmental problem was identified, what
action was taken?
Yumurrku

Nhanhala

Combined

Frequency (%)

Frequency*

Frequency (%)

(n=24)

(n=4)

(n=28)

Specific
developmental advice
provided

4 (16.7)

1

5 (17.9)

Play and
Communication
advice provided

14 (60.1)

0

14 (53.8)

14 (60.1)

1

15 (55.6)

8 (33.3)

1

9 (32.1)

5 (31.3)

0

5 (31.3)

Referral made

Plan for review

Report following
referral (where
appropriate)

*Percentages were not included because of small numbers

Table 5-9 shows the action taken when a developmental problem was identified.
Yumurrku documented that play and communication advice was provided, and referrals
made, in 60% of records where a developmental issue was noted, however there was
little evidence of any specific developmental advice provided. Notably, only one-third
of children had a planned review documented. In Nhanhala there were only four records
that documented that a developmental problem had been identified, therefore it is
difficult to comment. However, these four records contained very little documentation
about any intervention.

Prevalence of developmental concerns
The prevalence of developmental problems reported earlier in Table 5-8 (developmental
concerns identified) is the figure based on all medical records. Therefore this may in
some instances include the same children more than once. It also includes children seen
by the health professionals who may have seen the child on referral for the
developmental problem.
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To obtain a more accurate indication of children who had a developmental problem
identified by a screening process, only developmental checks conducted by AHWs and
Nurses were considered and only those records where the problem was identified for the
first time. Table 5-10 reports the prevalence of developmental problems based on that
data. The prevalence is 20.4% in Yumurrku and 5.9% in Nhanhala.
Table 5-10: Prevalence of developmental concerns

All developmental concerns
documented (includes all staff)

Developmental concerns
identified by AHWs and Nurses
in individual children

Yumurrku

Nhanhala

Frequency (%)

Frequency (%)

24 (24.2)

4 (6.8)

(n=99)

(n=59)

17 (20.4)

3 (5.9)

(n=83)

(n=51)

5.4 DISCUSSION
5.4.1 The ECD practice training needs of AHWs
and other health staff in remote health
centres
There are definite gaps in the formal training provided to AHWs. The background
literature in chapter two has highlighted the paucity of training in early childhood
development (ECD) and developmental monitoring for the AHW workforce group. The
Health Industry Training Package for Aboriginal and Torres Strait Islander Primary
Health Care Workers (Department of Education, Employment and Workplace Relations,
2013b) does not include any units addressing this critical area and evidence suggests that
AHWs have not participated in the on-line HU5Ks training in large numbers. In 2011,
11 of the 276 registered AHWs in the NT had completed the HU5Ks training (L.Nuttal,
personal correspondence, 2011). This is consistent with findings from this study
showing that none of the AHWs were aware of the HU5Ks training. Although the
AHWs in Yumurrku were provided with support and on-the-ground training in the
HU5Ks program, they still reported difficulties completing the developmental check;
difficulties that were also observed during clinical encounters. Hence, there is no formal
ECD training for AHWs, they are not accessing the available HU5Ks training, and on-
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the-job training, if provided, is not adequate for AHWs to be able to competently and
confidently perform developmental checks.
The perceived learning needs of AHWs (Lin et al., 2012) included knowledge, skills and
confidence in ECD practice. Most informants clearly expressed the need for some basic
knowledge around typical developmental milestones and specific developmental
disorders. Discrepancies between the current performance - observed during the clinical
encounter observations and elicited during the interviews - and expected performance
were also identified. These normative needs included knowledge about common and
important risk factors for developmental problems, such as iron deficiency anaemia, and
the skills required for checking a child’s development. It was crucial to identify these
gaps and to consequently address them in the training.
However, the AHWs also expressed some attitudes that revealed a degree of
ambivalence towards the need for change. In Yumurrku, where the AHWs had
experience conducting child health checks and attempting developmental checks, some
suggested the Strong Women workers could take responsibility for the developmental
checks. It is not uncommon to defer to others or wish others would take responsibility
when practitioners lack the skill or confidence in a particular task. In a study by Watson
et al. (2013) examining the role of Aboriginal and Torres Strait Islander child health
workers, respondents identified that they involve other service providers when they lack
confidence in their own practice. It is likely that the attitude of some of the AHWs in
this study was the result of lacking the skills and knowledge to perform the
developmental checks with confidence. Understanding this unperceived need was
important to be able to better address it in the training.
The findings from the qualitative data indicate that AHWs in both communities
generally do not feel confident completing developmental checks, documenting the data
or providing anticipatory guidance and advice. As discussed above, even those AHWs
adhering to the HU5Ks program admit to being challenged. AHWs acknowledged
finding the language of the anticipatory guidance culturally inappropriate. This suggests
that many of the children whose records indicate that a developmental check has been
completed, and that advice has been provided, may not be receiving optimal
developmental care. The audit data supports this; although over 80% of tick boxes were
checked, indicating a developmental check was completed, there was little detail
indicating how this assessment was made. It is possible that some staff may be checking
the boxes but not actually providing the anticipatory guidance.
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Although AHWs were identified as playing a key role in the health centre by key
informants, nurses were responsible for the large majority of child health checks and
developmental checks in both communities, as evidenced by the audits. This needs to be
taken into account when considering training needs, especially in view of the lack of
child health expertise among remote area nurses; only 11% of remote area nurse had
child health qualifications in a 2008 study (Lenthall et al., 2011). Only one nurse in the
two communities involved in the study had completed the HU5Ks training at the time of
the needs analysis and this was in her previous role as a child health nurse. It is difficult
to be certain of the proportion of remote area nurses who have completed the HU5Ks
training. However, there are approximately 180 Remote Health remote area nurse
positions in the NT and in 2011, 83 remote area nurses had completed the HU5Ks
training (L.Brown and B.Brooke, personal correspondence, 2013; L. Nuttall, personal
correspondence, 2011). In view of the high turnover of nursing staff, it is likely that this
number fluctuates considerably but it is reasonable to assume based on these figures,
that fewer than half the remote area nurses working in the NT at the time had completed
the training. These data would reinforce the need for training in ECD among nursing
staff in remote health centres.
The process of the training needs analysis provided added benefits, beyond determining
the training needs. While some informants seemed somewhat reluctant to admit gaps in
their knowledge or confidence and initially minimised the need for training, they
ultimately agreed that training would be beneficial. The interview provided time for
reflection that led informants to draw their own conclusions about their training needs.
There is no doubt that the interviews acted to engage the AHWs in the training. Even
those who were initially enthusiastic were encouraged by the interview process to think
more about their own objectives for the training, ultimately leading to improved
motivation (Hauer & Quill, 2011). One AHW who, at the beginning of the interview
was quite reluctant, willingly signed all components of the consent form at the end of the
interview and stated she would be willing to attend the training despite being on leave.
Relationship building is a known benefit of training needs analyses and in the absence of
such a process, there would have been a greater risk of finding staff resistant to change
and reluctant to participate in the training (Barbazette, 2006).

5.4.2 Health centre service provision and baseline
level of developmental care
Although both communities had a high median number of child attendances, the number
was not as high as has been previously reported. Bar-Zeev et al.’s (2012) study
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examining health centre utilisation of remote-dwelling Aboriginal infants (up to 12
months of age) reported extremely high rates, with a mean of 28 presentations per year.
Similarly Kearns and colleagues (2013) found the median number of presentations in the
first year of life of infants living in remote communities of the NT was 21. In a review
of medical records of older children, aged 0 to 4.75 years, in two remote health centres
in the NT, Clucas et al. (2008) found a slightly lower frequency of attendances; the
median number of attendances per child per year was 16. The median number of
attendances was 10 and 9 in the two study communities; this is nevertheless a high
frequency of presentations for medical care and subsequently a large workload
experienced by these services.
It is well documented that there is a high burden of disease among Aboriginal people
and other researchers have identified that Aboriginal Medical Services deal with greater
complexity of consultations when compared with urban general practice (Larkins et al.,
2006; Thomas, Heller, & Hunt, 1998). The complexity of many presentations to remote
health centres can demand time and human resources, adding to a significant workload
(Bar-Zeev et al., 2012). Over half the presentations in the 12 month audit period of this
study were for acute care. Informants also identified the challenge of balancing acute
care needs with primary health care, acknowledging that acute care was inevitably
prioritised, especially in the absence of a dedicated child health program day. It is
reasonable to expect that children presenting most often, would have more complex
problems that could distract from developmental checks. In fact, the children who
presented more often were more likely to have had at least one developmental check.
In Yumurrku there was no significant difference between the proportion of children
receiving child health checks from AHWs, and the proportion receiving developmental
checks from AHWs. Therefore, if AHWs were providing the child health check they
were likely to provide the developmental check. Interestingly in Nhanhala only 17.9% of
all child attendances were seen by AHWs, while the proportion of children seen by
AHWs for their child health check was much higher at 31.3%. This significant
difference could be explained by the skill level of different staff in the health centre in
Nhanhala. Nhanhala has a child health AHW who does not provide any acute care to
children and only sees children for child health checks. Therefore the figure of 31.3%
most likely represents her involvement in child health checks.
Studies of developmental services provided in Australian remote health services are
scarce. Data from another clinical audit study of child health centres in Australian
Aboriginal communities revealed that only 37% of children aged between three months
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and five years had a record of a developmental service being provided in the previous 12
months (Bailie et al., 2008). This figure is considerably lower than this study has found.
In Yumurrku, 78.8% of children had at least one development check and while the
proportion in Nhanhala (59.2%) was not as high as Yumurrku, it was still considerably
higher than Bailie et al.’s (2008) study.
The difference in these two studies may be a product of the specific changes made to the
child health audit tool for the purpose of this study, designed to search more
comprehensively for any developmental services being delivered and, consequently,
captured more instances of service. It is also possible that the introduction of the
HU5Ks program, between Bailie’s group’s study in 2007 (2008) and this audit, had a
bearing on the higher proportion of children having a record of a developmental check.
Nevertheless, while this study’s results are an apparent improvement on previous
reports, the records suggest that a third of children across the two communities still went
without at least one scheduled developmental check of any description for the 12 month
period. The proportion of children receiving developmental care is far from best
practice and importantly, gives no indication of the quality of the developmental checks.
Documentation remains an important part of practice, as a record of developmental care
provided (Bailie et al., 2011). The audit findings reveal that paper HU5Ks care plans
were completed more thoroughly than the electronic HU5Ks care plans. Of the
electronic records that had evidence of a developmental check, less than 9% were
documented in the care plan, while 93% of paper records had documentation in the care
plan. As explained by informants, the electronic health care record, PCIS, posed
challenges to documenting data accurately and comprehensively, which may explain this
discrepancy. This finding is consistent with reports in the literature that identify poor
computer literacy, little training in the computer systems in place, and a lack of support
for staff in Aboriginal Medical Services (Peiris et al., 2012). There is a need to have
forms that are straightforward to use and that prompt and guide appropriate
developmental checks. Moreover, an information computer technology system that has
adequate infrastructure and staff support is necessary to facilitate accurate recording of
data (Clifford, Shakeshaft, & Deans, 2012).
From the audit, this study found that 20% of children were detected with developmental
problems in Yumurrku and 6% in Nhanhala, using unstructured surveillance. However,
it remains unclear how assessments of developmental status were made, given the
paucity of relevant training and the lack of skill and confidence demonstrated. One of
the AHWs commented that he believed problems would be picked up simply by looking
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at the child. Yet, if left to rely on practitioners’ informal clinical judgement to
discriminate children with and without developmental delays, prior research has shown
that the large majority of children with delays will not be identified (Glascoe &
Dworkin, 1993; Hix-Small et al., 2007). Even more concerning is that this finding is not
exclusive to general clinicians but applies to child health-trained practitioners. HixSmall and colleagues (2007) reported that the large majority (68%) of children found to
have delays confirmed by the ASQ at 12 months of age, were considered to be
developing typically by paediatricians.
Another striking finding was that use of a developmental screening tool was only
documented in one developmental check across both communities. There are numerous
studies showing that the use of structured tools dramatically increases early detection of
developmental problems (Guevara et al., 2013; Hix-Small et al., 2007; Marks et al.,
2009; Marks et al., 2011). A randomised controlled trial by Guevara and colleagues
(2013) showed that children who participated in a screening program that utilised
structured screening tools were more likely to be identified with developmental delays,
referred to early intervention and to be eligible for services in a more timely manner than
children who received unstructured surveillance alone. This would suggest the figures
from this study may be an under-representation, and developmental problems remain
undetected in these two populations. The American Academy of Pediatrics (2006)
recommends the use of developmental screening tools and states “early identification of
developmental disorders is critical to the wellbeing of children and their families” (p.
405). Access to appropriate, quality developmental monitoring is a right of all children,
including remote-dwelling Aboriginal children.
In Yumurrku, while 20% of children were identified as having developmental concerns,
60% of these had a referral made, but only 16% had documentation of any specific
advice given. This may be a reflection of incomplete documentation as the forms (paper
and electronic) did not include any tick boxes for specific advice and therefore
practitioners would have been required to make an entry in the progress notes. This
could quite possibly be a deterrent for many practitioners and feasibly, the medical
record findings may be an underestimate of the true service delivered. However, failure
to document the developmental service delivered is itself inadequate care, as it presents
a considerable barrier to continuity of care, especially in areas of high staff turnover
(Bailie et al., 2011).
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Notably, only a third of children identified with developmental problems had a review
arranged; a practice that would be expected in every child in whom a developmental
problem was detected. It could reasonably be assumed that this would be documented if
arranged, as it would have required action. Furthermore, in addition to collecting this
data from the clinician’s entry at the time of the developmental check, the record was
also reviewed for subsequent evidence of a review, so it is likely that the figure is
reasonably accurate. This apparent lack of follow-up, particularly of social problems
for remote-dwelling Aboriginal children, has previously been highlighted as a
shortcoming of primary health care systems in remote communities (Bailie et al., 2008).
The need for effective systems for follow-up, however, applies equally to any setting
where screening and surveillance are implemented, including urban paediatric clinics
(King et al., 2010). Without a system for ensuring appropriate follow-up has taken
place, the benefits to children and families are diminished.

5.4.3 The barriers to compliance with the current
policy supporting developmental monitoring
in the NT
As discussed in section one of this chapter, the NT Government implemented the
HU5Ks program in 2010 across its remote Aboriginal health centres. This new program,
building on the previous Growth Assessment Action program, consists of ten child
health checks and has been expanded to include developmental checks and anticipatory
guidance. It is core business for remote health centres and is essentially the
responsibility of nurses and AHWs to deliver. Remarkably, the findings revealed that in
Nhanhala, the AHWs (with the exception of the child health AHW) were not familiar
with the HU5Ks program. This poses a significant barrier to AHWs complying with the
specific HU5Ks policy (NT Department of Health, 2009).
A commonly described barrier to AHW participation in health service provision is the
absence of strong nurse-AHW partnerships (Genat et al., 2006; Si et al., 2008; Tregenza
& Abbott, 1995). The significance of these working relationships was a common theme
throughout the interviews with all informants. AHWs in Nhanhala, most of whom have
been in the role for over 15 years, lamented the loss of the strong working relationships
that they report used to exist between nurses and AHWs. Conversely in Yumurrku,
informants all commented on the value of the working relationships between AHWs,
nurses and Strong Women workers, recognising the benefit to their patients. It is
therefore not surprising that AHWs and key informants indicated a preference for
training to include all health centre staff. Nurses, it was perceived, would not only
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benefit from participating in the TRAK training to be better equipped to deliver the
developmental services themselves; the training would promote and build stronger
partnerships between the AHWs and nurses.
Ensuring nurses are trained in ECD practices, in addition to AHWs, may go some way to
addressing the identified need for ongoing support and training in the workplace. It is
well recognised that, although a critical component, initial training comprises only one
part of building workforce capacity, with support for AHWs in their workplace being
another significant factor (Hinton & Nagel, 2012; Kulunga Research Network et al.,
2010; Walker et al., 2011; Wise et al., 2012; Watson et al, 2013). Scougall (2008)
highlights the value of mentoring, role modeling and the buddy system as strategies for
improving training outcomes for Indigenous staff, in a report exploring measures for
strengthening Indigenous families and communities. Previous qualitative research has
also identified the need for support from practitioners with the appropriate skills and
expertise (Genat et al., 2006). There were similar findings in this study, with key
informants being clear that strong support following the training was necessary for the
sustainable implementation of the training in the workplace. This study also identified
that those support people would preferably be highly skilled professionals.
While there is no doubt that there were problems with PCIS that made documentation
more problematic, there were other issues in Nhanhala, as identified in the qualitative
findings, which may have impacted on the adherence to accurate documentation
procedures. The lack of training has already been mentioned but this could be viewed as
a lack of appropriate support to implement the HU5Ks program. As previously
described, the Health Development branch is responsible for providing training and
support of health centre staff, specifically for child health programs. However, the child
health nurse position, with the responsibility of providing this support, remained vacant
for most of the period of the audit. Although Nhanhala had a child health AHW and
maternal child health nurse, neither of them were trained or adequately supported in
using PCIS to complete the checks. Staff require appropriate support to use the systems
in place if expected to successfully implement programs (Higgins, Murphy, Worcester,
& Daffey, 2012; Peiris et al., 2012; Watson et al., 2013).
Improving Aboriginal clients’ access to health services is the subject of much research.
Peiris et al. (2012) have reported on the need for transport, welcoming physical spaces
and for the health service to function as a community space in order to overcome some
of the barriers to access in Aboriginal Medical Services. A study by Kruske et al. (2006)
examining the provision of maternity services to Aboriginal and Torres Strait Islander
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women, focused on the need to attend to the cultural needs to improve care. Genat and
colleagues (2006), in Aboriginal Healthworkers, argue that a client-centred holistic
practice results in accessible and culturally appropriate care. Improving access
embodies culturally safe care, or culturally competent care (Walker & Sonn, 2010), and
this was a major theme that emerged in this study.
A lack of culturally appropriate materials, and the necessary skill to communicate the
message, was a barrier to providing culturally competent care (Jennings, Spurling, &
Askew, 2013). It was perceived that parents’ reluctance to wait for a complete check
was fuelled by not having a clear understanding of the purpose. So while AHWs were
critical of some parents, all informants acknowledged the need to better prepare parents
and inform them adequately about the importance of a developmental check for their
child. This finding is supported by Canadian research that reported an essential step
before proceeding with developmental screening, monitoring or assessment, is obtaining
Aboriginal parents’ informed consent (Ball & Le Mare, 2011).
Informants in this study also acknowledged the service needed to provide a space that
was appropriate and respectfully private for the developmental check. Considering
conducting the developmental checks away from the health centre at a location where
the parents felt comfortable and secure supports a client-centred approach (Ball & Le
Mare, 2011; Herceg, 2006) and is an essential component of culturally safe care (Kildea
et al., 2012; Walker & Sonn, 2010). Most informants strongly endorsed some form of
outreach service which respects families’ preference. The need for community-based
services was also strongly supported by staff at an urban Aboriginal Medical Service, in
a qualitative study that explored barriers and enablers to adult health checks (Jennings et
al., 2013).
The compounding of barriers described in this needs analysis is an important finding.
Many barriers, for example, the lack of specific training, lack of mentors, inconsistent
managerial support and priorities, high turnover of staff, electronic health system
challenges and inadequate work space are experienced concurrently and staff indicated
that while focusing on addressing one issue, another would arise to thwart their efforts
often resulting in staff feeling burnt-out and resigned. Intervening to change all the
barriers to ECD service delivery in the health centre was beyond the scope of the study
however it is important that they are acknowledged and that their impact is not ignored.
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SUMMARY
The starting point of this needs analysis was the desire to effect change. Given this, it
was important to explore how the change was perceived by the AHWs who were going
to experience it.
The needs analysis highlighted the need for training in early childhood development and
developmental monitoring. Evidence from qualitative findings, complemented by
evidence from audits, revealed areas for targeting training for AHWs and other health
centre staff alike and provided valuable information about recording systems and how
they could be improved. The qualitative component also revealed many barriers to
implementing child health and specifically the HU5Ks program, and developmental
monitoring that will not be solved by training alone. These findings point to the
elements and content required for a training program and the following chapter will
discuss how these needs were addressed in the tailored program that was ultimately
developed.
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CHAPTER 6 DESIGN OF TRAK
TRAINING PROGRAM

INTRODUCTION
Following on from the training needs analysis, this chapter reports on the development
of the content and framework of the TRAK training program. The training focuses on
early childhood development and the use of the adapted ASQ-3. The inadequacy of
training for AHWs in this important area has been described in the background and
previous chapters, and the training was deliberately directed at the needs of AHWs in the
remote Australian Aboriginal context to address this gap. In this stage of the program
logic, I have developed the training program identified as essential to produce the
anticipated outcomes.
As a first step in the development of a training framework, literature from the adult
training field and literature on culturally sensitive training is reviewed to identify factors
that contribute to the development of competencies and effective transfer of training to
the workplace in this context. The training, as a vital activity, is the focus of the chapter
and a detailed account is provided of the training program that was developed, based on
literature reviews, the results of the training needs analysis and existing professional
expertise. Each session’s objectives - the competencies that practitioners were
anticipated to demonstrate following training - and the program content and structure,
are described to present a comprehensive picture of the TRAK training program
designed.

6.1 ADULT LEARNING THEORIES
The focus of the intervention in this study is on individual capacity building, in
particular the knowledge, skills, attitude and behaviour dimensions that contribute to
capacity building. Hence, it is necessary to explore the adult learning theories that
provide a theoretical underpinning to the training intervention for remote practitioners.
The following section will report on the literature from the adult learning field, focusing
on three theories drawn upon in the design of training for adult learners in the remote
Aboriginal context.
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According to Rogers and Horrocks (2010) learning theories can be categorised around
four elements: learner-based theories, context-based theories, knowledge-based theories
and process-based theories. Process-based theories rely on critical reflection on
experience and Knowles’ andragogy, outlined below, can be described as a process
model (Knowles, Holton, & Swanson, 2011).
Knowles’ Andragogy
Andragogy is a theory of adult learning that holds a set of assumptions about how adults
learn (Knowles et al., 2011). This theory emphasises the value of the process of
learning. It uses approaches to learning that are problem-based and collaborative rather
than didactic, and also stresses equality between the teacher and learner. This is in
contrast to pedagogy, the theory of young learning. The pedagogical model is teacherdirected and assigns the teacher full responsibility for all decision making about the
learning content, method, timing, and evaluation, with learners playing a more
submissive role. This distinction has become less dichotomous with acknowledgement
that there exists more a continuum of approaches and that many of the assumptions
about how adults learn can also be applied to the teaching of children (Knowles et al.,
2011; Merriam, Caffarella, & Baumgartner, 2007).
Knowles proposed six assumptions that underlie andragogy, which he viewed as
fundamental to designing learning activities for adults. First, adults need to know why
they need to learn something. Adults need to know what is in it for them; how this new
knowledge will solve a problem or be immediately applied. Therefore the first task of an
adult educator is to help adult learners become aware of why particular knowledge is
important and valuable. It is much more potent when learners discover this for
themselves, in real or simulated experiences.
The second assumption is self concept. Self concept refers to an adult becoming more
self-directed and independent as he/she matures. Typically, adults want to choose what,
when and how they learn. Yet they can revert to a more dependent style of learning
based on past experience, creating a psychological conflict. Adult educators need to
help some learners transition from the dependent to the self-directed style by providing
more choices for learners and providing a collaborative learning environment that fosters
mutual respect.
Third, experience. Adult learners enter new learning experiences with a wealth of life
experiences. This means that for many situations, the greatest resources for learning
reside within the adult learners themselves. It also means that adult groups are often
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more heterogeneous than a group of young learners, and greater emphasis needs to be
placed on individualisation of strategies. However, with greater experience can come
entrenched habits and biases, and adult educators may need to help adult learners
examine and open their minds to new approaches.
Fourth, readiness to learn depends on need. Whether or not an adult is ready to learn
depends on what they need to know in order to cope with life situations effectively. Life
situations that compel adults to learn include such things as learning to care for a child
who has been diagnosed with a disease, or workers taking on supervisor training when
they have mastered the work they will be supervising and are ready for more
responsibility. There are ways to induce readiness. Fifth, problem centered focus.
Adults need to see the immediate application of learning. Therefore, they seek learning
opportunities that will help them perform tasks or enable them to solve problems
confronting them in their life situations. They learn more effectively when new
knowledge, skills, values and attitudes are presented in the context of real-life situations.
The final assumption is internal motivation. Adults will seek learning opportunities due
to some external motivators, but are more responsive to internal motivators, for example
the desire for increased job satisfaction, self-esteem and better quality of life.
Kolb’s experiential learning theory
Kolb (1984) is another educational theorist whose experiential learning theory also sits
within the body of process-based theories. Building upon earlier work by John Dewey
and Kurt Lewin (Action Research), Kolb’s theory presents a cyclical model of learning,
consisting of four stages. First, concrete experience (“DO”): an engagement with direct
experience; second, reflective observation (“OBSERVE”): observing and reflecting on
experiences so they can be viewed from different perspectives; third, abstract
conceptualisation (“THINK”): analysing experiences to create new ideas and concepts;
and last, active experimentation (“PLAN”): using these new ideas and concepts in actual
practice. Learning can begin at any stage, but must follow each step in the cycle.
Kolb describes that these four stages suggest four distinct learning styles. Each stage of
the cycle calls for a different learning approach, appealing to different kinds of people.
Activists learn better when provided with practical applications of concepts and theories
(i.e. through concrete experience); reflectors learn better when allowed to observe and
collect a wide range of information (i.e. through critical reflection); theorists learn better
when presented with sound logical theories to consider (i.e. through abstract
conceptualisation); and experimenters learn better when provided with ‘hands-on’
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experiences (i.e. through active experimentation) (Merriam et al., 2007; Rogers &
Horrocks, 2010). Although individuals develop a preferred learning style, all learners
tend to use all styles at different stages of learning (Rogers & Horrocks, 2010).

Summary
Each theory or model has its critics, especially the dominant adult learning theories.
Merriam et al. (2007) argues that Knowles’ andragogy model is limiting and not
applicable to all situations of adult learning, in particular, different cultural groups.
Others criticise it for being simply a description of the adult learner, rather than a theory
(Rogers & Horrocks, 2010). Kolb’s learning cycle has also been criticised for being too
normative and prescriptive (Rogers & Horrocks, 2010).
The intention is not to suggest that any of these theories should be viewed as the way in
which adults learn. There is no one theory or model of adult learning that explains the
process of learning in all situations or what is known about adult learners (Merriam et
al., 2007). These theories have been drawn upon to inform the development and
delivery of the TRAK training in remote Aboriginal communities while recognising that
different learning styles may be found among different groups and cultures.
Increasingly there is agreement that learning is an interaction between the individual, the
socio-cultural context, the learning process and the type of learning task (Merriam et al.,
2007; Rogers & Horrocks, 2010). Therefore the next section describes strategies that
have been recommended for adult learners, based on a mixed approach, followed by an
analysis of the literature examining training in the Aboriginal context.

6.2 EFFECTIVE TRAINING OF ADULT LEARNERS IN THE
REMOTE ABORIGINAL CONTEXT
6.2.1 Principles of adult learning
There are many different elements that need to be incorporated into learning and, as
argued above, no one theory can claim universality. Although there is no consensus
about learning and no one theory that is ‘right’, there is value in drawing on the theories
when designing adult learning activities. Informed by these theories, teachers can build
on how adults learn, and hopefully, develop more effective strategies for teaching adults.
Theories shape the instructional approach taken and an effective training environment

156

should take into account the assumptions about adult learners and should accommodate
individual learners’ different learning styles.
Drawing on the adult learning approaches, Rogers and Horrocks (2010) suggest building
on the natural learning processes (learning episodes) that occur in an informal way for
adult learners, throughout their lives. They argue that teaching adults should go beyond
this informal process and enhance the adult learner’s natural learning by helping them
become more conscious of their learning. Table 6-1 describes the characteristics of the
learning episode and the strategies that can be applied to meet these objectives for adult
learners.
Table 6-1: Learning episode and strategies for teachers of adults
Characteristic

Strategies

1.

Rely on short bursts of learning activity.

Episodic; not continuous

Break material into manageable units; hook each
one on to the other items of learning.
2.

Problem-centred; immediate goals
based on needs and intentions; concrete
situations; immediate application; short
term

Make relevant to learners’ needs.
Be aware of learners’ intentions.
Learners to set goals.
Start where they are at, not necessarily at
beginning.
Do activity now, not prepare for it in the future.

3.

Informal learning



Analogical thinking; use of existing
knowledge and experience

Be aware of different learning styles; buildup
conscious learning styles.
Relate new material to existing experience and
knowledge.
Be sensitive to range and use of experience.



Trial and error

Discovery learning; learners to be active
recipients.
Need for reinforcement; build in feedback.
Need for practice.



Meaningful wholes

Move from simplified wholes to more complex
wholes.
Help learners to build up units to create wholes;
select out essential units from non-essential.
Rely on understanding for retention, not
memory.



Less memory; but imitation

Use of demonstration.

4.

Lack of interest in general principles



Stops when need is met

Move from concrete to general; encourage
questioning of general principle; build up
relationships.
Encourage further learning.

Adapted from Rogers and Horrocks, 2011, p. 150
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These various principles were incorporated into the design of the TRAK training
program and will be detailed later in this chapter. The following section reviews
literature on principles of training specific to this learning environment with AHWs.

6.2.2 Culturally appropriate training
There is considerable evidence recommending that ‘culturally appropriate training’ is
necessary for the Aboriginal health workforce, specifically to address the issues around
recruitment and retention of AHWs (Health Workforce Australia, 2011; National
Aboriginal and Torres Strait Islander Health Council, 2008; National Rural Health
Alliance, 2006; NT Department of Health, 2010). However, it is not immediately clear
from these documents what qualifies as culturally appropriate training.
To answer this question, Miller (2005) undertook a systematic review of qualitative
research on good practice in culturally appropriate Vocational Education and Training
(VET) and Adult and Community Education (ACE) for Indigenous Australians. The
study identified seven critical factors necessary for the achievement of positive
outcomes: community ownership and involvement; Indigenous identities, cultures,
knowledge and value; true partnerships; flexibility in course design, content and
delivery; quality staff and committed advocacy; student support services; and funding
and sustainability. The review concluded that the single most important principle is
Aboriginal community ownership and involvement in the training, from beginning to
end. Similarly, a qualitative study in the ‘VET in School’ sector found that community
links and partnerships was one of five key principles that impact on the success of VET
programs for Indigenous students (Helme, 2005). The other principles identified by
Helme (2005) include: focus on individual needs; supportive school environment;
engaging and relevant curriculum; and links with other education and training providers.
Helme argues that school environments that affirmed Indigenous cultural values and
identities were fundamental to good practice.
Similar findings have come from other research, identifying the importance of a learning
environment that takes into account the knowledge, values, history and experience of
Aboriginal people, to encourage participation in educational courses (National
Aboriginal and Torres Strait Islander Health Council, 2008). Sometimes expressed as
‘both ways’ training, this approach values the learner’s cultural knowledge and
incorporates the Indigenous perspective alongside the mainstream course content.
Activities that employ a two-way exchange, allowing communication to go in both
directions are more likely to be accepted by the users (Miller et al., 2008). Dockery
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(2013), investigating the different dimensions of ‘cultural attachment’ through factor
analysis of items in the 2008 National Aboriginal and Torres Strait Islander Social
Survey, found that a stronger cultural attachment is associated with more successful
participation in education and training. This effect is believed to operate through
encouraging a strong sense of self identity. Thus, as Miller (2005) asserts, training that
reaffirms Aboriginal students’ own identities, cultures and histories is necessary for
those learners to achieve greater participation in education and training, and therefore
better outcomes.
The recognition of culture and identity is closely aligned with community ownership of
training. Miller (2005) declares that the more control and authority a community has in
its training, the more successful the training will be. This is echoed by Kral and Falk
(2004), in their case study report of the implementation of a culturally appropriate health
service in a remote Aboriginal community. They identified that for education to be
successful, it must include community goals and aspirations. This includes training that
is driven by and embedded in, ‘community business’. Similarly, in a qualitative study
exploring the community’s perspective on the delivery of a VET program in a remote
NT community, Anderson (2009) found that community involvement and ownership
were the most important factors in VET practice. The community needs to be involved
in ongoing negotiations about the content and delivery of training.
Regardless of how the training is ultimately developed, for new information to be
acceptable to Aboriginal learners, the process of how the information is delivered may
be more important than the content (National Aboriginal and Torres Strait Islander
Health Council, 2008; Trudgen, 2000). Helme’s (2005) study emphasised that the
process is a significant determinant of student retention and educational outcomes for
Indigenous VET students. Evidence from the VET literature suggests that flexibility of
delivery methods is required to meet the local needs and contexts (Kral & Falk, 2004;
Miller, 2005). Other studies examining training of AHWs also found the need for
customisation of methods. Hinton and Nagel (2012) describe a number of techniques
used in their ‘Yarning about Mental Health’ training workshops, such as audio, pictorial
and interactive methods that were necessary to accommodate different learning styles.
Davidson et al. (2008) highlighted the importance of process, identifying that group
sessions and experiential learning scenarios were preferred by AHWs in a cardiovascular
disease education program, and action learning, their preferred learning style.
The importance of training that is relevant and applicable to real life situations was
identified by Tregenza and Abbott (1995) as an important factor in AHW training. They
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stressed the importance of observation and practice as the basis of learning. Similarly,
Davidson et al. (2008) found experiential site-based learning was the preferred approach
in the AHW education program. Workplace, hands-on, practical course delivery was
also identified in the VET and Adult and Community Education contexts as leading to
improved outcomes. Almost all students described the experiential nature of VET being
the key aspect that appealed (Helme, 2005) and Miller’s (2005) systematic review
identified it as critical in certain professions, such as AHW training. This review found
that experiential learning that was workplace based was a particularly effective strategy
in achieving positive outcomes for Indigenous students.
Joint training for AHWs and nursing staff who work together has been supported by
AHWs in a number of studies. Walker et al. (2011) reported that Indigenous Health
Workers welcomed the opportunity to train with nurses in a study examining factors
influencing their oral health role. Despite a degree of racial tension to begin with, King
et al. (2007) found that AHWs who participated in Diabetes Educator training valued the
training with nurses for its opportunity to share information and discuss needs specific to
Aboriginal people. There were positive comments from participants about the benefits
of having a mix of Indigenous and non-Indigenous participants in the ‘Yarning about
Mental Health’ training workshops, reported by Hinton and Nagel (2012).
There are many potential barriers to training for AHWs, and flexibility in the delivery of
training needs to be considered to ensure training is accessible (HWA, 2011; Miller,
2005). Living remotely can disadvantage AHWs who need to travel to urban centres to
attend training, and attention has been drawn to this issue repeatedly over the years
(Tregenza & Abbott, 1995). Family and community commitments that require their
presence in their communities can impact on AHWs ability to attend blocks of training
outside of community (Felton-Busch, Solomon, & McBain, 2009). Equally there are
concerns for AHWs being isolated from family. Providing alternative study modes and
study locations (such as delivering training locally), and repeating training courses at
intervals are among strategies recommended to address these barriers (National Rural
Health Alliance, 2006; NT Department of Health, 2010). Walker et al. (2011)
demonstrated support for community-based training as did Hinton and Nagel (2012),
who offered training workshops of varying lengths in either urban centres or remote
communities. In the evaluation of the delivery of a VET program, Anderson (2009)
found that a flexible and customised approach that responded to the cultural and family
priorities of participants was a priority for the remote Aboriginal community members.
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Miller (2005) reports that lack of the requisite English literacy and numeracy skills are
the most frequently cited barriers to achieving outcomes in VET courses. Many remote
AHWs speak English as a second, third or fourth language. They may come from nonliterate home backgrounds and may have had minimal secondary schooling with
consequently poor English language, literacy and numeracy skills (Kral & Falk, 2004;
National Aboriginal and Torres Strait Islander Health Council, 2008). There is evidence
to suggest that there is a higher proportion of AHWs completing the Certificate III
training than the Certificate IV due to students not having the necessary language,
literacy and numeracy skills to achieve the higher qualification (NT Department of
Health, 2010). These factors need to be taken into account when delivering training. It
is necessary to recognise that many AHWs, while highly experienced and capable health
practitioners are English as a Second Language (ESL) learners and specific language
skills need to be used by trainers to ensure effective communication (Every & Young,
2002). Learners who are proficient in English may still have literacy difficulties which
need to be accommodated. Strategies that have been used by trainers to address these
literacy challenges include: employing tutors, classroom demonstrations, large font for
written resources, use of large, colourful pictures, and use of flow charts (Every et al.,
2002).
A challenge, therefore, is to meet the needs of a group of learners who not only have
varied experiences and prior knowledge between them as adult learners, but also
potentially have very different English language and literacy skills, and different
learning styles. It is as equally important to be flexible in the process adopted, as in the
program content delivered, to accommodate the range of learner styles and baseline
knowledge, while also recognising and supporting the diverse Aboriginal cultures and
identities. Individualising training to address specific needs becomes a necessary and
critical factor for achieving positive outcomes in the training. As highlighted by Miller
(2005), all the factors known to improve the experiences and outcomes of training for
Aboriginal students need to be present: “all factors all of the time” (p. 9).
The literature reviewed provides a useful guide to an approach that could be adopted for
an effective training program in ECD for AHWs and other remote health staff. Together
with information obtained from the needs analysis, key concepts and training strategies
were distilled from the literature for inclusion in the two and a half day TRAK training
workshop. The next section presents the general procedures followed and the training
content and process are then described in detail in the final section.
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6.3 PROGRAM DEVELOPMENT PROCEDURES
In addition to the training needs analysis reported in chapter five, a number of other
resources and consultations were used to develop the training program content and
further develop the process. I consulted with two early childhood experts with a long
history of training in children’s services and early childhood education in the remote
Aboriginal context. The HU5Ks education package (Department of Health and Families
& Graduate School for Health Practice, 2010) was a valuable resource and I drew on my
own expertise as a paediatrician. Additionally, I completed the Certificate IV in training
and assessment (HBA Learning Centres, 2010) in 2011 to better equip me to design and
implement the training. Through this training and assessment training, I was able to
draw on a relevant unit from the VET community services unit of competency, Support
the development of children (CHCFC301A) (Department of Education and Workplace
Training, 2013a), to inform the objectives of the TRAK program.
It was evident from the needs analysis that most of the AHWs, and a number of likely
other participants, were English as a second language (ESL) learners. Consistent with
findings from the literature examining culturally appropriate training, the TRAK training
employed the strategies suggested to meet this need. No power point slides were used in
the workshop: instead posters were created using large font pre-printed cards; pictures
were used wherever possible; and a demonstration and role plays were incorporated into
the training.
The preference for practical training was a key theme that emerged from the training
needs analysis. Training with a problem-centred focus that is relevant to the learner’s
needs and has immediate application is more effective, according to Knowles (2011) and
is a strategy recommended by Rogers and Horrocks (2010). Importantly, it is also
supported by the evidence in the cultural literature. The training aimed to highlight the
aspect of the clinical work it was addressing and supplementing, throughout the two day
workshop. A major component of the training was practical hands-on experience of
using the adapted ASQ, underpinned by Kolb’s experiential learning theory.
It was clear the participants would bring a wealth of experience to the workshops and it
was anticipated that there would be a mix of disciplines and child health experience in
the groups. This can be a resource for the whole group, as highlighted by Knowles’
assumptions. It can also be a challenge for the educator who needs to have strategies to
meet all learners’ needs. Adults who come to learning with a great deal of experience
can also have firm habits and attitudes that may not be adaptive to the content or the
learning environment. The needs analysis identified that some of the AHWs were
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ambivalent about their role in performing developmental checks and their practice
suggested that it was not considered as important as other aspects of the child health
check. Although the training was going to be offered to all staff at the health centre,
AHWs remained the focus. Therefore, it was important to take time to ensure that
AHWs understood why they were undertaking this training, ensuring the “unfreezing”
step in the change process occurred (Lewin, 1947).
Although the first two days of the training were in a ‘classroom’, the training involved
no didactic teaching methods. Interactive activities, small break-out groups and audiovisual materials were utilised. Sufficient time was allocated for discussion and for
participants to be able to tell stories. Material was provided in ‘chunks’ and the sessions
were planned so as not to overload the learner (Rogers & Horrocks, 2010).
As discussed in chapter three, formative assessment is an essential part of training
evaluation. The design of the training and the groups’ small size facilitated the
monitoring of each learner’s progress during the session. A specific feature of the
training design was to incorporate opportunities to assess each participant’s ability to
achieve the learning objectives. In other words, learners were provided with
opportunities to demonstrate that learning had taken place (Rogers & Horrocks, 2010).
Including activities that required completion in the classroom such as role plays, enabled
observations of individuals’ abilities (Kirkpatrick & Kirkpatrick, 2006). Ample time
was provided for learners to acquire the skill and demonstrate this to either myself or the
research assistant as we moved around the group providing input.
The importance of acknowledging the participants’ knowledge and experience in this
context goes beyond Knowles’ assumption underlying adult learning. Recognising the
knowledge and values of the Aboriginal participants began before the training, with the
process of consultation and adaptation of the ASQ-3. Furthermore, while change was
needed, the training program was guided by the input of leaders in the community.
Showing respect to these women and recognising the value of their experience and
knowledge was essential to the process and enhanced engagement of other Aboriginal
participants. Consequently, in recognition of their significant knowledge and consistent
with the spirit of knowledge exchange (Laycock et al., 2011), Aboriginal leaders in both
communities were approached to be co-facilitators in the training and this was fully
endorsed by their managers.
Ultimately the women nominated and approached were not able to co-facilitate due to
family obligations and stresses, or illness. I facilitated all training workshops and
employed a research assistant who was not local to assist with the logistics of the
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training and to perform some data collection. Although I planned to recruit a local
Aboriginal research assistant in each site and secured funding for this role, this was
unsuccessful due to difficulty recruiting.

6.4 TRAINING PROGRAM CONTENT AND PROCESS
The following section provides a detailed presentation of the session plans of the TRAK
training through the classroom training, the practical workplace training, the booster
training, and identifying support structures.
Figure 6-1: TRAK training process

6.4.1 Classroom training
DAY 1: Session 1 - Principles of growth and development
Objective
By the end of the session, the participants were expected to have introductory
knowledge of child development for children aged 0 to 5 years, including simple
developmental theory.

Content and Training Strategies
Introduction to workshop
A significant portion of the first session was dedicated to the introduction, ensuring all
participants were familiar with each other, and with the facilitator. As had been outlined
in the previous section, clarifying why this group had been brought together and what
their expectations were as learners was an important step in the training and necessary
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for engagement (Knowles et al., 2011; Rogers & Horrocks, 2010). As goals and
objectives were identified they were applied to a poster and left on the wall for the
duration of the workshop.
Following the introduction, participants were invited to share stories about their own
childhood, about children they knew or about their communities, not only as an icebreaker activity but to acknowledge their prior experience.
Principles of growth and development
The nine principles of growth and development were introduced in this next section.
This set of principles characterises the pattern and process of growth and development.
Although there are individual differences, the principles and characteristics of
development demonstrate universal patterns and it was agreed by the ECD experts that
this was a useful place to begin when training in early childhood development and
aligned with information presented in the HU5Ks education package.
Box 6-1: Principles of child growth and development
1. Growth and development is orderly and sequential.
2. Growth and development is related to, and dependent on, the environment.
3. Growth and development occurs in a cephalo-caudal (head to toe) direction.
4. Growth and development occur in a proximo-distal (inside out) direction.
5. The pace of growth and development is specific for each child.
6. Growth and development become increasingly differentiated.
7. Growth and development become increasingly integrated.
8. Certain periods are critical during growth and development.
9. Growth and development are continuous and influenced by many factors.
Adapted from Sheridan, 2007

Consistent with recommendations to include audio-visual materials, a short trailer for
the film BABIES (Balmes, 2010) was shown. The documentary simultaneously follows
four babies from Mongolia to Namibia to San Francisco to Tokyo for the first 12 months
of their lives. BABIES demonstrates the earliest stages of the growth and development
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of children and was used to generate discussion about what participants saw as unique
and universal in the lives of these four children. This activity again drew on learners’
prior experience and knowledge, and encouraged active learning. The discussion
introduced the first two growth and development principles (see Box 6-1 above) and the
principles, on laminated cards, were applied to a poster. This process was repeated as
participants continued to identify the principles through subsequent activities,
continually reinforcing their learning.
Another resource that was referred to repeatedly, and was commenced as an activity to
identify the nine principles, was the Developmental Milestones Trajectories.
Participants were divided into pairs and each pair given ten illustrations of gross motor
actions being performed by children aged from 2 months to 59 months. The task
involved ordering the actions in the sequence that they would be achieved, from
youngest to oldest. Each couple then took turns to pin one illustration on the poster,
generating a group discussion to ensure consensus. This activity specifically illustrated
principles 3 to 7 (see Box 6-1), which were discussed and applied to the growth and
development poster. It also required participants to be active in their learning and was
consistent with learning through trial and error, in a safe environment (Rogers &
Horrocks, 2010).
To reinforce the concept of the universality of the principles while acknowledging
individual uniqueness, a portion of a DVD, First Day (Australian Children's Television
Foundation, 1998), was shown. The audio-visual material was intended to aid in
breaking up or ‘chunking’ material into manageable bits and to engage participants. The
First Day documentary follows 11 young Australian children from varied cultural
backgrounds in the weeks leading up to and including their first day of school. The
children were from urban, rural and remote parts of Australia, including a remote
Aboriginal community in the Northern Territory. This was intended to generate further
discussion and participants were invited to share personal experiences.
Session 2 – Risk factors and Early brain development
Objective
At the completion of session 2, participants were expected to have:
1. Introductory knowledge of child development for children aged 0 to 5 years,
including early brain development and importance of the early years for subsequent
educational success.
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2. Knowledge of risk factors for poor early childhood development and potential longterm impacts.
3. An awareness of the cumulative effects of multiple risk and protective factors and
the developmental implications of the balance between them

Content and Training Strategies
Risk and Resilience
Again, the strategy used in this session was a group discussion to generate the
information rather than didactic teaching. As general ‘themes’ were identified for
protective factors, such as family, physical factors, home, financial factors, community
and education, pictures representing the themes were applied to a poster. A scribe then
wrote the protective factors under each theme as they emerged through the group
discussion. The same process was followed for risk factors, using the same pictures for
each theme. The third part of this activity, which was another whiteboard activity,
involved a discussion about the impacts of the risk factors, emphasising the cumulative
effect. Participants were invited to share stories of experiences they had or observations
they had made, in particular about families who had overcome risk factors. This final
part of the activity aimed to assist participants to build on knowledge they may have
regarding risk factors and to create a more complex understanding (Rogers & Horrocks,
2010).
Early brain development
An understanding of the significance of early childhood development and the impact of
experiences in the early years was a necessary component of the training. However,
explaining early brain development is a challenging task. Relying on strategies that
involved story telling and relating new material to existing experience, an attempt was
made to show participants how neural pathways and networks are created.
Sitting in a circle on the ground, around a large sheet of white paper, participants were
invited to share a story about hunting for bush tucker. On the sheet of paper a picture of
bush tucker, relevant to the area, was glued in one corner and two pictures, one of a
young infant smiling back up at her mother and another of a young child taking his first
steps, were glued in another corner. The story teller was prompted to describe how they
learnt where to find bush tucker in their community, who showed them the way, how
they found the way and how they knew where to find the path. As they described details
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of the path being well known and well trodden, from generations of elders showing their
family, strips of transparencies printed with rows of foot prints were laid down on the
sheet toward the bush tucker, one on top of the other, creating a thick ‘pathway’. As
they described that going to this place repeatedly made the path clearer, more
transparencies were laid down.
Next, we discussed what would happen if the path to the bush tucker were not used for
some time. As we discussed the path becoming overgrown and harder to find, the
transparencies were removed one at time, leaving a less dense ‘pathway’. The
participants acknowledged they would still know the way, but the path would be harder
to find.
Finally, we used the metaphor of the paths to explain the synaptic connections that are
created as children develop new skills, such as walking and smiling. I explained that
connections between brain cells are created with astonishing speed in the first three
years of life, and as I explained that more and more connections are made as children
learn and practise new things, strips of transparencies with rows of neurons were laid
down towards the pictures of the children, creating a dense ‘pathway’ to these activities.
We discussed that just like the path to the bush tucker, neural pathways that are used
remain strong, but the ones that are not used, are pared back - removing some of the
layers of neurons to demonstrate the parallel with the overgrown bush tucker path that
becomes harder to find. This significance of laying down these pathways for activities
such as affection and smiling, and attachment, early in life, was stressed.
Session 3 – Developmental milestones
Objective
By the end of the session, participants were expected to have basic knowledge of the
fundamental milestones for physical, social and cognitive development.

Content and Training Strategies
This session again began with a film. Talking twins (Twin Mama Rama, 2011) is a short
video posted on YouTube of young twins mimicking each other’s attempts at language,
while also demonstrating many other developmental skills. The participants were asked
to view the film and identify skills they observed. These skills were able to be classified
into the following developmental domains: communication, gross motor skills, fine
motor skills, problem solving and personal social skills. The film was used to generate
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discussion about the different developmental domains that are conceptualised. These
particular domains were selected as they are the domains that are used in the ASQ-3.
Cards with the domains printed on them were applied to the Developmental Milestones
Trajectories poster in a column on the left hand side. Along the top row, illustrations
representing children at 2, 6, 12, 18, 24, 36 and 48 months were also applied.
After naming the different domains identified in the film, the group was again divided
into pairs and provided with a pile of illustrations of children performing skills at
different ages. This time each pair was given a different developmental domain that
they needed to sort in order of age. The pair was then invited to place their domain’s
trajectory on the poster, in the order that they had chosen. As a group, we reached
consensus about the age each milestone would be achieved. Once all the milestones
were on the poster in the appropriate domain and age, the principles of growth and
development were reinforced, consolidating learning.
This session ended with another DVD, The Ages and Stages of Play and Learning
(ASPL) – Cuddles and Smiles (Rural Health Support Education and Training Series).
ASPL is a series of family education videos for Aboriginal communities, consisting of
five videos addressing specific ages and a general parenting video. The videos discuss
the role parents and families play in providing early learning activities for children from
birth to five years. This set of videos was chosen because of its cultural appropriateness
and as a way of reinforcing the role that AHWs can play in supporting Aboriginal
parents by giving simple advice about play activities.
Session 4 – Developmental Monitoring
Objective
By the end of the session, participants were expected to have an understanding of the
importance of undertaking child health screening and surveillance and in particular the
importance of child development monitoring, as is set out in the Health Under 5 Kids
program.

Content and Training Strategies
Developmental Monitoring
This was the final session of Day 1. As a way of introducing developmental monitoring,
participants were asked to think about an adult well-person check. The discussion aimed
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to generate a list of the various components of an adult check that are consistent with
surveillance or monitoring as defined by the National Health Medical Research Council
(CCCH, 2002), and these were again put on a poster. Surveillance for the prevention
and complications of heart disease was discussed, as chronic disease programs have
been implemented in health centres for some time and many had personal experience of
these checks as patients.
Participants were then asked to reflect on child health checks and what constituted
surveillance, aiming to generate the following: measurement of physical growth;
monitoring of developmental progress; administration of screening tests; prevention of
disease (e.g. immunisations); provision of information to support parents; health
education; and eliciting and responding to parental concerns (CCCH, 2002). This list
completed the poster.
This led into a discussion about the need for monitoring development, connecting it to
the earlier session on early brain development and to the ASPL video that was screened.
Further reflection was invited on why some parents were more engaged than others and
the role AHWs could play in this. Links between the developmental monitoring and the
HU5Ks program were made and participants were provided with the HU5Ks wheel,
drawing attention to the visits that required a developmental check (see Appendix 10).
The last activity of the day was another ASPL video, looking at play activities for
children 8-18 months. The day was completed with each participant sharing either
something they had learnt or something they had found enjoyable about the training day.

Debriefing at the end of Day 1
An important process of the classroom training was debriefing at the end of each day. I
discussed the sessions with the research assistant, reviewing my performance and the
participants’ progress. We discussed in detail the subject matter; presentation and
communication skills; the structure of the learning program – the pace, level, relevance;
clear signposting of each objective; the nature of the learning materials; and the learning
activities devised. We discussed and recorded each individual learner’s progress:
whether they were participating actively and contributing equally; whether they
appeared to have achieved the learning objectives; and what could be altered to
encourage greater contribution. This process of self-appraisal heightened my awareness
of the learners’ needs and led to changes, where possible, to produce an environment
conducive to learning.
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DAY 2: Session 5 – Introducing the ASQ3-TRAK tool
Objective
By the end of the session, the participants were expected to have begun to develop an
understanding of the process for observing and recording issues of concern/difficulty in
physical, cognitive, social, emotional and psychological development of children, using
the adapted ASQ-3.

Content and Training Strategies
Recap
It was important to begin the day allowing enough time to recap Day 1, to reinforce
learning and ensure participants’ goals were being met. Participants were invited to
comment on Day 1 and to share any stories this had generated. The principles of child
growth and development, and the Developmental Milestones poster, which were both
still hanging from Day 1, were reviewed. As an ice-breaker activity a true-false exercise
was included. Cards with printed statements about child development that were either
true or false were divided among pairs. After some time to discuss among themselves,
the pairs, one at a time came up to put the cards on a poster in either the ‘true’ or ‘false’
column. Again, each statement was discussed with the group to achieve consensus and
address any misconceptions or questions.
Whose role is it anyway?
As discussed in chapter two, AHWs are considered key staff in remote health services
and the focus in this study was on their role and the particular skills that they have. It
was essential that participants, in particular AHWs, understood why they were doing the
training and how this was relevant to them and their work. Barriers to undertaking
developmental monitoring and giving developmental advice were discussed as well as
possible solutions. This was followed by one of the ASPL videos, An introduction to
health staff, which reinforced the role AHWs can play in developmental monitoring.
This component reinforced one of the aims described in session one, which was to
address attitudes AHWs may have to developmental checks.
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Introducing the adapted ASQ-3 – the ASQ3-TRAK tool
A discussion about screening and surveillance, in the context of child development, led
into an explanation of the ASQ-3 and how it came to be adapted. It was highlighted that
the seven questionnaires chosen for adaptation match the seven ages at which HU5Ks
checks require a developmental check. Throughout the training, reference was made to
the HU5Ks program and how the training and the tool fit into the program. The ASQ3TRAK tool was shown to participants and the five developmental domains that had been
introduced on Day 1 and corresponded with the ASQ-3 domains, were pointed out in the
questionnaire.
Session 6 – Demonstrating the ASQ3-TRAK tool
Objective
By the end of the session, participants were expected to have become familiar with the
ASQ3-TRAK tool example - 6 month questionnaire - to further develop their knowledge
of the process for observing, recording and reporting issues of concern or difficulty in
physical, cognitive and social development of children
They were expected to understand how to administer the questionnaire and record
observations, in preparation for the practical session on Day 3.

Content and Training Strategies
Demonstration
A valuable strategy for training in this context, as identified by informants and the
literature, is demonstration (Fixsen, Naoom, Blase, Friedman, & Wallace, 2005; Rogers
& Horrocks, 2010; Tregenza & Abbott, 1995). I demonstrated administering a 6 month
questionnaire, with a mother and her 6 month old baby in the classroom setting. The
participants were provided with a 6 month questionnaire and recorded the results
independently while observing (see Appendix 7a for sample of adapted ASQ-3).
Following the demonstration, the participants were divided into pairs and each took a
turn at role playing being the practitioner and the mother. This was to familiarise
themselves with how to introduce the tool and each section, consistent with strategies
discussed in the literature.
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Scoring the tool
Having followed the demonstration and ticked the responses on their own copy of the
questionnaire, participants were taken through scoring each domain and transferring the
totals to the score sheet. They were left to do this independently, with support provided
if required. The score sheet for each age group has cut-offs for each domain, and the
score can either be above the cut-off (white area = on schedule), close to the cut-off
(grey area = monitor) or below the cut-off (black area = requires further assessment) (see
Appendix 7b).
Session 7 – Scoring the ASQ3-TRAK tool
Objective
By the end of the session, participants were expected to have practised scoring a mock
questionnaire.

Content and Training Strategies
A clinical case history of ‘Johnny’, a 26 month old boy, was presented and a mock
ASQ3-TRAK questionnaire was provided to each participant, with the questions already
ticked. In pairs, participants were then left to score the questionnaire and transfer the
individual scores to the score sheet. There was potentially varying literacy and numeracy
skills and allowing sufficient time for all participants to feel confident in scoring the
questionnaires was important.
Session 8 – Interpreting the ASQ3-TRAK tool
Objective
By the end of the session, participants were expected to have become aware of the
process for reporting issues of concern/difficulty in physical, cognitive and social
development of children, including providing advice to caregivers.

Content and Training Strategies
An important aspect of the ASQ-3 is scoring the questionnaire and then taking action,
depending on which of the three categories the child falls into. A whiteboard activity
(again on a poster with laminated cards) was used to work through the options for each
category. For each of the ‘white’, ‘grey’ and ‘lack’ areas, a number of issues to consider
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were discussed and brainstormed: what it means clinically, what advice to give, what
resources could be drawn upon in the community, what follow-up was necessary,
whether referral was needed, and what programs (such as FaFT) might be beneficial.
This was determined by what was available and relevant in the community.
We then returned to ‘Johnny’ who scored in the grey area for a number of domains, and
discussed what action should be taken specifically for this child, using the matrix we had
developed. An additional resource that was developed in conjunction with the
adaptation was introduced.
Parent Information Sheets (see Appendix 8) were developed as a resource that align
with the play and communication advice in the HU5Ks. This anticipatory guidance in
the HU5Ks is based on the WHO/UNICEF Care for Child Development program
(Engle, 2011; WHO, 2012). The Parent Information Sheets were produced as A4 sheets,
and contained the simple messages and illustrations that corresponded with the ASQ3TRAK tool, one for each age group represented in the questionnaires. These were
appropriate and relevant to use when providing anticipatory guidance to parents. The
benefits of play and communication advice were discussed using the case study as a
concrete example of the potential outcomes and in the context of the training from Day
1.
An important issue identified in the needs analysis was the need for accurate
documentation. A template for how to document the developmental checks using the
ASQ3-TRAK tool was provided for the two different systems in the two communities,
determined by the group discussion.
The last of the ASPL videos, Stepping out, was shown before the conclusion of the
training day. This last video shows a delightful interaction between a young boy and his
father out bush. The father is guiding and teaching the boy in a positive and nurturing
way and provided modeling for the way in which practitioners could encourage parents
in the community. In concluding the classroom training, the process for the practical
session - the final part of the workshop - was discussed. Participants were again asked
to describe something they enjoyed or learnt and finally, evaluation forms were provided
to all participants to be returned to the research assistant over the following week.

Debriefing at the end of Day 2
At the end of the second day of classroom training, we again held a debriefing meeting
to review my performance and the participants’ progress. Suggestions for improvements
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were recorded for future workshops. However, this appraisal provided further feedback
that was able to be incorporated into the subsequent practical sessions.

6.4.2 Practical training session
Session 9 – Practising administering the ASQ3-TRAK tool
Objective
By the end of the session, the participant was expected to have gained skill and
confidence in administering the ASQ3-TRAK tool including observing, recording and
reporting developmental milestones and parental concerns. They were also expected to
consolidate their skills and confidence in providing anticipatory guidance.

Content and Training Strategies
The practical session took place in the participant’s usual work place (either the health
centre or the FaFT setting) in the week of the classroom training. Children who were
due a developmental check were asked to attend and invited to participate in this part of
the study. The participant was observed and coached while administering the ASQ3TRAK tool, and also coached in the scoring, feedback to parents and documenting in the
medical record. This approach is consistent with what was indicated as a preferred
learning style by participants and with recommendations in the literature for adult
learners and AHWs (Rogers & Horrocks, 2010; Tregenza & Abbott, 1995; Fixsen et al.,
2005; O'Brien et al., 2008)
Guidelines
As an adjunct to the training, practice guidelines were produced in a laminated booklet
form and provided with the adapted ASQ-3 to the health centre (see Appendix 9). The
Guide to using the ASQ3-TRAK Tool was reviewed with each participant during the
practical training session.
The guidelines consisted of five parts:
1. Completing the Tool
This offered important hints for practitioners to remember, that would facilitate the
delivery and aid engagement. The points included had all been discussed in the training
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and were simply reminders to practitioners. A specific point was made to remind
practitioners to complete the tool in a quiet, private place where possible.
2. Scoring the Tool
A reminder of the score for each individual item was provided and a sample of the score
sheet was included with a summary of the scoring system.
3. Interpreting the score
A copy of the matrix that was produced in the classroom training, providing guidance
for what action to take depending on the score, was reproduced in the guide.
4. Recording the findings
The section reproduced what was covered in the training regarding documentation in the
medical record.
5. Materials
A reminder of the different materials required was included in the guidelines. The
materials included the questionnaires, the score sheets, the parent information sheets and
a list of the toys to use with the tool.

6.4.3 Booster training
Three months following the initial classroom training, participants were offered a oneon-one ‘booster’ session in their community. The booster session aimed to reinforce
knowledge, skills and confidence gained in the initial workshop and to further encourage
positive attitudes towards developmental checks. This component of training was
employed to address drift, the tendency for new clinical skills to be lost over time and
return to pre-training levels (McHugh & Barlow, 2010). Furthermore, face-to-face visits
have been shown to improve care delivered to patients. A 2008 Cochrane review that
examined ‘educational outreach visits’, described as face-to-face visits by a trained
person in the health professionals’ own workplace, demonstrated that this form of
education has positive outcomes and can be effective in improving health professional
practice (O'Brien et al., 2008). Academic detailing has also been shown to improve
developmental screening practices in paediatric settings (Honigfeld, Chandhok, &
Spiegelman, 2012).
The booster began with a recap session which involved reviewing the critical elements
of the developmental check and included administering the adapted ASQ-3, scoring and
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documenting the process, and providing anticipatory guidance, as outlined in the ASQ3TRAK guidelines (see Appendix 9). This was conducted with each participant
individually using the guidelines and the ASQ3-TRAK itself. This recap was followed
by another practical session in the participants’ workplace. The participants were
supervised administering the ASQ3-TRAK and provided with coaching during the
consultation and with feedback afterwards.

6.4.4 Support structures
There is little dispute that support is necessary for effective transfer of training for
AHWs to their workplace (Genat et al., 2006; Higgins et al., 2012; Johnson, Jackson,
Guillaume, Meier, & Goyder, 2011; Walker et al., 2011; Watson et al., 2013). This is
further endorsed by the implementation science research that emphasises the need for
‘coaching’ following training, to consolidate skills acquired (Fixsen et al., 2005). This
was highlighted by the training needs analysis (chapter five), where a key theme was the
importance of providing ongoing support and mentoring to AHWs as part of training.
Many of the key informants, some of whom subsequently participated in the training,
also acknowledged this and were employed in roles where they could feasibly provide
this support.
Although this information regarding readily available support was identified during the
needs analysis, as an activity of the program logic it was important to nominate the
supports available in each community to ensure it took place. Furthermore, informants
in the training needs analysis acknowledged that there were broader issues, beyond
training and support of the AHWs, which could facilitate the ASQ3-TRAK tool being
used. Consequently, a Systems Assessment discussion was conducted in each
community immediately following the initial training workshop, using the Systems
Assessment Tool (SAT), a One21Seventy10 clinical quality improvement tool used to
collect information about a health centre’s systems that are necessary to support good
clinical care generally (Schierhout, Brands, & Bailie, 2010). The SAT discussion aimed
to identify what supports were in place and what additional supports could be harnessed,
and what systemic issues could be addressed to increase the likelihood of the sustainable
implementation of the ASQ3-TRAK tool.

10

One21Seventy is the National Centre for Quality Improvement in Indigenous Health that
provides practical tools and processes to help primary health care providers carry out
continuous quality improvement.
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The facilitated SAT discussions were held over three hours with clinical and education
staff, including front-line workers and managerial staff. The systems assessed included:
delivery system design; self-management support; decision support and clinical
information systems; external linkages; and organisational influence and integration. In
addition to the discussion and recorded comments, the SAT includes a scoring system
which gives a quantitative measure that reflects how well developed the systems are
perceived to be by the staff participating. This is a consensus score and normally the
results are brought together with the One21Seventy clinical audit results for an action
planning workshop (Schierhout et al., 2010).
Conducting a SAT is a time-consuming and intensive process and since this SAT was
focusing on a narrow area, child health and in particular the developmental checks, the
discussion, scoring and action planning took place concurrently. The specific actions
were documented in the minutes of the meeting and circulated to the participants.

SUMMARY
The design of the training process and content of the TRAK training program were
guided in the first place by the information obtained from AHWs and key informants in
the training needs analysis reported in chapter five. This information, combined with
consultation with experts led to the decision to focus on principles of ECD, principles of
developmental monitoring, and the use of the adapted ASQ-3. The close examination of
the adult learning literature provided a useful guide to an approach that could be adopted
for an effective training program, in early child development and developmental
monitoring for AHWs and other remote health staff. This was supplemented by a
thorough examination of the evidence for strategies to enhance culturally appropriate
training.
The project’s theory of change anticipated that development of training content and style
responsive to the needs identified in the training needs analysis, and delivery of this
program, would result in outcomes of increased clinical competence and confidence.
The program aimed to enhance practical clinical relevance to trainees by demonstration
and one-on-one supervised practical session. The implementation and results of the
training evaluation are reported in chapters seven and eight.
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CHAPTER 7 EVALUATION OF THE
TRAK PROGRAM - CASE STUDY Y
INTRODUCTION
As discussed in chapter three, case study is the design framework of choice when
contextual conditions are critical to the phenomenon being studied. Two case studies
are presented in the following two chapters to illustrate the complexity of undertaking
research and implementing new innovations in this environment. A detailed
introduction to each of the case studies – the health centre – is presented in section one
to provide a vivid and real picture of the context of the study. The aim is to illustrate the
challenging and complex circumstances unique to the remote Australian Aboriginal
context.
Section two outlines the implementation of the TRAK program and the issues faced
when conducting the research in the particular community. Section three presents
findings of the process evaluation of the TRAK training program based on the Guskey
(2000) model introduced in chapter three. Guskey describes a five level model that
includes: (1) participant reaction; (2) participant learning; (3) organisational support and
change; (4) participant use of new knowledge and skills; and (5) results or organisational
impact. For this study the focus is on levels 1-3. Levels 4 and 5, the practice outcomes,
will be addressed in the follow-up study to the thesis.
The case study chapters focus on the initial analysis of the findings. Chapter nine will
discuss the interpretation of the findings, in the context of the remote health community,
in greater detail. This cross-case synthesis will compare the two case studies, discussing
why the implementation occurred the way it did and exploring factors that are either
common or unique to each case study.
The implications for further research in this important area and recommendations for
future work will follow in the conclusion to the thesis in chapter ten.

179

7.1 INTRODUCING THE YUMURRKU HEALTH CENTRE
In chapter one, the NT context was outlined, followed by a more detailed examination of
the demographics of the two communities in chapter three, introducing the context for
the cases. This section will provide a description of the Yumurrku health centre as the
case study. The community name and all person’s names used in the following section
are pseudonyms.
The health centre setting
The Yumurrku health centre is an NT Government-run primary health service based in
the community servicing Yolngu who live in Yumurrku, visitors from other
communities, and people visiting from outlying homelands. The Homelands Health
Unit also provides primary health care services, with a number of purpose-built clinics
situated on the homelands.
The health centre is open to patients five days a week; however, is closed at lunch time
and on Thursday afternoons for staff in-services. On presenting to the clinic the
administrative officer or a clinical staff member will log patients who then wait to be
seen by an AHW or nurse, whoever is available first. There are no appointments
although the health centre creates a daily ‘recall’ list, which lists patients who need to be
seen for follow-up of a medical issue or for a routine check. The patients are usually
picked up by the health centre driver on the day and transported to the clinic. After
hours, patients are expected to attend the services in the nearby town, 18 kilometres
away, as there is no after-hours service provided by the health centre.
The health centre is an open and accommodating space. The external, covered waiting
area looks into the main waiting area of the clinic through glass doors and windows.
The internal waiting area is bright and colourful, with artwork on the walls and
brochures and reading material available on a stand. The waiting area is separated from
the reception/general working area by a glass partition and glass door. The door remains
open at all times, and the glass partition creates an open and welcoming feel. The five
clinical rooms are all entered from the waiting area and staff are constantly passing
through. A separate staff tea room and the health centre manager’s office are positioned
off the main reception/ general work area.
The health centre has a dedicated kids’ room. It is a larger room, compared to other
clinical rooms in the centre, and has two doors, and therefore is sometimes used as a
thoroughfare. The kids’ room is brightly decorated with posters and decals on the walls,
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mobiles hanging from the ceiling, a plastic table and chairs, and a large interactive play
centre with mirrors and counting beads. The room has clinical items necessary for child
health, such as baby scales, a stadiometer, a small examination couch/change table and
other supplies that may be needed for children, such as nappies. It also has a large
section with general supplies and equipment that may be required for any aged patient
and consequently practitioners often need to come into the kids’ room to access this
equipment while a consultation is in progress. On ‘Kids’ Day’ sandwiches and fruit are
provided in the waiting room, and toys are available, such as a large pedal car. On this
program day, Familes as First Teachers (FaFT)11 also set up a play group on a mat in the
external waiting area.
The key actors
The health centre is staffed by the health centre manager, two remote area nurses, four
AHWs, a driver, a part-time doctor and an administrative officer. The health centre and
staff are managed by the Remote Health branch of the NT Department of Health and
answer to an Area Service Manager, responsible for a number of health centres in the
region. The two Strong Women workers, who are managed by the Health Development
branch, and a Mental Health community based worker, managed by the Mental Health
branch, also sit within the health centre and although not officially managed by Remote
Health, are considered part of the team.
The Yumurrku health centre has been relatively stable with little staff turnover,
including non-Aboriginal workforce stability. The manager, Sarah, came to the position
in 2008, from a position with the Health Development branch where she worked as an
outreach midwife and she brought with her a strong primary health care approach.
Tracey, one of the nurses, also came from the Health Development branch where she
had worked as the child health nurse, at a similar time as Sarah. As a result there is a
strong interest and focus on child health. The third nurse has worked and lived in the
region for some time. The doctors visit the health centre one to two days a week and
come from the nearby town; they are the least consistent of the team.
The health centre employs four AHWs who have varying levels of experience and
connection to the community. A senior male Yolgnu health worker, originally from
another East Arnhem community, has worked in the Yumurrku health centre for four
years. Another male AHW spent some time growing up in Yumurrku but also lived in
11

FaFT, described in chapter three, is a Department of Education parenting support service for
Aboriginal parents of children 0-3 years.
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different urban centres before returning to the region and has now worked at the health
centre for 11 years. He does not speak Yolgnu Matha but has a good understanding of
the language. Management expresses much respect for the two senior AHWs and they
play an important role in the delivery of effective services. Another AHW from a
community outside the region moved to Yumurrku when she married a local man, so
Yolgnu Matha is not her first language. She has been working at the health centre for
three years, however she and her family move between her homelands and Yumurrku.
The fourth AHW is a relieving AHW, originally from Darwin, who would like to work
permanently at the Yumurrku health centre. Her first language is English and she speaks
no Yolngu Matha. Another Yolgnu AHW was on family leave for much of the time of
the study. The remaining Aboriginal staff member, a traditional owner, works as the
driver and has been a long-standing employee of the health centre.
Raelene and Diane are the two Strong Women workers12. Raelene is a senior woman in
the community who has been in the respected role for some time. Diane, a traditional
owner, has joined her more recently. The women work alongside the nurses and AHWs
but they also continue their work informally out of hours - when they chat with mothers
in the waiting room, when they see families at the shop, or when taking part in other
social gatherings. Mary, also a senior woman and traditional owner, is the mental health
worker, often involved in the care of mothers’ mental wellbeing. All three women are
highly respected. They are often called upon to be involved in committees and on
special projects because of their skill and expertise, and good standing within the
community. These women are recognised as essential to the care of maternal and child
health by all staff in the health centre.
The FaFT team work closely with the health centre in promoting early learning and
engaging families in promoting overall child health. The FaFT building is across the
road from the health centre and once a week, on ‘Kids’ Day’, the FaFT playgroup is run
from the health centre. The FaFT family educator and the Aboriginal FaFT liaison
officer have worked together since the beginning of the program in 2010. The FaFT
liaison officer is a committed and respected worker.

12

The Strong Women Strong Babies Strong Culture program recognises the traditional cultural
approaches to parenting and lifestyle and supports pregnant Aboriginal women and their
babies from pregnancy through to early childhood.
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Gaining access and support for study
The Yumurrku health centre, and the community more broadly, were all very
enthusiastic about this project from the outset. On first contacting the health centre at
the suggestion of the Health Development branch, I was invited to speak to the whole
clinic – including the male AHWs, the Strong Women workers, and the driver –
together. At the suggestion of the nurse, I arranged this consultation visit for a Thursday
afternoon when the clinic is closed so that all staff would be available. Sarah, the health
centre manager, had strongly encouraged everyone to attend the meeting.
This first visit to the Yumurrku health centre was in December 2009 and I met most of
the team, including the health centre manager, the two nurses, three of the four AHWs,
the two Strong Women workers, the ear health worker and the driver. This was a pivotal
discussion and the senior AHW remarked that the Strong Women workers spoke up in a
way that they normally do not do in a large group. This meeting was the beginning of
the engagement process.
Following the initial consultation, the health centre agreed to participate in the study;
however, the health centre manager suggested I consult more closely with other
community members on my next visit. This next visit in October 2010 involved further
meetings with senior Aboriginal women in the community. Raelene, the Strong Women
worker, decided who should attend and with Mary the mental health worker, the FaFT
liaison officer, and the Women’s Centre manager, we met to discuss the rationale for the
study and how to approach the adaptation. We clarified the study plan, decided on a
timeline that suited the community, and discussed who should be involved. They were
eager for the study to be everyone’s business.
I had no difficulty obtaining official support from Sarah, the health centre manager, as
she was guided by the community who had been consulted and informed, and who had
agreed to endorse the study. This enabled approval to be granted from the Remote
Health branch without obstruction. Sarah was encouraging of the AHWs meeting with
me and ensured they were available to discuss the project and how they might be
involved. Importantly, this consultation with the AHWs informed the project design.
The Health Development branch was also supportive of the project and the regional
manager offered in kind support; for example providing me with use of their car on field
visits to Yumurrku. They were also very supportive of their staff – the Strong Women
workers and the visiting child health nurse – to be fully involved in the training and
subsequent implementation. The Strong Women workers’ coordinator chose to fly out
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for the two-day training to support the Strong Women workers in the training and
subsequent implementation and was supportive of Raelene taking leave from the
department to work on this project as co-facilitator when this was proposed.
I again visited the Yumurrku health centre in March 2011 for further planning before
commencing formal data collection in June 2011. As discussed in chapter four, the
community engagement that was achieved with community leaders, different managers
and on-the-ground staff was essential to developing the project and to its smooth
operation. Strong partnerships were established with the health centre and my visits
were always based around the health centre. I was welcomed into the health centre and
used the staff tea room or dentists’ room if available, as a base for my visit. I consulted
the health centre before any visits and ensured the field trips did not coincide with
community or sorry business13, or overlap with too many other visitors or programs.
The importance of establishing and maintaining relationships will be discussed further in
chapter nine.

7.2 THE STORY OF THE TRAK IMPLEMENTATION IN
YUMURRKU
Classroom training
In November 2011, two workshops were delivered over a two-week period in
Yumurrku. Offering two workshops enabled the health centre to release staff in a
staggered way, and ensured as many staff as possible participated with less impact on
the health service and fewer backfill issues. This was appreciated and fully endorsed by
Sarah, the health centre manager, who essentially selected the participants to participate
for each workshop.
In the first training workshop the five participants included Diane the Strong Women
worker, Mary the Aboriginal Community Based Worker (mental health worker), Tracey
the nurse from the health centre, the Health Development branch child health nurse, and
the Strong Women coordinator, who was also from the Health Development branch.
The intention had been to have AHWs participate in both workshops and to have the
child health-trained staff divided between the two workshops as well. However, on the
day the training began, three of the four AHWs were on leave. The second workshop

13

‘Sorry business’ is an Aboriginal English term that refers to funeral and mourning practices.
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was delivered the following week and two of the AHWs and Aboriginal FaFT liaison
officer were available. The remaining two AHWs were still on family leave as was
Raelene, the second Strong Women worker. The remaining nurse was also still on leave
in the second week.
A third training workshop was held in March 2012, three months after the first. The
health centre manager, Sarah, considered it crucial that as many of the staff as possible
participate in the training, especially all the AHWs. This workshop included the senior
male AHW, two remaining nurses, the FaFT educator, and a newly employed Aboriginal
FaFT liaison officer. The health centre manager had intended to participate but was
away, and the fourth AHW was still on leave.
During the training needs analysis, described in chapter five, most AHWs agreed that it
would be preferable that training involve all disciplines together. However, one AHW
did express that she had previously experienced unease when completing training with
staff who have prior knowledge of the training content. My own previous experience of
training groups that involved participants of different disciplinary, cultural and
educational backgrounds also alerted me to the potential complexity of the dynamics of
a mixed group. This was a dilemma faced in the first workshop where there were two
nurses with child health training, and in the third session a FaFT educator who was a
teacher, participating in the training with AHWs and community based workers.
Although there was some attempt to address this potential issue by selecting the
participants, ultimately, the staff who were available participated, leaving the group
membership to chance.
Hence the first workshop involved bringing together the most knowledgeable and
experienced staff in the area of ECD (child health nurses) with the least formally
educated and least experienced (community based workers and a mental health worker).
Notably the first workshop did not include any AHWs for whom the training had been
predominantly designed. However, I maintained the objectives as developed and
outlined in chapter six, as the focus of the study was on building the capacity of
Aboriginal staff in ECD. This approach could have potentially alienated the participants
who came to the training with significant prior knowledge and skills, so I therefore
enlisted a number of strategies to manage the mixed nature of the group. First, I
attempted to involve the nurses as co-experts in early childhood development and drew
on them to provide their experiences where relevant. Second, considerable effort had
gone into finding and developing materials that were new and interesting, and kept both
the beginner and advanced learner engaged (Rogers & Horrocks, 2010), such as
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interactive activities and audio-visual materials. Last, the use of sub-groups is
considered a key element in any teacher’s tool box and in this case, the more advanced
members were teamed up with beginners in the group in activities that involved pairs
(Rogers & Horrocks, 2010). For example the sorting of milestones activities (described
in chapter 6) encouraged peer learning and gave participants the opportunity to express
their views with one another before presenting their conclusions to the group. Good
relationships between participants are an important aspect of a group process and the
training built on the strong working relationships that already existed between
participants.
It can be difficult providing the space and time for the quieter participants who may take
time to think about concepts and share a point, while managing those participants who
have more verbal facility or are faster thinkers. This was also the situation in the third
workshop in Yumurrku. Balancing these two considerations is challenging and requires
tact (HBA Learning Centres, 2010; Rogers & Horrocks, 2010). It is important to ensure
participation of all learners yet there can be risk associated with trying to draw
individuals in. As the facilitator it was important to encourage contribution without
placing participants in a position of feeling embarrassed or ‘shame’14, particularly if they
did not know the answer or had nothing to share at that time. This was undoubtedly
facilitated by the relationships that I had established with most of the participants prior
to commencing the training, however it also required specific strategies that supported
learners who may not have strong language and literacy skills or are naturally quieter
(HBA Learning Centres, 2010). Gentle tactics were used to limit the input of the more
vocal members without putting pressure on any individuals to contribute, such as “Let’s
hear what others have to say first” or “I know this might be basic for you Kylie and
Tracey, but perhaps others can tell us what they think?”.
To encourage the quieter and more measured participants required close observation of
their body language (Rogers & Horrocks, 2010); any time there was a physical cue that
indicated they looked as if they were ready to comment, I invited them to share by
commenting, for example “It looked like you were about to say something then Mary.
Was there anything you wanted to share about that?”. Another tactic used to persuade
the quieter members was to paraphrase something they said outside the group, later in
the presence of the group and invite further comment “Mary was telling me in the break
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The meaning of ‘shame’ in Aboriginal English extends to include embarrassment from
situations people may not feel comfortable with and is often due to receiving attention.
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that she noticed…Did I get that right Mary?”. These strategies are part of developing a
conducive learning environment (HBA Learning Centres, 2010)
A conducive learning environment also includes the physical environment. I had little
control over the spaces that were available for use however every effort was made to
establish a positive learning environment. Participants’ seating was arranged in a way
that encouraged face-to-face exchanges and to facilitate paired group work that
promoted effective learning. A screen for the video materials was at the front of the
room however walls were used to hang posters and white boards were moved around,
aiming to change the focus of attention from the ‘front’ of the room and instead have
multiple focus points.

Practical training sessions
The classroom training had been delivered on a Monday and Tuesday in all three
workshops, leaving the remainder of the week to complete the practical training
sessions, as described in section 6.4.2.
The practical training sessions took place at the health centre or at the FaFT room. The
nurse who held the child health portfolio assisted in identifying children of eligible ages
to have the ASQ3-TRAK tool administered. This corresponded with children who
required a HU5Ks check and the aim was to have the training participants complete the
developmental check and a colleague to complete the remainder of the check. The FaFT
staff invited attendees at the playgroup to participate. In both cases the caregivers were
consented to participate by the research team after being provided with an information
sheet (see Appendices 4c and 5c).

Booster training
As described in the previous chapter, booster training was offered in the workplace three
months after the initial training. In Yumurrku, none of the clinical staff who completed
the initial training were available to participate in the booster in the week that it was
offered, for various reasons. A number of staff were either on extended family leave,
no longer in the positions they had held when they participated in the training, or unable
to be released because the health centre was short staffed or because of other
commitments.
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Conducting the Systems Assessment and identifying necessary
supports
The Systems Assessment meeting in Yumurrku was conducted at the completion of the
second week of training, at the end of November 2011. The three hour meeting was
held over lunch in the community with an external facilitator familiar with the Systems
Assessment Tool (SAT). As described in chapter six, the One21Seventy
(One21Seventy, 2013) tool was used to generate discussion and collect information
about the Yumurrku health centre’s systems known to be important for supporting
quality clinical care. This meeting aimed specifically to identify the supports necessary
for the effective implementation of the TRAK training and the ASQ3-TRAK tool.
Staff from the health sector, including both clinical and management staff, and the
education sector were invited to attend. Those in attendance were Tracey the nurse who
held the child health portfolio, Mary the Aboriginal community based worker, the
Strong Women worker coordinator, the Health Development child health nurse, the
Health Development regional manager, the Health Development ear health coordinator,
the FaFT educator, the FaFT liaison officer, and the TRAK project research assistant.
All the training participants were invited to the SAT meeting and it was outlined in the
training schedule, however neither of the two AHWs who had completed the training
prior to the SAT meeting being conducted attended. Sarah, the health centre manager
had been called to an urgent meeting and could not attend. The Area Service Manager
had agreed to attend but was not present.
The facilitator gave a very brief overview of the Systems Assessment and using the SAT
to guide discussion, the five systems - delivery system design; self-management support;
decision support and clinical information systems; external linkages; and organisational
influence and integration - were scored.

7.3 FINDINGS - THE IMPLEMENTATION EFFORT
In total, 13 participants took part in three training workshops in Yumurrku and of these,
eight were Aboriginal. Three of the four AHWs employed at the health centre
participated. Of the total 13 participants, 11 completed the practical training. Twelve of
the 13 participants completed a feedback survey, described in chapter three (see
Appendix 11).
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Three to six months following training the initial training, I conducted semi-structured
interviews with the two AHWs who had completed the training and remained at the
health centre, and with three key informants. No participants were available to take part
in the booster training offered. A total of 11 field trips were made to Yumurrku and 37
days were spent in the field over a three year period.
Guskey’s (2000) five level model for the evaluation of professional development
programs in education was used to guide the evaluation for this study. The following
section details how each of the first three levels of the Guskey model were applied,
describing the quality and level of the implementation of the TRAK training and of the
ASQ3-TRAK tool.

7.3.1 Participant reactions
The first level of evaluation, participant reactions, assesses how participants in the
TRAK training program reacted to the training.
In Yumurrku, all participants had a positive response to the training, with generally high
levels of satisfaction reported. All 12 participants who completed the feedback survey
strongly agreed or agreed that the workshop was relevant to their work. Responses to
the open-ended questions provided positive comments about the materials used, the
content of the training, and the process employed; in particular the practical
demonstration and role plays.
Most respondents commented that they would change nothing about the training, or left
that box blank. Only one respondent commented that the venue could be changed.
Overall, it was considered valuable training:
This would give me more knowledge to share with other [staff] about what
signs to look for in the development of the young children and babies.
(Training participant)

Informal feedback to the health centre manager from participants supported this finding,
with one of the AHWs commenting: "I thought it was going to be crap! But it was really
good actually”. In interviews, AHWs also reported high satisfaction with the training,
supporting the finding that participants found the training valuable:
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I mean if you wanted to go over everything with a magnifying glass, you could
probably always change something. But…I think it’s pretty deadly15 - it
worked out pretty well… (AHW #2)

Further support for the high level of satisfaction was the attendance figures. There were
no withdrawals from the training and those who attended completed 100% of the
classroom training. Furthermore, while it was a challenge to start at the designated time
on Day 1 of the training, suggesting some resistance, all participants attended at the
agreed starting time on Day 2. Despite the Aboriginal participants acknowledging
feeling nervous, awkward or embarrassed during the practical sessions, they all
completed the practical sessions and did not display avoidant behaviour. While
challenging for them, the participants saw the value in completing the practical training
and one of the participants made time for a second practice on a separate day to
consolidate her learning.
The training approach was reportedly suitable for the context. While the intervention
was developed with AHWs in mind, the feedback surveys demonstrated it was equally
acceptable to non-Aboriginal participants. All respondents indicated on the feedback
survey that they strongly agreed or agreed that the design of the training - duration of
training, level of difficulty, delivery methods and materials - was appropriate and
interview data supported this finding. Training was described as “straightforward” by
one AHW and considered very successful because he was able to apply the training in
the practical session without any difficulty. The child health-trained nurses who
participated in the training thought the structure and design of the training, including
role plays and practical workplace components, was suitable for the Aboriginal staff.
They described that “hands-on training, on the ground, is good” because it is “geared at
how they learn”. There was consensus that conducting the training in a shorter period of
time would have felt rushed and AHWs considered the pace suitable for learners of
varied literacy skills.
Informants agreed it was worthwhile to have a mix of staff participating in the training
and suggested that childcare staff and other staff who worked with children in the
community should also complete the training to increase their awareness of what to
observe, even if not completing the assessments. Although the ASQ-3 does not strictly
require training to be able to administer it, especially for those practitioners trained in
ECD, the child health-trained key informants reported that it was preferable to learn to
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‘Deadly’ is an Aboriginal English word for ‘fantastic’, ‘great’ or ‘awesome’.
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use the tool formally, through participating in the training with the other health centre
staff.

7.3.2 Participant learning
To achieve the intended outcomes of the training program participants must effectively
acquire the new skills and knowledge, and change in attitudes. The second level of
evaluation, participant learning, aims to evaluate the extent to which change occurs.
Improvement in knowledge and skill
AHWs’ self report indicated there was an improvement in knowledge and skill. The
AHWs pointed out that they learnt about typical developmental milestones. This finding
was confirmed by the feedback survey, where knowledge acquisition in this area was
reported. Furthermore, all respondents reported on the feedback survey that they
strongly agreed or agreed that following the training they had a greater understanding of
ECD policies and guidelines (such as HU5Ks) and of services available to promote child
development in their community. The key informants who participated in the training
were both child health-trained, and although they reported there was no new knowledge
obtained about early childhood development from the training, they both acknowledged
that the training reinforced their prior learning, “which is always good”.
The AHWs described that the training, in addition to learning to use the tool, provided
them with the skills to communicate with parents and to know what to look for when
assessing children. One AHW expressed that the training improved his skill in being
able to complete developmental checks, making it “easier” for him. Another skill
identified by an AHW was learning how to enter data correctly on the new electronic
health record system, Communicare.
As has been established, formative assessment is an important evaluation tool. I was
able to gauge learners’ performance through observation and reflect on this at the end of
training in the debriefing sessions. The following illustrates how one AHW
demonstrated his understanding. When discussing the scoring and implications of the
scores in the classroom training, he explained to the group:
Children in the grey zone are like being at the fork in a river. Children can go
down one river or another. But we want children to go up the good river. Not
the river with the crocodile. If they get guidance and good advice, they’ll go up
that good river. (AHW #1)
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The practical sessions were another opportunity to assess participants’ learning and
acquisition of skills by observing them administer the tool in the workplace. Observing
whether an activity completed in the classroom can be transferred to the workplace is an
important indicator of learning. All participants demonstrated that they had acquired the
new skill and were capable of administering the ASQ3-TRAK tool. They were able to
explain the developmental check, administer the tool with the toys, score the ASQ3TRAK tool and provide feedback to caregivers, including providing the parent
information sheets.
One of the AHWs demonstrated an exceptionally high level of competence in the way
he administered the tool. He was observed to be very capable in his interaction with the
caregiver, his skill at normalising the activity, and his ability to communicate the
questions and findings with the caregiver. He incorporated the more subtle components
of developmental checks that were discussed in training and appeared relaxed and
confident, despite being awkward and uncertain in the pre-training clinical observation.
Through the process of the practice, another AHW demonstrated a high level of
understanding of the purpose of the activity. For her first practice, she used the kids’
room at the health centre. After struggling to complete the developmental check and
finding the kids’ room busy and distracting, unprompted, the AHW moved to another,
more private, clinical room for the next practice. She was able to conduct the check
more confidently and reported that this was “much better”. This change in the AHWs’
behaviour demonstrated learning. Likewise, the FaFT worker moved from one location
because the child and caregiver were being distracted, to a less noisy area, choosing not
to start the ASQ3-TRAK tool until she was confident of having the appropriate
environment conducive to achieving the best outcome. This demonstrates an ability to
apply what was discussed in the classroom training.
Change in attitude
In administering the ASQ3-TRAK tool, AHWs were observed to be confident and
assured in their ability. This is consistent with the feedback surveys; eleven of the
twelve respondents strongly agreed or agreed that the training increased their
confidence in enquiring about development, providing simple advice and picking up
developmental problems. The interview data further supported this finding. The AHWs
reported that the training made them feel more confident to complete developmental
checks. Using a tool with structured, clear steps and a guide for action to take if
problems were detected, added to their confidence:
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Yeah…It’s changed. So the change is, I feel confident. I can get the parents
and kids and ask those questions…and if I find any problems in there I write it
in a note. So, yeah…I feel confident with that area… (AHW #1)

Furthermore, the knowledge that the ASQ3-TRAK tool was a specifically designed
developmental screening tool that had been culturally adapted, also increased their
confidence:
…rather than asking a few stupid questions in among a check-up, you actually
are asking important questions. (AHW #2)

There were other attitude changes reported. One AHW, pre-training, had expressed that
he believed a culturally appropriate tool and training was unnecessary and that
Aboriginal people were capable of seeking attention if they had a concern. However, his
attitude shifted markedly to seeing the value of the tool in revealing skills the parents
may not be aware of, and of picking up problems that the practitioner may not detect by
“just looking” at the child. He reported that he now understood the importance of child
development and realised it was more involved than he thought, welcoming the
structured input:
And you could see the value in [the ASQ3-TRAK tool]…of doing it with the
children. Where before I didn’t - I sort of thought just me looking at them and
making an assessment myself…was good enough… (AHW #2)

This view was shared by the other AHW who had assumed that he could judge what the
child was capable of doing by simply looking at the child. However, he remarked that
he was astonished at the skills that children were able to demonstrate and what the tool
could pick up. In other words, he had been underestimating the child’s skills.
Behavioural intention
Critically, the training altered the AHWs’ awareness and their intention to complete the
development checks. There was a more positive attitude towards the process:
Yeah. I mean it’s changed our way of thinking as in we know it’s an important
part of the check-up now. At least we’re thinking about it, even if we’re not
doing it all the time. (AHW #2)

Following the training, all respondents strongly agreed or agreed that they would feel
able to use the ASQ3-TRAK tool in their work.

193

7.3.3 Organisational support and change for
implementation of the ASQ3-TRAK tool
Level 3 of Guskey’s evaluation model assesses the extent to which the organisation
provided support, accommodation, facilitation, and recognition for the initiative. The
following section outlines where there was support for the implementation of the TRAK
training and the ASQ3-TRAK tool and where the necessary changes did occur.
Importantly, it also presents the findings of the barriers that existed to providing support
and instituting change.
Data for these findings were collected at two time points: immediately after the training
workshop during the Systems Assessment discussion, and three to six months after
training during individual interviews. The findings are categorised into the following
themes: workforce stability, child health delivery system, improving access to care,
competing demands, infrastructure, leadership, partnerships, and ongoing training and
support.
Workforce stability
The Yumurrku health centre had enjoyed a period of relative stability in the time leading
up to the study commencing. However, over the period of the study, the health centre
was observed to undergo major changes that had significant impact on the health
centre’s capacity to implement the ASQ3-TRAK tool.
First, in October 2011 an electronic health record system, Communicare, was
introduced, just prior to the training being delivered. This created some anxiety among
staff as the system was not without its challenges or shortcomings and it took
considerable time to train staff. Training and support was considered insufficient and
key informants felt it slowed staff down significantly.
Second, and probably most importantly, was the change in governance of the health
centre. In December 2011 the staff were informed that the health service was to be
handed over to the community controlled Aboriginal Medical Service (AMS). Although
this was something that was known would eventuate, the official decision for the
handover was announced quite suddenly. According to the health centre staff, there was
little consultation with the community about how and when this should happen and staff
were given little time to prepare for the transition. The transition period from the NT
Government to the AMS was described as a very unsettled time that impacted on staff
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morale and the mood of the clinic. From the time of the announcement the team felt
very unsettled:
There’s been so much uncertainty since then…it’s really been like someone’s
thrown a bomb in the team and it’s not that people are distressed about [the
AMS] I don’t think. It’s change, and not knowing. The team has actually
disintegrated almost because we had the three [AHWs leave]…well R has been
up at Galiwinku and we had J and C leave for absolutely legitimate reasons,
needing to leave. (Key informant #3)

One key informant described feeling unsupported and unmotivated during this time.
Staff felt betrayed and upset by the decision and the way it was managed. A number of
staff felt uncertain of the future, as their positions were not guaranteed and in their view
insufficient information was provided about their options and the security of their
employment. Others discussed their reluctance and in some cases refusal to work for the
AMS, and declared they intended to leave the health service once the AMS took over.
However, just before the handover, one AHW reported, “if we don’t…fight against each
other and let it happen, it should be good”. The handover eventually occurred in July
2012.
Third, a number of key staff changes occurred in this time. One AHW who participated
in the training left to return to her homelands soon after the training. For a number of
reasons, the senior Strong Women worker resigned. Some time later she took a position
with FaFT replacing the FaFT liaison officer who had participated in the TRAK training
and who had left the community for family reasons. The Health Development child
health nurse left her position soon after completing the training in November 2011.
Although a replacement was found by April 2012, she was not formally child healthtrained and was not able to provide much support as is discussed later in this chapter.
Building delivery systems to support child health
In the Yumurrku health centre, a structured child health program, including a dedicated
program day, had existed for some years. Informants reported that this was expanded
when the health centre manager and the child health-trained nurse commenced in their
roles. The system changed from having ‘stations’ that children would move through
(such as weight, ears, skin) to taking a more ‘holistic’ approach with one practitioner
completing the whole check. The key informants described that the change was a slow
process that required acknowledging and reinforcing staff’s prior efforts, while
introducing a different approach. Simultaneously, the health centre introduced the
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HU5Ks program incrementally, broadening what practitioners were expected to do as
part of a child health check. The implementation of the HU5Ks was reported by one key
informant to succeed because of the health centre manager’s endorsement, who expected
all staff to participate, and because the nurse who held the child health portfolio was
child health-trained. The nurse drove the implementation, with the health centre
manager’s encouragement, and was able to provide on-the-job support and guidance to
health centre staff, consistently, over an extended period of time.
All informants appreciated the dedicated program day, ‘Kids’ Day’. A holistic approach
to child and family health was promoted by seeing women for antenatal care and by
encouraging fathers to attend on ‘Kids’ Day’. All valued the opportunity to work with
the Strong Women workers to talk to families. Although it was described that it took
some time for staff to accept that the program took priority on that day, staff were
reported to have “embraced it”.
At the SAT meeting, participants discussed that monitoring child development was ‘core
business’ for the health centre and they felt confident that the existing system at the
health centre would incorporate the ASQ3-TRAK tool. Since the tool was aligned with
the HU5Ks, they described that it would be integrated into the process, which highlights
when children are due their developmental check. Despite their confidence and
enthusiasm, this did not appear to happen.
Although informants described the seemingly straightforward integration of the tool into
the existing system at the SAT meeting, there was acknowledgement by all informants
that incorporating the ASQ3-TRAK tool as part of the child health check increased the
time necessary for the check, which was a notable barrier. Informants discussed the
possibility of separating the ASQ3-TRAK tool from the rest of the child health checks;
however, while there may have been advantages to this approach, the key informants did
not feel this was a solution as it detracted from the holistic approach to child health.
Being able to plan for a longer consultation time would make the ASQ3-TRAK tool
assessment more manageable, yet an appointment system was not considered to be
appropriate or feasible in this context.
While the child health-trained key informants believed that separating the components of
the child health check was not ideal, one of the AHWs suggested not only separating the
ASQ3-TRAK tool from the child health check, but taking it out of the health centre. He
believed combining the whole check would lead to rushing the ASQ3-TRAK tool
whereas as part of an outreach service, there would be adequate time. He stated that “if
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you’re going to do it…you might as well do it properly”. He suggested that the outreach
role could be rotated among different staff, working alongside the Strong Women
workers or FaFT workers. This approach was welcomed by the health centre manager
who concluded that the health centre staff needed to reach consensus on the approach.
There was consensus among the key informants that every health centre would benefit
from having a child health nurse. Nurses working remotely often have acute care
training and one participant expressed that while nurses may be willing to pick up the
child health portfolio “they possibly don’t really understand it”. The health centre
manager stressed the importance of the child health portfolio being held and driven by
one person. Her view was that it was critical to the success of any child health program:
I think it’s an important thing for everyone to have a knowledge of …every
program [but] there needs to be a leader in the program in the health
centre…that’s why I would push if there was one thing I could push, it would
be to have a child health nurse in every community, a dedicated child health
nurse, because I think you need someone. Like every program, you get so
overwhelmed with all the different programs within a health centre that I think
you need a leader in each program. (Key informant #3)

When informants were interviewed following the training, a system to incorporate the
ASQ3-TRAK tool into the health centre practice had not been developed. However, all
informants remained enthusiastic, discussing possible options.
Improving access to care
Informants identified a number of factors that they believed would improve families’
access to the health service and therefore to the ASQ3-TRAK assessment. All
informants acknowledged the value of the Strong Women workers and, at the SAT
meeting and in interviews, informants reported that the Strong Women workers helped
families access care by improving communication between health practitioners and
families, and by engaging families. The Strong Women coordinator saw their role
facilitating the developmental checks as pivotal, leading to her participation in the
TRAK training and the SAT meeting. The AHWs reported that having food available
and the FaFT play group at the health centre on ‘Kids’ Day’ was a support to families,
that encouraged them to attend the health centre.
Informants described other ways of overcoming barriers to engaging parents in the
ASQ3-TRAk tool. The availability of the tool in Yolgnu Matha was considered by all to
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be a valuable part of the process that made parents feel comfortable. The questionnaires
were considered “relevant” by AHWs and they believed this would increase the
acceptability of the tool and the process to parents. Ensuring parents understood the
purpose of the developmental check and the ASQ3-TRAK tool was agreed by all
informants to be necessary if parents were to engage with the process. This was
described as a gradual process that required constant attention if parents were to realise
that developmental checks were as important as other aspects of care:
If you can get them to think [the developmental check] is just as important,
they’ll want a full check-up. To know everything’s all right. (AHW #2)

One AHW went as far as suggesting that parents would benefit from completing the
training, to fully understand the rationale for the developmental checks. He believed this
might address caregivers’ impatience. It was agreed by all that if more staff who worked
with families and children outside the health centre had an understanding of the
developmental check, parents would be more supported. Therefore, it was suggested
that these staff should participate in the TRAK training.
As mentioned, AHWs believed offering an outreach service would improve access to
developmental checks. One AHW considered this a more family-centred approach,
providing the service to families at a time when it suited them rather than when it suited
the health centre, and in an environment of their choice. The key informants recognised
that the health centre may not be the ideal venue for conducting the ASQ3-TRAK
developmental checks and were willing to consider other approaches that may better
meet the needs of families and children, indeed offering more holistic care.
Having male AHWs involved in conducting developmental checks was “a fantastic
model for the community” that encouraged fathers in the community to become
involved in this aspect of the child’s care.
Competing demands: Child health a priority but at what
cost?
The Yumurrku health centre had made a firm commitment to a child health program, as
well as other program days, in an effort to develop the primary health care role of the
health centre and ensure quality care was provided. Informants reported however, that
to perform the primary health care role well takes considerable time. In health centres
that show this commitment to primary health care, a lot is expected from health staff.
One key informant reported that “we are expecting too much of the staff on the ground”
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to perform their primary health care role and in addition provide acute care services.
This tension is particularly challenging when the health centre is short staffed. Higher
level management supported the focus on primary health care but did not resource the
health centre appropriately according to informants. Informants describe that they feel
they are already working to maximum capacity but when short-staffed they are required
to work harder, to maintain programs, risking “burn out”:
…because that’s where I’ve felt I’ve really burnt to a frazzle in the last couple
of years, is that the more primary healthcare you do, the more work you create
in a lot of ways. (Key informant #3)

Informants reported that at those times when the centre had been particularly shortstaffed it was unfeasible to keep a room full of children waiting while performing a
comprehensive developmental check on one child. One of the AHWs admitted that he
would get through all other components of a check first and think “we’ll worry about
[the developmental check] later”; however, it then would not get done. Child health
checks were performed but the developmental checks were left, because the health
centre was busy:
What has stopped me doing it is just [being] short-staffed here and just… didn’t
get around to it because it was just busy. (Key informant #1)
Busyness, pretty much, in the clinic. And I suppose the - just doing the things
that we’re comfortable with and not prioritising the things that maybe are
important but that we’re not so familiar with. (AHW #2)

There was not only pressure from the community to see waiting patients, but staff
perceived criticism from colleagues at times. Informants reported that some staff
considered it unfair for one staff member to spend an extended period with one child
completing a comprehensive child health check, while others were left seeing the
remainder of children waiting. Staffing issues impacted on staff’s time in other ways.
High turnover resulted in informants needing to spend time orientating and supporting
new staff, taking them away from other core tasks.
Infrastructure necessary for delivery of care
Having the tool readily available was an important consideration for informants. The
ASQ3-TRAK questionnaires, the illustrated booklet, the parent information sheets and
the toy kit were supplied to health centre, with the practice guidelines. However,
following the training, the materials remained in the training room for two months. A
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key informant explained that the clinic had been short-staffed and in a state of flux, so
there had been no time to retrieve them. While this was by no means the only obstacle
to performing the developmental checks, it was a significant issue, particularly
immediately following the training. The AHWs remarked that it would have been
helpful to have the ASQ3-TRAK tool “in front” of them, as a reminder. One AHW
suggested there should be a copy of the tool and the toys in every consultation room so
that it was accessible when needed.
The electronic health record, Communicare, had been introduced the month before the
training was delivered and when interviewed some months later, informants reported
that they were still learning how to use the system efficiently. However, informants
believed that incorporating an electronic version of the ASQ3-TRAK tool into
Communicare would improve compliance. It was thought this would generate an
automated system that therefore would not have to rely on individuals remembering to
use the ASQ3-TRAK tool. Communicare creates a reminder, or a ‘recall’ when a child
health check is due. The recall remains on the child’s electronic record until the check is
completed and the recall is deleted. Informants also believed this ‘flag’ would ensure
the checks were completed.
The space available to conduct developmental checks was another factor that influenced
the use of the ASQ3-TRAK tool, and that had already been identified in the training
needs analysis (chapter five) as an important factor that hindered the delivery of care.
The SAT discussion addressed the need to conduct the developmental checks in a
private setting, to maintain caregivers’ privacy and avoid distractions for the child. The
group discussed the possibility of securing a room that was not used as a thoroughfare.
Informants reported that multiple families were often seen simultaneously in the kids’
room and it was difficult to conduct almost any part of the child health check, but
particularly the developmental check. All informants agreed that a quiet, private space
was necessary, preferably a room that could allow for two clinicians, multiple carers and
floor space. The ‘Kids Room’ did not facilitate this, creating a barrier to conducting the
ASQ3-TRAK checks.
Leadership within the health centre
The Yumurrku health centre manager was committed to the primary health care role of
the health centre. She actively encouraged staff to complete further training that would
enhance that role, particularly post graduate studies in remote health. Informants
described being reminded and prompted to complete thorough health checks by the

200

health centre manager who appreciated the time taken to deliver comprehensive primary
health care:
You can have someone that’s done ten consults and you can have someone
that’s done one consult. It doesn’t mean the person who’s done the ten consults
to the one consult has worked a lot harder… it’s how well you do that consult.
(Key informant #3)

As described above, child health was considered a vital role of the primary health care
team and prioritised by the health centre manager. Key informants attributed the success
of the HU5Ks implementation in Yumurrku to the health centre manager’s commitment,
including supporting the nurse driving child health by allowing her to spend more time
on her portfolio than many other managers would. The health centre manager reported
that many of her colleagues did not share her views and failed to understand the
complexity of completing comprehensive checks. She described that consequently,
many do not make allowances for the time that child health checks need:
I’ve had said to me that…‘You only need 10 minutes to do the child health
check’… ‘they talk about all that rubbish that people are not interested in
it’…There’s different attitudes. Those attitudes nowadays to me shouldn’t
necessarily be acceptable. I think there should be…performance
management... (Key informant #3)

Although considered necessary, the ASQ3-TRAK tool did increase the time taken to
complete a child health check, which, as identified earlier, could be problematic for staff
in a busy health centre. One key informant believed that it was necessary for health
centre managers to recognise and support the increased time it would take. Similar to
the shift that occurred regarding child health checks initially, she felt the health centre
manager needed to aid the cultural shift that would be needed to permit staff to take the
time for a developmental check.
Informants described that following training, stricter rules from the health centre
regarding completing the ASQ3-TRAK tool may have ensured they were completed.
One AHW reported that “if you get a boss saying you have to do it…then you’ve got the
management behind it – you know what I mean?”. It was likened to the expectation that
a sexual health screen would be conducted as part of the adult health check. It was felt
there was not the same level of expectation for the developmental checks. However, key
informants recognised that change took time in remote health centres.
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Partnerships in the health centre
Partnerships within the health centre, and between the health centre and other agencies,
were recognised as being important factors to support the implementation of the ASQ3TRAK tool. Informants identified there were benefits in all staff completing the
training, even for those staff who had child health training as it provided an opportunity
to have a shared understanding which would result in staff being better able to support
each other to conduct the ASQ3-TRAK assessments. A key informant reported that
building the team by training all staff would also encourage team decisions about how to
approach the developmental checks.
One of the AHWs identified that completing the training with FaFT staff strengthened
the relationship with FaFT and could lead to health and education staff conducting the
developmental checks together. Informants suggested that other staff who work with
children and families in the community, such as child care staff and safety wellbeing
officers, would also benefit from the training. Even if they did not complete the checks,
informants recognised that other staff having knowledge and understanding of the
process and of the ASQ3-TRAK tool, would enhance the relationships the health centre
staff had with them and facilitate managing children with developmental problems.
The existing relationship between the health centre and FaFT in Yumurrku was quite
strong and had been formalised by a memorandum of understanding. They already had
what they considered a “team approach” with FaFT. This partnership had a dual
objective; it encouraged families attending the health centre with young children to
consider joining the playgroup, and families participating in the FaFT program to attend
the health centre for child health checks. Despite the already strong working
partnership, the SAT discussion identified that regular, structured meetings to formalise
the information sharing between the organisations would be beneficial to improve
communication about children with developmental concerns. During the interview with
key informants four months following the SAT meeting, they reported that one meeting
had taken place.
Although there had been little opportunity to do so, informants expressed a preference
for administering the ASQ3-TRAK tool in pairs. It was acknowledged that the Strong
Women workers and clinical staff already worked closely together in the health centre,
with benefits to the families and the staff. Informants recognised that each clinician has
different strengths that would complement the other and enhance the process. The
suggestion for working together was not limited to AHWs, nurses and Strong Women
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workers but included other community based workers and FaFT staff. Key informants
acknowledged, during the SAT meeting and during individual interviews following
training, the need to decide on an approach and clarify the role FaFT would play.
Ongoing training and support
The initial TRAK training workshops were fully endorsed by the health centre manager
and she acknowledged the need to ensure key Aboriginal staff and core health centre
staff were trained thus facilitating the third training workshop.
Informants all agreed that ongoing support following the training was necessary to be
able to embed the ASQ3-TRAK tool in the health centre. One AHW described that
offering training in isolation was not uncommon in this context yet Yolngu staff needed
ongoing support to practise their new skills and build confidence. During the SAT
meeting, informants acknowledged the essential role of the Health Development child
health nurse in providing support to staff who had participated in training and educating
new staff. This responsibility was endorsed by the Health Development regional
manager, also present at the SAT meeting. The child health nurse, one of the key
informants, identified that her position involved working side-by-side staff in the health
centre and she acknowledged that her role should involve providing ongoing support and
mentorship to staff to complete developmental checks using the ASQ3-TRAK tool:
I ideally would think that the child health person in our team could be someone
who could do that training and provide that stuff on the ground… (Key
informant #4)

However, soon after the training, the child health nurse moved to another position within
the Health Development branch and although she continued to provide some support to
the Yumurrku health centre until a new child health nurse was appointed, informants
reported that there was no practical support provided relating to conducting the
developmental checks. When the new Health Development child health nurse did
commence, she was not formally child health-trained, had not undertaken the HU5Ks
training and was not trained in the ASQ3-TRAK tool. Consequently, the health centre
staff did not receive any support or ongoing training around the developmental checks
from the Health Development branch.
The health centre manager agreed that the Health Development child health nurse
needed to be responsible for providing formal training and ongoing mentorship.
However, she identified that support for staff needed to include frequent reminders to

203

perform the developmental check, ideally by a support person who was available on the
ground, such as the holder of the child health portfolio. The health centre manager also
emphasised that a health centre staff member needed to provide “refresher” training to
staff who had already participated in training, and take new staff through the ASQ3TRAK tool in addition to the other aspects of the child health program. It was her view
that the staff member with the child health portfolio should be responsible for the dayto-day program support, such as reminding staff to complete checks, but also for
ongoing training and support of new staff. She suggested that ideally there would be a
nurse and AHW sharing the portfolio, which had been the case at the Yumurrku health
centre. At the time of their interviews, the health centre manager and the nurse with the
child health portfolio agreed that the staff who shared the child health portfolio would
hold an ASQ3-TRAK tool ‘refresher’ in-service for all the health centre staff.
Informants did describe feeling supported by other staff in the health centre who had
completed the training. One AHW highlighted the value of being able to conduct the
ASQ3-TRAK tool with the Strong Women worker who had also participated in the
training, which further increased his confidence. Another AHW suggested the AHWs
could be a support to the FaFT workers who had completed the training. Despite
declaring the importance of ongoing support, both AHWs reported that they still felt
confident to demonstrate how to use the ASQ3-TRAK tool, some months after
completing the training and not having used the tool very often.
Training of new staff was not straightforward according to key informants. Orientating
new staff was recognised as being a time-consuming and labour-intensive task. One
participant acknowledged that when orientating nurses who were only going to be
working at the health centre for six to eight weeks, she did not think it was worth the
investment to inform them of the ASQ3-TRAK tool.

SUMMARY
This chapter has presented a summary of the Yumurrku health centre case study,
providing the context for the implementation of the TRAK training and the ASQ3TRAK tool in this setting.
The evaluation findings in Yumurrku suggested that participant reactions to the training
were positive. The training was well attended and all informants found the training
relevant to their work and appropriate in its methods. Participant knowledge, skills and
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confidence in their ability to check child development, detect problems and provide
advice to parents were found to improve following the training.
Although there was significant support for the TRAK training in Yumurrku, the health
centre staff were challenged to apply the ASQ3-TRAK tool in their work. Factors
identified as influencing the implementation of the ASQ3-TRAK tool included the major
upheaval to the health centre’s functioning as a consequence of the change in
governance resulting in significant loss of staff morale and motivation. The health
centre that had previously seen very little staff turnover with strong working
relationships and strong leadership, had lost those supports that were predicted to enable
the implementation of the innovation.
Despite the challenges, informants spoke positively about ways of overcoming barriers
that had been hindering the implementation. The team appeared positive and eager to
implement the ASQ3-TRAK tool.
The findings of this and the following case study, including the barriers and facilitators
to implementation, will be discussed in detail in the cross-case synthesis in chapter nine.
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CHAPTER 8 EVALUATION OF THE
TRAK PROGRAM - CASE STUDY N
INTRODUCTION
As introduced in the previous chapter, the case study is presented to illustrate the
complexity of undertaking research and implementing new innovations in the remote
Australian Aboriginal context. This chapter therefore follows the same outline as
chapter seven. Section one introduces the Nhanhala health centre as the case study.
This provides the context of this study and illustrates the challenging circumstances,
unique to this setting
Section two outlines the implementation of the TRAK program and the issues faced
when conducting the research in this community. Section three presents findings of the
process evaluation of the TRAK training program based on the Guskey (2000) model
introduced in chapter three and presented in detail in the previous chapter.
This chapter focuses on the initial analysis of the findings and exploration of the barriers
and facilitators to the implementation.

8.1 INTRODUCING THE NHANHALA HEALTH CENTRE
In chapter one, the NT context was introduced and chapter three provided more detail on
the demographics of the two communities involved in the study, providing the context
for the cases. In this section, I go on to describe the ‘case’, that is, the Nhanhala health
centre, and the challenges that needed to be overcome for inclusion in the study. The
community name and all person’s names used are pseudonyms.
The health centre setting
Nhanhala has a Remote Health-run primary health centre as well as a community
controlled Aboriginal Medical Service (AMS). The health centre provides primary
health care to the community and to the 40 or so outstations. The AMS is responsible
for providing care alongside the health centre, primarily outreach and support, and coordinates community programs, such as chronic diseases, men’s and women’s health
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programs, mental health and specialist renal services. The AMS employs a health
service manager, a number of health providers, an administrative officer and driver.
The Nhanhala health centre is open five days a week from 8am until 5pm and is closed
over lunchtimes and, like most Remote Health clinics, on Thursday afternoons for staff
professional development. A staff member is usually rostered to sit at reception and logs
patients onto the electronic system as they present. The health centre operates on a
walk-in basis, that is, there are no appointments and patients generally request whether
they wish to be seen by an AHW, a nurse or the doctor. Patients who are required to
attend for follow-up may be picked up by clinical staff as at the time there is no driver.
The health centre does provide an after-hours on-call service for emergencies and staff
are rotated through an on-call roster. The general working area is at the back of the
clinic, beyond the clinical rooms. This large open space also functions as the staff tea
room and the health centre manager’s ‘office’.
Approaching the health centre from the patient entrance, there is a single heavy door in a
wide panel that has small barred windows. The waiting room is long and narrow, and
other than a bench seat, is bare. Two glass partition windows divide the waiting room
from the small reception office and although transparent, much of the partitions are
covered in posters and flyers, obscuring any view in or out. A door to the left of the
glass partition leads into the emergency room and is used as the thoroughfare into two
other clinical rooms. Another door to the right of the partition leads directly into the
kids’ room, which is also entered via a second door from the reception office. The
doctor’s office is adjacent to the kids’ room and is entered via that room. Thus, the kids’
room has three doors and is used as a thoroughfare. A clinical room used by the chronic
disease nurse lies at the end of the waiting area.
The kids’ room is a brightly lit room and has decals on some of the walls and a mobile
hanging from the ceiling. A cot is used as the examination couch and change table. The
baby scales sit in this room and the cupboards are stocked with general supplies and
other supplies that are sometimes needed or provided to caregivers, such as packaged
infant food or nappies.
The key actors
The health centre staff includes a health centre manager, six AHWs, four remote area
nurses, a midwife and, for three days a week, a doctor. The health centre employs a
health centre manager who answers to the Area Service Manager of the Remote Health
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branch of the NT Department of Health. The AMS employs the doctor as well as a
maternal child health nurse, Gloria, and a chronic diseases nurse who often work from
the health centre. The Health Development branch of the Department of Health employs
a child health AHW, Margie, who works from the health centre. Therefore staff
working together in the health centre are managed by three different departments or
organisations.
Part way through the consultation process in September 2010, a new health centre
manager commenced in the role. He had moved to Nhanhala a year earlier and was
working as a nurse at the health centre when the manager’s position became available.
The other nursing positions are filled by staff who have been in the community for a few
months; two permanent nurses and an agency nurse who planned to be in the community
for a few months only.
AHWs are all from the community and speak Western Arrarnta. The child health AHW,
Margie, has no direct supervisor in the community as her manager sits in Alice Springs.
Margie is a senior woman in the community who assumes the chair of the AMS board
over the course of the project. She is on numerous committees and is often called upon
for her opinion and involvement in matters of importance to the community. Two of the
female AHWs have worked in the health centre for over 15 years, and a third is the
youngest of the group but has worked in the health centre since completing her training
four years earlier. A senior male AHW works in the men’s clinic with a trainee AHW.
Kelly was an AHW with many years experience and now works at the AMS on the
development of a family wellbeing centre. She has a grand vision for the community
and is committed to maternal and child health. Although originally an East Arrernte
woman, Kelly married into the community.
Staff from the FaFT program play a significant role in working with parents of children
under 3 years. The program’s aim is to promote early learning and so there exists a
major overlap with the aims of the HU5Ks developmental checks. The program is run
from the family room at the rear of the AMS offices. The FaFT family educator is a
non-Aborginal early childhood trained teacher. The FaFT liaision officer, Hannah, is a
senior Aboriginal woman who was previously employed as an AHW. Hannah is fluent
and literate in both Western Arrrarnta and English and with Margie and Kelly, is one of
the women involved in the adaptation of the ASQ-3, including the translation.
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Gaining access and support for the study
The Health Development branch suggested I approach the Nhanhala health centre to
participate in the study. Those consulted thought it would meet the requirement of an
‘exemplary case’ (Yin, 2009). That is, a case that had an established commitment to
implementing the HU5Ks program with health centre support for child development,
with a commitment to having AHWs in the key role of providing child health care
including developmental monitoring, and health centre support for AHWs to be
primarily involved in the project. The health centre had been one of the pilot sites for
the NT Government’s Healthy Under 5 Kids (HU5Ks) program, had one of the few child
health AHWs employed in the NT and, at the time of recommendation, had a supportive
health centre manager and an enthusiastic and capable Health Development child health
nurse supporting the staff.
On my first visit to Nhanhala health centre in February 2010 I met with Margie, the
child health AHW, and the then AMS maternal child health nurse who left that position
soon after. I did not meet the health centre manager and I had no discussions with any
Remote Health staff. Margie recommended involving a number of key women from the
community in this project, including Kelly at the AMS. The then management at the
AMS considered this project a good fit with their new program of health delivery and
endorsed the project. They took the proposal to the AMS board, of which Kelly was the
chair at the time, and Marion was a member. I returned to Nhanhala in July 2010 and
spent two days with Kelly discussing and developing the project. At this stage, the AMS
and the Health Development branch were fully supportive of the project proceeding with
their staff. Attempts to meet with the health centre manager were unsuccessful however;
he was again away on that July visit and was not available for a teleconference meeting
in September 2010 arranged by the Remote Health branch to discuss the project.
By my next visit in October 2010, Leslie had been appointed as the new health centre
manager. I intended to use the meeting to explain the project; however, before I could
begin Leslie expressed that he thought Nhanhala health centre should not be involved.
He did not believe the AHWs were in a position to take on more training as they were
“barely performing the essential duties they are already trained to do”. Furthermore, he
didn’t see that child development was the domain of the health centre and viewed this as
the responsibility of the Health Development child health nurse and the AMS maternal
child health nurse. Margie, Kelly and Gloria all felt very strongly that the AHWs should
have been consulted and allowed to choose whether or not they were involved. The
AHWs in particular felt disrespected and sidelined by management. The three women
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began planning ways of proceeding with the project without the health centre manager’s
involvement or endorsement.
Although I had the support of community elders and AHWs, the AMS, the Health
Development branch manager and child health nurse, and support in principle from the
Remote Health branch who oversaw management of the Nhanhala health centre, I did
not have the support of the Nhanhala health centre manager. This had a number of
implications. Although another health centre could have been selected, the process had
moved too far in Nhanhala to withdraw. The rest of the community felt very strongly
about proceeding and felt we should not “give up”. I felt I had an ethical responsibility
to the community to proceed.
The Health Development child health nurse supporting staff at the Nhanhala health
centre persisted in trying to engage Leslie in the study. In March 2011, she arranged a
meeting with AMS and Health Development practitioners who agreed there was value in
the Nhanhala health centre’s involvement, in the hope that Leslie might see the potential
benefits and reconsider. Although Leslie maintained his view, his manager, the Area
Service Manager, was persuaded by the discussion with the group and suggested a
compromise. Approval for one AHW to participate in the training was granted.
However, not long after the announcement I was informed that the AHW was moving
from the Nhanhala health centre to work at a nearby outstation and wasn’t going to be
able to participate after all.
In June 2011, I made my first trip to Nhanhala to begin planning the cross-cultural
adaptation of the ASQ-3. I had arranged a meeting with Leslie during that visit to
discuss procedures for the subsequent training and review plans for proceeding since the
AHW was no longer available. However, Leslie reneged on the agreement to allow one
AHW to participate, returning to his previous reasons and expressed that the views of
the other community members were not relevant to the management of the health centre.
However, with the support of Kelly and Margie, and of the AMS manager, the project
was proceeding and a group of seven community members gathered to discuss the
adaptation. The AMS manager had demonstrated in-principle and practical support for
the study and its aims. When I visited Nhanhala, leading up to and during the training, I
based myself at the AMS office where I was offered office space and where the AMS
family room was made available for meetings. Equally, the Health Development
branch’s support of Margie participating in the adaptation and the training, and Margie’s
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dedicated involvement in the translation process, was further confirmation of the
commitment to the project.
I proceeded with plans to deliver training in November 2011 to non-Remote Health staff
(that is, Health Development and the AMS clinical staff and FaFT staff) despite the
obstacles and always remaining hopeful that others may come on board. In early August
2011, the Nhanhala health centre suddenly gave approval for the study to be conducted.
Although there was official agreement, I had to proceed without the genuine support of
the health centre manager. This was the Area Service Manager’s directive; Leslie’s
views about the study had not changed.
However, more changes were afoot. By October 2011 Leslie was no longer working at
the Nhanhala health centre and one of the health centre nurses had stepped into the
acting health centre manager. She was in the position to make the decisions about the
project and she fully supported all the AHWs participating in the study. Although the
acting health centre manager was on board, managing the health centre and staffing
issues was their priority, so theoretical support did not necessarily translate into practical
direction for staff.

8.2 THE STORY OF THE TRAK IMPLEMENTATION IN
NHANHALA
Classroom training
One training workshop was delivered in Nhanhala, in November 2011. Two workshops
had initially been planned, to reduce the impact of staff absences on the health centre.
However, this plan needed to be reviewed in view of the circumstances leading up to the
intended workshops. Firstly, although the acting health centre manager was supportive,
a research project was not the priority for a service that was reacting to immediate needs.
Secondly, this period saw two of the health workers on extended leave due to prolonged
sorry business following a suicide death in the community. It was not possible to meet
with the AHWs during this period as there are strict community rules regarding when
people are permitted to return to work and take part in other, regular activities. This
period of bereavement lasted until the funeral was conducted, which was the week
before the planned start of training. In view of these circumstances and the uncertainty
of AHW availability, the first training workshop was cancelled and the two workshops
were consolidated into one, to increase the chance of achieving a quorum of participants.
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The training workshop included the four AHWs who had been interviewed for the
training needs analysis, Gloria the maternal child health nurse from the AMS, and the
Aboriginal FaFT liaison officer, Hannah. Although some of the participants were
working in child health or early childhood education, none had any formal training. The
Area Service Manager, who was also the regional AHW support person, had intended to
participate but did not attend. The week of the training, the health centre was staffed by
one permanent nurse and two agency nurses and the acting health centre manager did
not feel the health centre had the capacity for any nurses to attend the training.
However, an in-service was provided to the nursing staff at the health centre the week of
the training. The acting health centre manager did express her desire to see all the health
centre staff trained and the possibility of delivering another training workshop was
discussed.
Training in Nhanhala took place in the ‘family room’ at the AMS grounds which was
normally used for the FaFT program. Similar to the process in Yumurrku, a conducive
learning environment was promoted first, by arranging seating so that all participants
were sitting around a table, which encouraged face-to-face exchanges. Second,
byencouraging the focus of attention to move from one single point in the training room
to different points, achieved by alternating between a whiteboard and posters created in
the training and hung on the walls, further promoted the learning environment.
The training schedule had been provided to the acting health centre manager and copies
had been left at the workplace for all the health workers who had been selected to
participate. The training schedule indicated that the training would commence at 9am
and provided details of the venue and a detailed program. On the morning of the first
day of training I met Tracey in the AMS office at 8am, where she acknowledged the
training and indicated she would send AHWs over. However, by the designated starting
time none of the clinical staff had arrived. Although a late start, all the AHWs arrived
together at 10.30am and training began. The beginning of Day 2 was dramatically
different. All participants were at the training venue, ready to start, by 9am.
On Day 1 of the workshop, all participants were Aboriginal and had very similar training
and background. The maternal child health nurse had been unavailable on Day 1, but
attended on Day 2. This posed a slight dilemma, as the group had already ‘formed’ on
Day 1, through ice-breaker activities and sharing of stories as well as through the shared
learning that creates a bond. Although the maternal child health nurse was well known
to all the learners, she had not been part of that learning. However, excluding her from
the remainder of the training did not seem an option that would serve the group in the

213

long run as she could provide support for them to implement the training in the
workplace. Accordingly, she participated.
As discussed in the previous chapter, quieter participants can find it difficult to
contribute in group learning environments. It was noted that on Day 1 all members of
the group participated, however, on Day 2 the group dynamic changed and some
members seemed to participate less freely. The same strategies described in chapter
seven were used to encourage the quieter participants, although there was a sense that
some of the AHWs no longer felt as comfortable or confident to share openly. This was
not so significant to the individual learners’ progress, as on Day 2 there were more
practical demonstration and role-play activities, and less discussion.

Practical training sessions
The classroom training had been delivered on a Monday and Tuesday, leaving the
remainder of the week to complete the practical sessions, which took place in the AMS
family room, normally used for the FaFT program . All six participants completed the
practical training sessions, completing either one or two developmental checks each,
using the ASQ3-TRAK tool. In total, seven children and their caregivers participated in
the practical training.
The maternal child health nurse and the child health AHW assisted in identifying
children who were in the eligible age range for the developmental check, through the
health centre records. In addition, caregivers who were attending the FaFT program
were invited to participate if their child was in the appropriate age range. The
participants invited the caregivers to participate and the research team obtained written
informed consent from the caregivers.

Booster training
The booster session was delivered in the workplace, three months after the training
workshop. It aimed to reinforce knowledge, skills and confidence gained in the initial
classroom training and to further encourage positive attitudes towards developmental
checks. Three of the participants who attended the training workshop were available to
participate in the booster training, which was conducted at the Nhanhala health service
in March 2012 over five days. They included two AHWs and the maternal child health
nurse. The remaining participants were unavailable.
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During the booster training the ASQ3-TRAK was administered to six children.
Recruiting families to participate in the booster training was a testing experience.
Firstly, in a community the size of Nhanhala, with approximately 71 children under the
age of five years, there are only small numbers of children who require one of the seven
developmental checks at any one time. Secondly, although caregivers agreed to attend
they were then unavailable at the agreed time, or would remain elusive. Staff spent
considerable time driving around the community looking for those families who had
agreed to attend. The staff participating in the booster training described that they faced
a similar challenge on a daily basis, when attempting to engage parents in attending for
well child checks.
The booster training recap was conducted with each participant individually. Using the
ASQ3-TRAK tool itself and the ASQ3-TRAK guidelines (see Appendix 9), the elements
of the tool and the process were discussed. The participants were supervised while
administering the instrument in the health centre and provided with coaching during the
consultation and with feedback afterwards. Following this practice session, the three
participants each conducted a second developmental check. This second administration
of the ASQ3-TRAK was observed without coaching, using a structured observation
checklist to assess the developmental check conducted by the trainee (See Appendix 2b).

Conducting the System Assessment and identifying necessary
supports
As described in chapter six, the One21Seventy Systems Assessment Tool (SAT) was
used to generate discussion and collect information about the health centre’s systems
known to be important for supporting quality clinical care, but particularly to identify
support for the effective transfer of the training to the workplace. The Systems
Assessment discussion in Nhanhala was conducted two weeks after the training was
completed, in early December 2011, a date agreed on with the acting health centre
manager, who was eager to participate. The three hour meeting was held over lunch in
the community and the same facilitator participated in both community Systems
Assessments.
Staff from the health sector, including both government and AMS, and both clinical and
management staff, and from the education sector were invited to attend. However,
despite their enthusiasm, neither of the health service managers, nor the Area Service
Manager attended. Those in attendance were another acting health centre manager (a
relieving nurse); Gloria, the AMS maternal child health nurse; Margie; the child health
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AHW; the Health Development regional manager; the Health Development ear health
coordinator; the FaFT liaison officer; the FaFT educator; and the TRAK project research
assistant. All the training participants were invited to attend; however, only the child
health AHW attended the SAT meeting.
The facilitator gave a very brief overview of the Systems Assessment and using the
Systems Assessment Tool to guide discussion, the five systems were scored as outlined
in the previous case study.

8.3 FINDINGS - THE IMPLEMENTATION EFFORT
In Nhanhala, six staff participated in the one training workshop delivered. Of these
participants, five were Aboriginal staff - four AHWs and one FaFT worker. Of the six
AHWs practising at the health centre, four participated in the training program. All six
participants completed the practical training. Five participants returned the completed
feedback survey.
The post-training semi-structured interviews included all four AHWs and one key
informant. I conducted all interviews, three to six months following the training
workshop. Repeated attempts to interview the health centre manager were unsuccessful.
The Health Development branch child health nurse position remained unfilled for a
significant period of the study, and when one was appointed she visited the community
infrequently and hence was not interviewed.
Three participants from the initial training were available to take part in the booster
training. I undertook observations of the participants during the booster training.
The following section details how each of the first three levels of the Guskey (2000)
model for evaluation of professional development was applied to guide the evaluation of
this study. It describes the quality and level of the implementation of the TRAK training
and of the ASQ3-TRAK tool.

8.3.1 Participant reactions
Participants reacted positively to the training and reported high levels of satisfaction in
Nhanhala. All five respondents who completed the feedback survey strongly agreed or
agreed that the workshop was relevant to their work. The open-ended questions on the
training feedback survey elicited positive comments and there were no suggestions made
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for improving the training. The responses to the question “What was the best part of the
training?” related to content about developmental milestones, process of sharing stories,
the guided step-by-step approach and practical demonstration:
I enjoyed the training; it brings me back to knowing and watching for the child
development in my work. And delivery of the training was great…I learnt a
lot. (Training participant)

AHWs also gave positive feedback about the training in the interviews. All reported
they found the training interesting and welcomed learning how to use a worthwhile tool
that helped assess children. There was excitement expressed regarding learning about
the importance of the early years and some respondents seemed moved to discover the
difference caregivers can make in children’s lives. All the AHWs reported that the
training was enjoyable and specifically enjoyed having parents and children involved.
These findings were supported by the high level of attendance. All participants who
attended on Day 1 completed the training, attending all sessions of the training
workshop including the practical session, thereby achieving 100% completion. Notably,
while the AHWs all came to the training over one hour late on Day 1, on Day 2 all
participants were at the training room at the agreed starting time, indicating satisfaction
with the first day’s training. Participants were observed to be engaged during the
workshop, albeit with some activities more than others, however the fact that there were
no withdrawals over the training suggests a high level of satisfaction.
Participants all gave feedback that they were very satisfied with the training methods.
All five respondents indicated on the feedback survey that they strongly agreed or
agreed that the design of the training (level of difficulty, duration of training, delivery
methods and materials) was appropriate. Interviews supported this finding. Notably,
AHWs described the training approach as being appropriate and relevant. They valued
the different modes employed and in particular appreciated the interactive and practical
activities, one AHW describing that “seeing and doing is a better way of learning”.
There was consensus that the practical training, including the booster training, helped to
reinforce learning and to build confidence:
I think the more you do things like that, you know, it’s better. It sort of sets in.
(AHW #5)

All participants welcomed the practical sessions and were happy to be supervised in the
practical session, with the exception of the youngest AHW. She described feeling
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nervous and did not enjoy being watched closely during the practical session. She
expressed some ambivalence, acknowledging that it was a useful way to learn but felt
self-conscious in front of the caregiver, as if being in the position of learner made her
lose face with the caregiver. Despite this, she completed three checks in total and
notably none of the participants avoided this component of the training.
The AHWs reported that they felt comfortable doing the training with staff from
different disciplinary backgrounds. My observation of the group on Day 2 suggested
that the entrance of the nurse altered the dynamic and some of the AHWs did not
participate as freely. However, this may have been a result of this member not having
become part of the ‘group’ from the initial forming of the group on Day 1. In other
words, any extra person joining the group on Day 2 may have had a similar effect
regardless of their disciplinary background. Nevertheless, the AHWs all reported that
not only did they feel the group membership was appropriate but that more staff could
have been included, such as child care and early childhood staff.
The AHWs identified that more community members completing the TRAK training
would ensure they all had the same “basic knowledge”. They considered there was
value for all staff to improve their knowledge and awareness about early childhood and
the importance of monitoring, even if not conducting child health checks regularly.
There would be benefit of FaFT and child care staff to have the understanding to be able
to promote the developmental checks to parents and caregivers in the community.
AHWs all agreed that it was especially important that the nurses, including the health
centre manager, all complete the training. This would ensure all health centre staff
understood the purpose of the ASQ3-TRAK and there would be greater likelihood of
staff supporting each other to complete it.

8.3.2 Participant learning
Level 2 of the Guskey model aims to evaluate the extent to which the change in skills,
knowledge and attitude occurs. The training feedback surveys, observations of training
participants and interviews with AHWs and the key informants, provided data regarding
participant learning.
Knowledge and skills
Interviews were conducted three to six months after the training and all informants,
except the child health AHW, reported that the training improved their knowledge.
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Most talked about the ASQ3-TRAK tool and the training as adding to their
understanding of child development and how to monitor children:
I've learnt heaps! Yeah…from doing it and from you. (Key informant #5)

Most of the AHWs acknowledged that they knew little about typical child development
before completing the training. Even those with young children and grandchildren
described learning new information about development and the impact the child’s
environment can have on their developmental and long-term outcomes. The training led
them to reflect on their own children’s and grandchildren’s early experiences.
The AHWs noted that the training provided them with the knowledge necessary to be
able to communicate with caregivers. The training, along with the tool, provided them
with the skills to enquire about the child’s development and to provide advice in a way
that the caregivers would understand. Understanding the importance of early childhood
development and of early brain development aided their ability.
One of the AHWs described an appreciation for the importance of communicating
sensitively with caregivers about their child’s development, particularly in those
situations where a child has developmental problems. The AHWs recognised that the
tool can be used not only to demonstrate skills the child has acquired, but also to
demonstrate activities caregivers can practise at home with their child to promote
development:
It’s good to talk to mother and show her the tools, what the child can do. While
we’re doing that…we can explain it to mum. This is ‘cause some mums don’t
know…She might go back and do the same with the child at home…plus they
can teach other parents or young mothers that don’t really understand. (AHW
#6)

The training increased participants’ awareness of the HU5Ks program and other child
health services. Four of the five respondents reported on the training feedback survey
that they strongly agreed or agreed that after the training they had a greater
understanding of ECD policies and guidelines, such as HU5Ks. Following the training
AHWs were able to discuss the HU5Ks program, whereas prior to the training they were
not able to name the HU5Ks program and were unaware that it included a
developmental check. While all respondents (including all the AHWs) on the feedback
survey agreed that they had a greater understanding of services available to promote
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child development, in the interviews some AHWs admitted that they were still not
entirely clear on services available and what services such as the FaFT program offered.
As described in chapter six, opportunities to assess each participant’s ability to achieve
the learning objectives were also incorporated into the training. A number of activities
built on knowledge, reinforcing the same principle. For example, Day 2 began with a
true/false activity as an ice breaker that reinforced learning from Day 1. The group
engaged with the activity and participants demonstrated that they had acquired and
retained learning from the previous day.
I observed further demonstration of skills acquired during the practical session. This
session, completed as part of the initial workshop, was a training session and not a
formal assessment, as I was providing coaching and guiding. However, all participants
demonstrated that they had acquired the desired skill and were capable of administering
the ASQ3-TRAK. They were able to explain the developmental check, administer the
tool with the toys, score the ASQ3-TRAK and provide feedback to caregivers including
providing the anticipatory guidance handout.
Two of the three participants who were available to complete the Booster Training had
used the ASQ3-TRAK in their workplace since the initial training. They both
demonstrated a very high level of skill in their first practice after reviewing the materials
and guidelines one-on-one, requiring little prompting. They displayed a sophisticated
and confident approach conducting the check, demonstrating a commitment to the
children and families. The third participant, who admitted to being quite nervous, did
not appear as confident and needed some prompting during the coaching session.
Debriefing following the practice revealed that the two participants with some
experience using the tool were able to reflect on their practice and offer an accurate self
appraisal of areas for improvement. The third participant demonstrated less insight into
how the session could have been improved.
The booster session was designed to reinforce the training but also provided an
opportunity for assessment of the participants’ skills. The three participants underwent
formal assessment, using the structured observation check list16 during a developmental
check using the ASQ3-TRAK. All three participants demonstrated a high level of skill,
with improvements found between the practice and the assessment of all participants,
but particularly in the participant who had the least experience with the tool. Almost all

16

See chapter three for a description of the checklist and Appendix 2b for an example.
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skills were either completed or partially completed and the tasks that were overlooked
were minor omissions. No difficulties were encountered with the scoring, interpreting
or recording.
Change in attitudes
A consistent report from all participants was that the training increased their confidence.
The respondents all strongly agreed or agreed that the training increased their
confidence in enquiring about child development, and picking up developmental
problems, while four of the five strongly agreed or agreed that they felt more confident
providing simple advice, with one respondent reporting she felt neutral. The interviews
confirmed these findings. AHWs described feeling more confident in dealing with
children and importantly, more confident to provide advice to parents about promoting
child development. One AHW reported quite emphatically that learning about simple
activities that can promote a child’s development in all domains increased her
confidence generally, and more specifically:
[The training] made me more confident in being a mother! (AHW #8)

The child health AHW who claimed there was no increase in her knowledge did
describe that the training built her confidence by reinforcing that her practice was
appropriate. She repeated this view a number of times and felt this emphasised the
importance of her role:
Yeah, it makes me feel “oh, I am doing the right thing”. (AHW #5)

The training led some participants to change their attitude to child health generally,
becoming much more interested. One of the AHWs expressed that having done the
training she was now more interested in working with children and interested to take on
the child health portfolio. She reported that she was interested in doing HU5Ks
assessments – something she was unable to name in the pre-training interview. This
finding was supported by the maternal child health nurse’s report. Another AHW
described being more interested in assisting the child health AHW and maternal child
health nurse to complete child health checks, following the training.
Behavioural intention
One AHW commented that she felt she was likely to use the ASQ3-TRAK tool because
she no longer felt “nervous” after having completed the training and being familiar with
the tool. All respondents indicated that they strongly agreed or agreed that they felt

221

they could use the ASQ3-TRAK tool in their work. AHWs felt they were able to
explain confidently to the caregivers why the ASQ3-TRAK was necessary, how to
administer the questionnaire and how to give the caregiver feedback. They were now
able to pass this important information on to caregivers confidently and with authority
and one AHW projected a pride in this role:
…after the training, I felt – even though I don’t usually see kids – felt
more…confident about talking to them about their kids and just telling what’s
normal and what’s not. (AHW #7)

The key informant’s comment perhaps sums up the attitude following the training:
Gee, we can’t not do this! (Key informant #5)

8.3.3 Organisational support and change for
implementation of the ASQ3-TRAK tool
As in the previous chapter, the following section outlines where there was support for
the implementation of the TRAK training and the ASQ3-TRAK and where the necessary
changes did occur. It also presents the participants’ perceptions of the barriers that
existed to providing support and instituting change.
Data for these findings were collected at two time points: first, immediately after the
training workshop during the Systems Assessment discussion; and second, three to six
months after training during individual interviews. The findings are categorised into the
same themes as in chapter seven: workforce stability; child health delivery system;
improving access to care; competing demands; infrastructure; leadership; partnerships;
and ongoing training and support.
Workforce stability
Considerable staff changes took place in the Nhanhala health centre. Just prior to the
training being delivered, in November 2011, the health centre manager left the health
centre and over the next 12 months there were a number of acting health centre
managers who remained for periods of a few weeks only. One of the remote area nurses
stepped into the acting health centre manager position for a few months, but then
returned to working as a nurse until she left in March 2012. During this period, the other
permanent nurse also left and consequently the health centre was staffed by agency
nurses, some of whom had worked in the Nhanhala health centre previously, but no
permanent nurses were working in the clinic. By November 2012, when I returned for
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my last field visit, a permanent health centre manager had been appointed, although she
was on leave and yet another acting manager was in the position for a month.
The AHWs remained constant, although often not able to be at work. Sorry business
took its toll over this period. Margie, the child health AHW and Gloria, the maternal
child health nurse, were also constants in the community however other departures left
unfilled gaps at the AMS and the community. Kelly, the champion of the project, left
the AMS before the training was delivered due to a serious medical illness. Although
she eventually returned home from hospital, she never returned to work. The AMS
manager also left the community just as the training was about to be delivered and his
position was not permanently filled for over a year, covered intermittently by acting
managers. Changes in the structure of the Health Development branch resulted in the
child health nurse, who had been an enthusiastic supporter of the study, no longer
working as the child health nurse providing services to Nhanhala. The position
remained vacant for more than a year.
Building delivery systems to support child health
During interviews, informants reported that there was no structure provided in the
Nhanhala health centre that guided practice. For example, the health centre did not
assign portfolios to staff, and there were no ‘program’ days for any areas of primary
health, such as child health, women’s health or chronic disease. This was considered a
weakness in the system and all informants described their preference for structure.
Although there were attempts to create patient recall lists and post them around the
community, this seemed to have little effect and one informant described the system as
“haphazard…what comes through the door, gets seen”.
The preference for a ‘Kids’ Day’ was an issue that arose repeatedly from the SAT
discussion. The practitioner group was engaged in adopting this and felt it would lead to
a more systematic approach to conducting the ASQ3-TRAK assessments and to followup children on the recall list who missed their child health checks. In interviews,
informants also repeatedly expressed their wish for a ‘Kids’ Day’ to be reintroduced. A
designated program day had been practised in the past and in addition to creating order,
it was considered a useful way to support staff to up-skill by focusing on one particular
area. However, despite the many perceived advantages identified to operating a ‘Kids’
Day’ once a week, six months post-training it had not yet been implemented.
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Although recall lists were generated, families did not always attend and follow-up was
inconsistent. At the SAT meeting, staff discussed the importance of monitoring whether
children’s checks were complete; in other words the need for an efficient recall system.
The maternal child health nurse suggested creating a calendar, which included all
children under five years, that could serve as an instant visual guide of checks due in any
given month. On returning to the community three months following the SAT meeting
this calendar had been created and was being used in the kids’ room. It required regular
updating, since any new births needed to be added to the list in addition to missed
recalls. However, the list was easy to use.
Soon after the training, the maternal child health nurse and child health AHW reported
that a new AMS family centre was being built across the road from the health centre.
Their plan was to transfer some components of child health to the family centre, such as
all developmental checks and much of the child health check that did not require
invasive medical treatment. The families would be sent over to the health centre to have
any medical issues addressed and for immunisations or medication.
Despite reporting on considerable obstacles to performing developmental checks, all
AHWs repeatedly asserted that child health, including developmental checks, is
“everyone’s business”. Staff remained adamant that the necessary structures would be
implemented that would facilitate the checks. Staff maintained that they would get the
‘Kids’ Day’ up and running by continuing to “push away at it”. Informants were noted
to remain committed to using the tool, one key informant stating:
We have to do it. So much effort has gone into it. When you've done so much
work...we have to do it. It'd be such a waste. Then...someone else comes along
in 5 years and re-invents the wheel. (Key informant #5)

Improving access to care
Despite creating the calendar system for easily identifying children who were due for
checks, informants reported that this had not seemed to increase the likelihood of seeing
children and families for child health checks:
No, we’re not getting them in like we should be getting them in. (Key
informant #5)

Informants all agreed that parents needed to be engaged to attend for the developmental
check. AHWs considered it their duty to help parents understand the purpose of the
ASQ3-TRAK tool and how long it was going to take. Without preparing parents,
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informants thought there was a greater risk of parents being deterred by the length of
time necessary to complete the developmental check. Some considered an appointment
system might be useful. This would give the practitioners the opportunity to better
communicate to parents what to expect from a comprehensive child health check that
included the developmental check, while also enabling the practitioner to plan for the
check.
One informant suggested that involving staff outside the health centre would aid in
engaging parents. Providing the TRAK training to all staff, not only clinical staff, who
work with children and their families in the community would inform them about the
nature and purpose of the developmental checks and in turn they could promote the
checks to the families. Another suggested inviting all caregivers to attend the
development check, so that they would understand the importance by being involved and
subsequently would be more likely to support their family members to attend for the
checks.
The SAT discussion highlighted the value to the community of including the local
Arrarnta people in the development of the ASQ3-TRAK tool. The translation of the
questionnaire into Western Arrarnta was important and the group felt this engaged
parents through showing respect for their identity and culture, a view that was reinforced
in interviews. However, it was reported that the health centre did not always show
respect for community members.
AHWs reported that patients were discouraged from attending the health centre by the
attitude projected by the centre and the manner of some staff. Informants reported that
non-Aboriginal staff often made “mistakes”; showing a lack of sensitivity to the cultural
needs of the Aboriginal patients. One informant observed that staff were left unchecked
and patients rarely spoke up:
Because I don’t think the people themselves, the Aboriginal people themselves,
are strong enough to tell us off and say, “You mustn’t do that again.” (Key
informant #5)

The key informant believed that there was insufficient effort dedicated to cultural
competence training for remote health staff by the NT Department of Health, and few
resources, if any, invested to ensure the health centre was culturally safe.
Respecting privacy was another factor identified as necessary for improving families’
access to care. This issue arose at the SAT meeting and the action planned included
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ensuring privacy whenever possible when using the ASQ3-TRAK tool, such as simply
keeping the door to the kids’ room closed. The need for privacy was again reiterated in
the interviews. One informant considered this a simple right that would be afforded any
patients and Aboriginal patients in community should not be any different.
Competing demands: Child health not a priority
Acute care was reported to take precedence in the health centre. AHWs reported that
they did not feel able to participate in primary health care programs, such as child health
checks, because of the expectation from health centre managers that they should focus
on “sick people”. This expectation was often compounded by the patients themselves
who insisted on being seen by certain AHWs, even though that AHW might have been
unavailable to provide acute care if focusing on other areas of primary health care.
AHWs did not feel they had the authority to refuse patients since it was not endorsed by
the health centre:
I’m trying to do nutrition for people and the kids too, but it’s hard for me to
focus on one thing…It’s the people…“I need you now” or “I need to see you
for sores” or “I gotta see you for certain things”. (AHW #6)

One AHW reported that the health centre had become busier and patients appeared
sicker. The pressure to see these sick patients waiting made it difficult to spend time
doing a lengthy child health check. One AHW reported that she often felt pulled in
different directions, “constantly disturbed and grabbed”, making it difficult to attend to
developmental checks that require focus.
In circumstances where health centre staff did recognise the importance of primary
health care, most reportedly concentrated on chronic disease, renal disease and mental
health, with preventive child health low on their priority list. Child health checks and
often acute paediatric care was reportedly left to the maternal child health nurse and the
child health AHW. The maternal child health nurse described that she was often dealing
with acute illness despite having a non-clinical role. Implementing a ‘Kids’ Day’ was
seen by informants as a way of elevating the importance of child health:
And all the staff have got to be onside. It doesn’t mean the whole staff to
concentrate on kids, it just means kids are a priority…They’re never a priority,
and they should be. (Key informant #5)
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Infrastructure necessary for delivery of care
Availability of appropriate rooms was an issue in the health centre. Informants all
expressed that it was not uncommon for there to be no available consultation rooms;
“everyone’s sort of fighting for space and makes it hard”. There was only the one kids’
room that was often in use, occasionally to see adults, making it particularly difficult to
plan for a child health check. The child health informants reported that space would no
longer be a problem with the availability of the AMS family centre. The family centre
had a number of smaller consultation rooms, as well as a large, central family room that
could function as a waiting room for other family members and an area for children to
play. The key informant reported that the family centre would provide greater privacy
for families, the space would be quieter, and the staff would not be interrupted to attend
to acutely unwell children as often happened in the health centre.
Another issue identified at the SAT meeting, was the storage and maintenance of the
ASQ3-TRAK materials. The group discussed that the materials needed to be kept in an
accessible location and in particular the toy kit needed to be maintained. On next
visiting the health centre, the ASQ3-TRAK was being stored in a cupboard in the kids’
room, which was very clearly labelled.
The SAT discussion identified that documenting developmental assessments and advice
on the electronic record, PCIS, can sometimes be overlooked. As a solution, informants
suggested incorporating the ASQ3-TRAK tool into the electronic health record, with
mandatory fields acting as prompts. Adding the tool to the electronic health system was
beyond the scope of this study. However, even if possible, as pointed out by the AHWs,
they often completed the electronic health record after the patient had departed, hence
the prompts would have been of little use as they would have appeared after the
consultation had finished. To address this issue, the ASQ3-TRAK guidelines were
designed to support and instruct staff in documenting the developmental check
accurately.
Leadership within the health centre
The informants describe that many health centre managers did not embrace the primary
health care role of the health centre. The AMS, the Health Development branch, and the
AHWs all seemed very clear and agreed that the health centre had responsibility for
providing primary health care, including all aspects of the child health checks.
However, some health centre managers reportedly believed the AMS and the Health
Development team should be responsible for delivering preventive care, education and
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health promotion. Informants reported that some health centre managers had prohibited
them from doing any outreach, had disregarded their requests for program days, and had
opposed suggestions for a system of allocating portfolios to remote area nurse or AHWs.
In turn, informants described that child health checks were left to the child health AHW
and the maternal child health nurse rather than being shared by all health centre staff.
Although the child health AHW’s role was to support the health centre staff and promote
child health, she described that this role was not endorsed by the managers. Health
centre staff were not directed or encouraged to perform the child health checks, let alone
developmental checks.
Despite the expectation that child health checks were the domain of the child health
AHW and the maternal child health nurse, these staff reported that they did not have the
authority to make any decisions about the child health program. Therefore, although all
informants repeatedly reported that they would welcome a ‘Kids’ Day’, where all staff
could participate in child health checks with support, this was not able to be
implemented by the child health staff. This was largely ascribed to the lack of support
and direction from the health centre manager.
This lack of progress was also attributed to the constantly changing health centre
managers. The key informant described that each new manager “always knows better
than the last one”, bringing a different plan and changes to the health centre. Moreover,
she described that they rarely listened to the AHWs and in some cases AWHs were not
permitted to question the health centre manager’s decision. One AHW described:
[Every new manager has] different ideas and doesn’t work with us. We keep
telling them and like now, we brought that up – probably last couple of
months, three months ago – “Oh, this is what we used to do, have kids’ day on
Tuesday,” (AHW #7)

This ever-changing direction and lack of respectful engagement left AHWs feeling
uncertain and apathetic. One described that they “lose interest” and another, that
workers become “slack”. This sentiment was not isolated to the AHWs. One key
informant described the atmosphere at the health centre as being uninspiring to the point
that “going into the clinic, sometimes, you just honestly don’t want to be in there…we
just do not want to be in there!”. When combined with the many other obstacles faced,
this left them with a feeling of resignation, one informant reporting there were times
when she thought “oh, forget this, I can’t be bothered”.
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A key informant also noted the apparent apathy in AHWs, describing that this related to
the health centre manager’s attitude:
The seriousness of their work is not – sometimes I feel like it’s not there…It all
depends on who’s in charge of the clinic, how serious people are in their work,
how they behave in their work. Like, if you’re working for a tyrant then you
operate under fear. (Key informant #5)

The key informant reported that AHWs were not given responsibility for any particular
area, or delegated portfolios which exacerbated this indifference. Health centre
managers did not support the AHWs in the roles or expertise they had, reported one
AHW. Therefore, despite the AHW having an interest and training in a particular area,
patients were able to request to see the nurse or doctor, bypassing the AHW.
Alternatively, patients could demand to see a particular AHW even if that AHW was
supposed to be focusing on a specific portfolio. The lack of boundaries and clear
direction from management to all the health centre staff about roles and responsibilities
left the AHWs feeling uncertain and often like “giving up”.
The same informants who were critical of managers’ lack of consultation, acknowledged
that they themselves needed to speak up in a more assertive manner:
I reckon, just put in place this is what we do in the clinic and we don’t want
anything changed unless we want to change it, ‘cause this is our clinic. (AHW
#7)

It was agreed however, that this was even more difficult when health centre managers
were changing frequently. One AHW who wanted to be more involved in child health
recognised she should probably let the health centre manager know this plan. However,
she felt defeated by having to repeatedly inform new acting health centre managers and
justify that decision to managers who had their own plans.
Partnerships in the health centre
Participants considered the nursing staff participating in the training with the AHWs a
useful approach to improving working relationships between them. The AHWs reported
that this would ensure all practitioners were familiar with the program and would
eliminate the need to explain it to the nurses after the training. Sharing information with
nurses is not straightforward, as explained by one AHW, as they do not always welcome
receiving clinical guidance from the AHWs:
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Some think “oh you’re only a health worker and how do you know” and stuff
like that. Like you feel, you know, the way they look at you… (AHW #5)

This lack of respect was observed by the key informant who described that working
relationships between nurses and AHWs were no longer partnerships, as she claimed
they used to be. Nurses no longer worked alongside AHWs when asked for guidance
but instead, she observed, nurses “take over” resulting in de-skilling of AHWs. She
went on to report that nurses did not listen to the AHWs and often, intentionally or not,
undermined them.
The high turnover of staff adds to the complexity of relationships within the health
centre. New staff were not made aware of skills and expertise that AHWs had. It was
left to the AHWs to inform them, and they reported that the constant changing of staff
and needing to orientate them takes its toll:
It’s just really hard to explain it over and over. It’s like repeating it, to explain
where things are, what you’ve got to do, where you’ve got to go, cultural
background and all that…And then you have to look after them. If they need
your help you’ve got to help them…It’s draining, yeah…it feels like shit, sorry,
it does! You have to explain it to them…you have to repeat yourself. (AHW
#8)

Other partnerships were also considered important and extended beyond those within the
health sector. All the AHWs suggested it would be useful to involve early childhood
and child care staff in the TRAK training. Promoting these partnerships was considered
important, as they were all working with young children to achieve the same aim. The
SAT discussion involved both health and education staff and participants recognised that
the health centre-FaFT partnership was essential to ensure optimal care for young
children. Although the group suggested a memorandum of understanding between the
health centre, the AMS and FaFT, to clarify how the three could best work together to
enhance follow-up of child health checks and in particular, developmental checks, this
did not occur.
Ongoing training and support
The SAT discussion led to an agreement that all health centre staff should have access to
the TRAK training. Informants in post-training interviews also all agreed that nurses at
the health centre should be trained. They indicated that nurses completing the training
would support the uptake of the training and the tool in the health centre. In this way
staff could support each other; “the more people know how to do it, the better”.
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The SAT discussion also addressed the need for ongoing support and education to
sustain the implementation of the ASQ3-TRAK in the health centre. The Health
Development branch was identified as the natural lead organisation to provide this role.
Although there was no Health Development child health nurse employed at the time of
the SAT meeting, the position was recognised as being responsible for ongoing training
and support. As the provider of the original training I was a resource for the community;
however, it was recognised that I would not be able to provide on the ground support
and this would need to be accessed locally. The child health AHW and the maternal
child health nurse, were identified as leaders in the health centre and were seen to have a
role in providing ongoing support. Providing ‘booster training’ in the workplace was
seen as within their scope of practice and an acceptable approach for staff.
When interviewed four months following the workshop, one informant identified that
not having used the skills acquired, she no longer felt as confident as she did
immediately after the training. Although the child health AHW and the maternal child
health nurse had been identified as leaders who could provide ongoing support to other
health centre staff, this had not been realised. This was attributed by all to the lack of a
child health day that would have provided the structure for all staff to participate in child
health checks with support and guidance from child health staff.
The child health AHW’s position specifically included education and training of primary
health care staff and a recent discussion with her manager had identified that this was a
role she was happy to adopt. The child health AHW and maternal child health nurse
both agreed that they had a role in ensuring new staff were orientated to the new tool and
this was supported by their managers. Both suggested that other staff could sit in and
observe them using the tool, to learn how to use it. At the SAT meeting I agreed to
provide further training workshops as deemed necessary by the health centre. Despite
offering to deliver a second training workshop three months after the first, this proposal
was not taken up.
It was not clear from whom or where the maternal child health nurse and the child health
AHW received support. They supported each other, however they were from different
disciplinary backgrounds, had different roles, and different line managers. Furthermore,
the AMS was without a manager for a large part of the study, and the child health
AHW’s manager was in Alice Springs, so there was little direct supervision. Although a
Health Development child health nurse was eventually appointed, the informants
reported that they received little support from this resource. It was a challenge for the
maternal child health nurse:
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You know, when you don’t have a peer around, sometimes it makes life…I
don’t know…I get a bit pissed off … (Key informant #5)

SUMMARY
This chapter has presented a summary of the Nhanhala health centre case study,
highlighting the challenges and complexity of the context in which the implementation
of the TRAK training and the ASQ3-TRAK tool was undertaken.
There was a persistent lack of support for the TRAK training from the manager of the
Nhanhala health centre initially. However, strong partnerships with other community
members and the eventual change of manager led to the successful implementation of
the TRAK training. Evaluation findings demonstrated that the training was well
received and attended, and all participants considered it appropriate and relevant.
Training was associated with improvements in skills, knowledge and confidence in the
area of child development, detecting developmental problems and providing advice to
parents.
The evaluation illustrated a number of factors that influenced the effective
implementation of the HU5Ks and consequently for the sustainable integration of the
ASQ3-TRAK tool. The obstacles were numerous. Frequent changes in management
and high turnover of staff created instability with constantly changing routines and
structure. This also resulted in lack of leadership and loss of AHW-nurse relationships
pivotal to the health centre’s functioning and to the successful implementation of
programs. There was a lack of integration of services, with little consensus regarding
the roles of the health centre and AMS in Nhanhala. Some managers openly questioned
the health centre’s role in primary health care and hence in child health checks that were
part of the HU5Ks program, with a consequently poorly implemented HU5Ks program.
AHWs felt undermined by the attitudes of many health centre managers and nursing
staff and in addition to other factors at play in the health centre, this resulted in apathy
among the AHWs at times.
Although faced with many obstacles, staff remained committed to the implementation of
the ASQ3-TRAK tool as part of the child health checks and looked for ways of
overcoming barriers. Nhanhala suffered extremely high turnover of non-Aboriginal
staff, however the AHWs who participated in training were all still working in the health
centre six months following training.
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The following chapter will synthesise the findings of the two case studies, including the
barriers and facilitators to implementation, leading into the concluding chapter where
implications of this study will be discussed.

233

234

CHAPTER 9 CROSS-CASE
SYNTHESIS AND DISCUSSION
INTRODUCTION
This chapter provides a synthesis and discussion of the findings from both study sites.
The conclusions will follow in the final chapter.
Section one examines the findings of the implementation evaluation specifically
investigating whether the TRAK training was implemented as planned and considers the
reach, dose and fidelity of the implementation of the TRAK training program. Section
two expands the discussion to consider the extent to which the training was found to be
useful and relevant by the AHWs and evaluates the short-term outcomes of the training.
The last section of this chapter reviews the context of the implementation in the two
settings and discusses some of the barriers and facilitators that were identified as
influencing the training and the ongoing use of the ASQ3-TRAK tool as part of routine
practice in the health centres. Key factors found to be necessary for the successful
implementation of the ASQ3-TRAK tool as a developmental screening tool with this
population are presented and discussed.

9.1 IMPLEMENTATION OF THE TRAK TRAINING
Interventions or capacity building initiatives that have demonstrated efficacy will not
produce the desired effect if it is not implemented as intended. The process evaluation
therefore places particular emphasis on exploring how the TRAK training and the
ASQ3-TRAK tool were implemented in this challenging practice setting.
Reach of training
Reach concerns the degree to which the intended audience participates in the
intervention (Linnan & Steckler, 2002). In both the study communities, AHWs were
trained as planned. In Yumurrku, three of the four AHWs participated in training and in
Nhanhala, four of the six AHWs were trained. The major difference in the
implementation in the two communities was that three training workshops were
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delivered in Yumurrku and only one in Nhanhala. Consequently in Yumurrku, ten staff
in addition to the AHWs were also trained, compared to only two in Nhanhala. Three
workshops were delivered as a result of the Yumurrku health centre manager’s support
and leadership; she initiated delivery of the third workshop to ensure the senior AHW
was able to participate in training.
In Nhanhala, the project commenced at a time when the then health centre manager did
not actively support the project, and the acting health centre managers who followed did
not have the capacity to consider training and ongoing support, compromising the reach
of the training; this will be discussed further in the next section.
Dose
The TRAK training had excellent attendance in both communities. All AHWs who
commenced the training completed it, which involved attending all sessions of the two
day classroom training and the practical workplace session. With the exception of a
participant in a managerial role, and the FaFT liaison officer who was a last minute
addition, the remaining 16 participants who commenced the training also completed all
sessions. As described by Linnan and Steckler (2002) the amount of the intervention
delivered - the dose delivered - is one of the key process evaluation components. In the
case of this study, the intended dose for the initial workshop was received by all
participants and notably no incentives were provided.
Attendance at booster training was not as high, with three of the six participants who
took part in the initial training in Nhanhala available to participate in the booster
training, and none from Yumurrku. The booster was offered as a single supplementary
training session. Ideally, the provision of booster training in the workplace would seek
to involve all staff and require the trainer being available to attend the workplace at short
notice to fit within busy work schedules. While it would have been desirable to
maximise opportunities for participants to attend booster training, this was not possible
within the funding and time parameters of the study and was not considered sustainable
in the longer term. Moreover, there were staff identified in the health centres who could
take on responsibility for providing booster training in the future. For example, the child
health-trained nurse in Yumurrku had agreed at the time of the booster training visit that
she could be responsible for working with staff to offer further ‘coaching’, as part of
their Thursday afternoon in-service sessions. Likewise in Nhanhala, the maternal child
health nurse and the child health AHW, who had both completed the booster training
and had previously been identified as support staff, suggested they could take the other
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AHWs through further practical training. However, despite their best intentions, this did
not eventuate; the reasons for this will be discussed later in this chapter.
Fidelity
Fidelity refers to the quality of the implementation (Linnan & Steckler, 2002). In both
communities, the classroom training was delivered precisely as detailed in the lesson and
session plans devised, and as outlined in chapter six. Considerable time was spent
designing and planning the training and in particular anticipating potential obstacles to
successful delivery that enhanced the fidelity. Miller (2005) argues that insufficient time
for adequate planning and delivery is a major problem for training providers, students
and the communities in the Aboriginal context. A critical component in this training,
therefore, was to ensure that the delivery was not hurried. If the training had been
compressed to be delivered in one long day, this would have required a more didactic
approach, which would not have provided the flexibility necessary to accommodate the
learning needs of the participants in this context. Potential issues, such as late starts,
participants coming and going and needing to be brought up to speed with the rest of the
group, technological problems in remote settings, and needing to find volunteers for the
demonstration activity were all considerations that needed to be factored in to the time
allocated to ensure that the content was able to be covered adequately in two days.
As the developer of the training program, maintaining fidelity to the program objectives
was conceivably not as difficult for me as it may have been for another trainer.
However, the training was designed to be able to be delivered independently of the
developer. This was addressed first by the development of detailed session plans and a
comprehensive facilitator handbook providing the details for the content of each session.
Second, specific training materials were designed to support the training.
The training support materials consisted of teaching aids but also, importantly, the
ASQ3-TRAK tool. This included the seven questionnaires, the corresponding illustrated
booklet, the toy kit, the parent information sheets and the TRAK administration
guidelines. The health centre and FaFT team in each community were provided with the
complete set of ASQ3-TRAK tool materials.
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9.2 THE VALUE AND RELEVANCE OF TRAINING TO
AHWS
Participant satisfaction
This section focuses on participant reactions and learning arising from the training
(Guskey, 2000; Kirkpatrick & Kirkpatrick, 2006). Attendance is an important indicator
of satisfaction in any training program (Rogers & Horrocks, 2010) and all participants
attended enthusiastically on Day 2, arriving at the agreed starting time, despite appearing
somewhat reluctant at the beginning of Day 1 of training by arriving late. This would
suggest a high level of satisfaction with the training on Day 1. Furthermore, the AHWs
did not avoid the practical training sessions in the workplace, as they could easily have
done. As one AHW commented about the training, “I thought it would be crap…but it
was really good actually!”
Across both communities, AHWs reported that the training was highly relevant and
useful to their work. This is perhaps not surprising as the training was designed to meet
the perceived needs that AHWs identified in the training needs analysis (chapter five).
The AHWs were all involved in the needs analysis and, as discussed, this process
engaged them in the training, possibly contributing to their overall positive reactions to
the training. However, other participants, including FaFT workers, community based
workers and nurses, who were not involved in the needs analysis, also found the training
valuable. Furthermore, all participants seemed equally hesitant to attend on the first day
of training and all eagerly attended on the second day, irrespective of their participation
in the needs analysis interviews, suggesting their enthusiasm was a reflection of the
training.
There was a difference identified between Yumurrku and Nhanhala in the needs analysis
that may have predicted a different reaction to the training. AHWs in Yumurrku were
noted to perform child health and developmental checks more frequently than AHWs in
Nhanhala. This was self-reported and also observed in clinical encounters. However,
despite AHWs in Nhanhala having little involvement in child health and developmental
checks, they valued the training equally.
Participants across all workshops valued the design of the training, and delivery methods
used were appropriate and interesting, in particular the practical, ‘hands-on’
components. The findings from the feedback survey and interviews suggested the
training methods successfully met the needs of learners with varying levels of
competency, from different disciplinary backgrounds, and with varying English
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language and literacy proficiency, in both communities. This was reported not only by
AHWs but also by the community based workers, their manager, FaFT workers and
child health-trained staff who participated in the training. This reflects the level of
planning and time that was invested in developing the training. Furthermore, it
emphasises the efficacy of referring to current evidence with regards to adult education
and of my training in adult education. Anticipation of the varied learning needs and
styles enabled the training to be tailored to be appropriate for the specific requirements
of each group.
Impact of training on knowledge, skills and attitudes
An important finding in this study was that the training was demonstrated to have an
impact on participant learning, including knowledge, skills and confidence, evaluated
through training feedback surveys, interview and observation. AHWs demonstrated
improvements in knowledge about early child development and services, and informants
in both communities had greater understanding of typical developmental milestones. In
Nhanhala, the AHWs were moved to learn the influence caregivers can have on a child’s
life and described being motivated to help caregivers understand this. In Yumurrku the
senior AHW clearly expressed an understanding of screening and early intervention to
change a child’s developmental trajectory, as demonstrated by his river metaphor.
Participants were all observed to have acquired the necessary skills to independently
administer the ASQ3-TRAK tool in their work environment. The practical component
was an integral part of the TRAK training, as suggested in the training needs analysis by
informants. Hands-on practical training is consistent with recommendations from the
literature regarding culturally appropriate professional development methods in this
context (Davidson et al., 2008; Helme, 2005; Miller, 2005; Tregenza & Abbott, 1995).
The participants’ feedback and interviews endorsed this as one of the most beneficial
aspects of this training approach. This finding was supported by my observations,
across both communities. Examining influences on healthcare professionals’ behaviour,
Eccles (2005) describes how the most successful behavioural methods provide intrinsic
rewards if the behaviour is performed appropriately. Providing opportunities for role
plays in the training and then practice in the workplace, was intended to give the
participants an experience of success, which acts as a powerful reward. The practical
session’s value in enhancing the learning experience, building learner’s confidence and
providing opportunity for assessment of learning is undeniable (Kolb, 1984).
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In this study, the particular focus in the workplace practice sessions on skill
development was informed by the gap identified in the training needs analysis. The
benefit of the practical workplace session can be viewed not only as a preferred learning
method but also as an approach to improve longer term outcomes. There is substantial
evidence that suggests face-to-face visits (sometimes called educational outreach visits,
academic detailing or practice coaching) in health professionals’ workplace can be
effective in improving practice. A US study evaluating paediatric developmental
screening practice demonstrated that academic detailing had an impact on
paediatricians’ behaviour, resulting in increased screening rates (Honigfeld et al., 2012).
A Cochrane review (O'Brien et al., 2008) on the effects of educational outreach visits on
health professional practice found that even without additional interventions, such faceto-face visits can be effective in improving practice. The authors of this review noted a
great deal of variation across interventions and although less common, some visits
emphasised developing skills through practice. This process was thought to facilitate
change in service contexts where lack of skills is a barrier to change. Practising key
skills has been identified in numerous experimental studies as a core component of
effective training (Fixsen, Blase, Naoom, & Wallace, 2009) and identified as assisting in
translation of policy into practice (Higgins et al., 2012).
O’Brien and colleagues’ (2008) systematic review was unable to determine the optimum
number of such workplace visits but suggested interventions that include multiple visits
or sustained efforts may be more effective and efficient. Soumerai and Avorn’s (1990)
work on academic detailing to improve clinical decision making identified eight
principles in this approach, the last of which is providing positive reinforcement of
improved practices in follow-up visits. This is consistent with the booster training that
was offered in both communities. As already detailed in chapter six, the booster training
was an opportunity to provide the participants with positive reinforcement for the skills
they had acquired at the initial training, three months earlier. The booster training was
well received by the staff who participated and they were able to demonstrate they had
been able to maintain a satisfactory level of competence, in that they were able to
competently administer the ASQ3-TRAK tool independently. Unfortunately, participant
exposure to the booster training was not as high as intended due to staff turnover and
other factors discussed in the following section.
Qualitative studies of barriers to staff conducting adult health checks in Aboriginal
Medical Services have found lack of confidence to be a key factor (Jennings et al.,
2013). This has also been identified as a barrier to implementing screening and brief
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interventions for alcohol misuse (Johnson et al., 2011). The training needs analysis
(chapter five) in this study also found that confidence regarding child development and
conducting development checks was low. Thus, an important focus of the training
evaluation was to determine if levels of confidence had improved. All AHWs, including
the child health AHW, described that the training and the use of the ASQ3-TRAK tool
led to greater confidence to enquire about child development, detect developmental
problems and provide advice to parents. Across both communities the training, and
learning to use the ASQ3-TRAK tool, improved AHWs’ communication skills regarding
child development. Notably, this was found among AHWs who had been routinely
conducting child health checks prior to the training and those who had not.
Prior to the training, AHWs in Yumurrku who were observed performing child health
checks were noted to be awkward when completing the developmental section. They all
struggled with the language of the HU5Ks and at times appeared embarrassed or
awkward when giving anticipatory guidance. There was little if any interaction with the
children and the whole process was described as “hard”. However, the same AHWs
demonstrated a marked difference in their skill and confidence when observed to
administer the ASQ3-TRAK tool during the training. The AHWs were able to engage
comfortably with the caregiver and child and ask the questions without any sign of
difficulty, and appeared at ease. They were also able to take decisive action when
required and this improved confidence was attributed to the training.
The AHWs in Nhanhala were not observed completing developmental checks as part of
the training needs analysis because, in effect, they were not delivering child health
checks routinely. However, in view of the lack of training and experience it is plausible
that they would have been as equally challenged, if not more so, than their colleagues in
Yumurrku. Nevertheless, during the practical sessions the AHWs also appeared relaxed
and comfortable using the ASQ3-TRAK tool and carried out the whole process
confidently and competently. Furthermore, the study demonstrated that the training
appeared to have an impact on AHWs’ awareness of and understanding for the rationale
of the HU5Ks checks. These AHWs expressed an interest in becoming more involved
with child health checks, with one AHW reporting that she would like to take on the
child health portfolio
This improved confidence may also relate to the value AHWs placed on the adapted
tool. In Yumurrku, one AHW contrasted the ASQ3-TRAK tool favourably with the
HU5Ks’ questions on development when he remarked:
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Rather than asking a few stupid questions in among a check-up, you actually
are asking important questions (AHW #2)

Informants generally considered the tool to be worthwhile and it was thought to have
merit because of the rigorous adaptation process that included extensive community
involvement. In Nhanhala, where it was more consistently administered in the local
language by the AHWs, the ASQ3-TRAK tool aided their understanding, which in turn
fostered their confidence. As discussed in chapter four, the AHWs and other informants
considered the tool culturally appropriate, which is an important factor in engaging the
staff and increasing their confidence in the process (Herceg, 2006).
Impact of training on behavioural intention
Beliefs, attitudes and knowledge are social cognitive factors central to the determinants
of health behaviour (Conner & Norman, 2005). These cognitive factors are the focus of
a number of widely used health behaviour models, because they shape behaviour and are
amenable to change. A number of authors have explored socio-cognitive models to
better understand the factors that influence clinical practice of health care professionals
(Godin, Belanger-Gravel, Eccles, & Grimshaw, 2008; Eccles et al., 2012; Grimshaw et
al., 2007). Socio-cognitive models propose that the strength of an individual’s intention
(or motivation) to engage in a behaviour will determine the behavioural performance.
This is supported by a number of studies focusing on behaviour of health care
professionals (Eccles et al., 2005; Godin et al., 2008; Sassen, Kok, & Vanhees, 2011).
The changes in attitude, skill and knowledge seen in this current study are consistent
with many socio-cognitive models that use the intention construct. As described by the
different theorists, there are various determinants of intention, and thus subsequent
behaviour. These include attitude, confidence in ability, skills and knowledge, factors
which the training addressed.
While the training did not focus solely on improving knowledge, it must be
acknowledged that knowledge is itself an important behavioural determinant. In a
survey examining practitioners’ provision of healthy lifestyle advice, Ashby and
colleagues (2012) adopted a modified theory of planned behaviour. They found that
practitioners’ belief in their capability was a key determinant of their action. In addition,
when lack of knowledge was combined with lack of clear roles, it reduced the behaviour
further. Likewise, Cane et al. (2012), using an integrative theoretical framework
developed for behaviour change research, identified that lack of knowledge is a potential
barrier to a number of health professional behaviours. A recent evaluation of a training

242

program for primary health care practitioners, including AHWs, in chronic disease selfmanagement identified that lack of knowledge was one of the principal barriers to
practice change (Higgins et al., 2012). The results of this study similarly found lack of
knowledge of early child development and developmental services, and associated lack
of assessment skills, were fundamental barriers to providing developmental services in
the remote Aboriginal context.
Following the training, the AHWs and other participants in this study demonstrated
behavioural intention and self-efficacy, which are considered the two best predictors of
subsequent health behaviour (Eccles et al., 2005). However, there are other factors that
also influence the behaviour. As indicated in the integrated model developed by the
major theorists of social cognition models, environmental constraints also influence
behaviour (Conner & Norman, 2005). Barriers can obstruct the behaviour even though
the intention to engage in the behaviour is positive. In a meta-analysis examining
whether behavioural intentions engender behaviour change, Webb and Sheeran (2006)
also found that intentions have less impact on behaviour when participants lack control
over the desired behaviour. Exploring these environmental and system barriers to action
was an essential part of this study and will be discussed further in the following section.
Demarcation of interprofessional roles
This study found that AHWs across both communities valued training with staff from
varied disciplinary backgrounds. Indeed, in both settings, AHWs suggested the training
should be extended to include other early childhood education and child care workers to
ensure that all staff working with families and children had the same basic knowledge.
There is evidence to suggest that overcoming health professional demarcations improves
practice. Asbhy (2012) found that broad education to break down strict demarcation led
staff to regard practice as ‘interprofessional’ and resulted in improved health
professional behaviour.
Similarly, participants welcomed the developmental practice role being shared between
male and female staff. In Yumurrku, two of the three AHWs who completed the
training were male. While the rearing of children is traditionally regarded as ‘women’s
business’, especially in the first year of life, in many Aboriginal communities (Kruske et
al., 2012; Secretariat of National Aboriginal and Islander Child Care, 2011) there was no
suggestion that the task of developmental monitoring should be left to the female health
practitioners. It was agreed that involving Strong Women workers would enhance the
process, but this was considered relevant for nurses and AHWs regardless of gender. In
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effect, the senior male AHWs’ strong advocacy for men’s involvement in improving
child development outcomes, voice in the very first consultation in Yumurrku, was one
of the reasons the project had proceeded in Yumurrku. As he stated, men needed to be
positive role models because “…children follow in parents’ footsteps…if parents take
the right path, children follow the right path.”
Having male AHWs involved was seen as role modeling for the community that was
important for improving fathers’ confidence and involvement in child rearing. In
Nhanhala, where no male staff participated, AHWs recommended that male AHWs
should also be involved in the training and practice.

9.3 FACTORS INFLUENCING THE IMPLEMENTATION OF
THE TRAK TRAINING AND THE ASQ3-TRAK
TOOL
This next section presents the barriers and facilitators to the implementation of the
training and to what is required to embed the ASQ3-TRAK tool into routine practice of
health centres. A number of prior assumptions were listed in the program logic (see
Figure 3-2, page 50). These included factors related to the program, the people, and the
context, hypothesised to be necessary for the implementation of the TRAK training and
tool to be successful. These assumptions included: that the system and health centres
management were committed to implementing the HU5Ks program and considered child
development a priority; the health centres would be engaged in the research; the health
centres supported and valued the AHW role; that AHWs would be familiar with the
HU5Ks program; AHWs would be interested in participating; and that stakeholders
would agree that AHWs have a primary role in providing developmental services. Most
of these assumptions were not met in Nhanhala from the outset, particularly the routine
delivery of HU5Ks checks, despite being deemed core business. While this constraint
was apparent from the earliest stage of the study, and was confirmed by the training
needs analysis, as explained in chapter three, a number of community leaders were
committed to the project and were eager to participate. Thus, despite knowing that
many of the pre-conditions assumed necessary for success were not fully present, we
decided to proceed in Nhanhala out of an ethical responsibility to the community. The
two case studies therefore had somewhat differing contexts and sets of factors
influencing the training and ASQ3-TRAK implementation, despite the communities
having many similarities.
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9.3.1 Practices and processes influencing the
implementation of the TRAK training
The role of the gatekeeper
As anticipated, health service management had a major influence on the implementation
of the training. The system for approving research projects within the NT Department of
Health leaves the health centre manger with significant power and, as described in the
previous chapter, this process effectively stalled the project in Nhanhala until there was
a change in staff. This management decision process is not consistent with
recommendations by Tregenza and Abbot (1995) and the NT AHW Profession Review
(NT Department of Health, 2010) that health services take a consultative and collective
decision making approach. Neither does it align with Henry et al.’s (2004) Indigenous
Research Reform Agenda that asserts there should be increased levels of Indigenous
community control over all aspects of research projects. Aboriginal staff and the
community’s wishes were not considered in the management decision and this approach,
surprisingly, was not questioned by higher level management.
In contrast, the Yumurrku health centre manager’s support in facilitating the
implementation of the training went beyond simply approving the project. Not only did
the health centre manager support the study, she actively provided direction to staff and
assisted in engaging them in the process. The active support facilitated the delivery of
three training workshops and consequently a broader reach. Without this same level of
support from the Nhanhala health centre manager, staff were not able to be engaged in
the entire process. Although the plan had been to deliver two workshops in Nhanhala,
the initial obstacles to the program presented by the health centre manager impacted on
the implementation. Despite the subsequent acting health centre manager being
supportive, she was not in a position to address the best approach to maximise the
training delivery plan. Therefore the AHWs, who were the focus of the study,
participated in the training but other remote health practitioners were not able to be
included as intended.
The strength of research partnerships
As discussed in chapter four and in the case studies, the study was able to proceed in
Nhanhala despite not having the health centre manager’s support initially. This was
possible because of the strength of the relationships I developed with other senior
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community members. An important finding from the field trips conducted over almost
two years in each of the communities was the benefit of time and repeated visits to
establish and maintain trusting relationships with staff and key participants, including
community leaders (Dudgeon et al., 2010). The relationships that developed into
partnerships were equally as important in Yumurrku, despite existing health centre
manager support. Without developing rapport and engaging the community, the
adaptation of the ASQ-3 would not have proceeded and the training would have been
unlikely to succeed. Research efforts in Aboriginal communities are not likely to
succeed without strong, productive relationships (Laycock et al., 2011) and sufficient
time invested in this process.
Throughout the study I maintained regular email, telephone and face-to-face
communication with participants and managers, both local and central, and ensured that
other events taking place in the health centre and the community were taken into account
in any plans. This required considerable perseverance and flexibility to implement the
training. Demonstrating respect for community members, staff and management, and
for the responsibilities they were often burdened with, was also equally important
(Street, Baum, & Anderson, 2009; Wand & Eades, 2008). This observation is echoed in
a report exploring the way researchers operate and conduct research with Indigenous
communities (Franks et al., 2002) and is the foundation of national policy documents on
conducting research with Aboriginal people (NHMRC, 2003, 2010).
Credibility of the trainer and quality of training
Another important factor that may have facilitated the implementation of the training
was the expertise that I brought to the study as a developmental paediatrician. This
enabled me to be trusted as a content expert with direct experience and therefore as
having credibility as a trainer. Evidence suggests that the person delivering the
intervention is an important driver (Fixsen et al., 2005). In the Olds’ (2007) NurseFamily Partnership program, outcomes have been found to be better for the groups
allocated to nurses versus the group allocated to paraprofessionals, because nurses were
perceived as more competent. However, in the Cochrane review of health educational
outreach visits, the importance of the type of visitor remained unclear (O'Brien et al.,
2008). My professional position provided credibility that enabled me to engage with all
disciplines, including trained child health nurses. That said, I would not advocate the
necessity of all future training being implemented by a developmental paediatrician.
Given the nature of the training, other child health-trained practitioners, such as child
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health nurses, have sufficient knowledge and experience to be content experts and
conduct training in this practice setting.
The quality of the training undoubtedly influenced the implementation process of the
training. I drew upon adult learning theories (Knowles et al., 2011; Kolb, 1984) and
literature exploring the strategies for effective training in the remote Aboriginal context
(chapter six) was considered carefully, and informed the design and implementation of
the TRAK training program. Moreover, the process of conducting the needs analysis
identified the expectations of the learners and the deficiencies in current practice. Needs
assessments are recognised as being crucial in educational processes that lead to health
practice change. In this study, in addition to the information obtained, the needs analysis
assisted with the engagement of the learners (Grant, 2002; Hauer & Quill, 2011).
While acknowledging that training alone will not improve practice, a synthesis of
implementation research literature concluded that effective training is a vital, ‘core’
component of all effective interventions (Fixsen et al., 2005). Fixsen and colleagues
(2005) assert that effective training workshops consist of presenting information,
providing demonstrations and ensuring participants have the opportunity to practice key
skills. Medical education commentators acknowledge that better outcomes can be
expected with well-designed educational interventions and quality teaching, even with
reluctant learners (Murdoch-Eaton, 2013). In this context the TRAK training satisfied
all these factors.

9.3.2 Contextual factors necessary for ongoing
application of the ASQ3-TRAK tool in routine
practice
The TRAK program provided training, a culturally appropriate developmental screening
tool, and practice guidelines to improve knowledge, skills and confidence of AHWs and
other remote health staff to support them in delivering comprehensive developmental
monitoring as part of the existing HU5Ks program. Despite widespread acceptability of
the ASQ3-TRAK tool, the perceived relevance and value of the training, and high levels
of enthusiasm and motivation among participants, there were other factors present that
hindered the optimum, ongoing application of the tool.
This study identified a set of service circumstances that are necessary prerequisites for
the successful and sustainable implementation of the ASQ3-TRAK tool with resultant
integration into routine service delivery. The three themes identified were: leadership
and governance in remote health practice; support for the remote health workforce; and
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structures in the health centre (see Figure 9-1 below). All three components need to be
integrated in a multi-level approach over the long-term to achieve successful
implementation of new practices such as the routine use of the ASQ3-TRAK tool in the
remote health centres (Fixsen et al., 2005).
This multi-level approach is also consistent with the literature examining clinical quality
improvement practice in both mainstream and Aboriginal health care settings (Gardner
et al., 2011; Gardner, Dowden, Togni, & Bailie, 2010; Kaplan, Provost, Froehle, &
Margolis, 2012; Urbis, 2009; Wise, Angus, Harris, & Parker, 2013). Kaplan and
colleagues (2012) present a conceptual model based on a recent systematic review of
business and health literature (Kaplan et al., 2010), designed to understand the
contextual factors affecting the success of quality improvement programs in health care.
The clinical quality improvement model provides a useful framework for exploring the
barriers and facilitators to the introduction of the ASQ3-TRAK tool, as a new
innovation. The following section discusses how the interdependent contextual factors
at the leadership, structural and workforce level influenced this service reform.

Figure 9-1: Contextual factors influencing integration of
the ASQ3-TRAK tool into routine care
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Leadership and governance in remote health practice to
support the ASQ3-TRAK process
There is widespread evidence for the need for strong, stable and consistent leadership
and management directive in Aboriginal primary health care services (Graff, Springer,
Bitar, Gee, & Arredondo, 2010; Health Workforce Australia, PriceWaterhouseCoopers,
& Shannon Consulting Services, 2011; Panaretto et al., 2010) and specifically in quality
improvement initiatives (Gardner et al., 2011; Kaplan et al., 2012; Wise et al., 2013).
This view was supported by this study’s findings across both communities. Leadership
in, and commitment to, primary health care from management was required, for example
in establishing child health program days, implementing child health checks, and
ensuring adherence to systems and guidelines. Other research examining the barriers to
provision of adult health checks in an Aboriginal Medical Service, recommended that
strong leadership that promotes preventive care, including well-checks, is needed
(Jennings et al., 2013). The demonstration of such leadership was seen in Yumurrku,
where the health centre manager introduced a comprehensive child health program day
and prioritised child health. All practitioners were encouraged to participate equally on
‘Kids’ Day’ and adults were not seen unless an emergency. These processes were
introduced incrementally, which is an attribute recognised in effective leaders in quality
improvement programs (Gardner et al., 2010).
In Nhanhala there was confusion about roles in part due to the fact that the three separate
organisations (the Remote Health branch, the Health Development branch and the AMS)
managed the staff, with lack of clarity regarding responsibility and authority for child
health. In Yumurrku, while there was only a government-run health service, the health
centre did have staff from different departments working from within the health centre.
They were included in the Remote Health-run health centre and functioned effectively as
part of the primary health care team, led by the health centre manager. All staff were
clear about their roles within the health centre.
Essentially, for most of the time leading up to the training implementation, Nhanhala did
not have a health centre manager who adopted the primary health care philosophy. This
philosophical difference was never reconciled and left staff feeling disrespected and
ultimately resigned. Although this manager eventually moved on, the acting managers,
in caretaker mode, were unable to provide leadership but instead needed to focus on
maintaining administrative processes. They were limited in their capacity to implement
a comprehensive primary health care model when only relieving for weeks at a time.
This perpetuated an acute care focus that is not aligned with the AHWs’ preferred model
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of care (Health Workforce Australia et al., 2011), nor with the National Aboriginal
Community Controlled Health Organisation’s 10-point plan for improved health
outcomes (NACCHO, 2013). The focus on acute care was a significant barrier in this
study and the need to ensure health centre managers have a primary health care
orientation is paramount to the success of the ASQ3-TRAK process.
Although Nhanhala had a workforce, with a child health AHW and maternal child health
nurse, there was no clear structure or systemisation of the child health program, and
therefore no structure or system for the ASQ3-TRAK tool to be implemented in the
health centre. Roles and responsibilities of the child health AHW and maternal child
health nurse, who were not Remote Health staff, were not clear and they were not
afforded authority in the health centre, leading to staff frustration and inertia. When
staff driving quality improvement initiatives are given authority to make decisions, the
process has been found to be more likely to succeed (Urbis Keys Young, 2006). In
Nhanhala, the absence of agreement and clear direction on how staff from the AMS, the
Health Development branch and the health centre could work together was a barrier to
improving the child health checks and developmental care provided to children.
The lack of role identification and designated positions has been found to be an obstacle
to changing health professional behaviour and improving health care practice elsewhere
(Ashby et al., 2012; Wise et al., 2013). It is the responsibility of health centre managers
to provide coordination of the roles and responsibilities of staff from different
disciplinary backgrounds, especially if different departments are involved (Mills et al.,
2010). Following on from this, they need to be able to communicate this to the health
care teams so that roles are clearly understood and staff can effectively implement
innovations to improve practice delivery (Wise et al., 2013). The NT AHW Professional
Review (2010) has recommended that management ensure nurses understand the role of
AHWs as a strategy to improve workplace practice.
Although all participants appreciated the value and importance of the ASQ3-TRAK tool,
perceived lack of time was an issue and some participants felt judged by their colleagues
if they spent too long with one patient, creating a barrier to delivery of care. Similarly,
in a study exploring implementation and sustainability of skills gained in early
childhood development training, insufficient time being allocated for developmental
monitoring was a key barrier identified (Ertem et al., 2009). It is important for health
centre managers to truly understand the purpose of the developmental check and to
appreciate the time taken to complete the ASQ3-TRAK tool, as highlighted by key
informants in Yumurrku. Furthermore, health centre managers need to be involved in
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addressing system factors that may lead to integration of the tool and the practice into
routine health centre care. In recognition of this need, in another context, a workshop
for managers to encourage their support for a practice intervention was added to the
training program in an Aboriginal-specific smoking cessation intervention (Wise et al.,
2012).
Studies exploring implementation of interventions in primary health care settings
concluded that without strong leadership, in words and in action, sustainability of any
program was unlikely (Graff et al., 2010). This study found that informants wanted
solid leadership. To support the implementation of the ASQ3-TRAK tool, informants
suggested “stricter rules” were necessary. An explicit requirement from the health
centre manager that the checks should be completed, would mean that staff would be
more likely to complete them. In Yumurrku, one of the key strengths that resulted in
successful implementation of the HU5Ks program was strong leadership supporting
child health checks. The health centre manager’s midwifery background, and the health
centre nurse’s child health training, established a health centre commitment to child
health and the implementation of the ASQ3-TRAK tool. However, the health centre’s
instability, resulting in staff feeling overwhelmed and unmotivated at the time of
implementation, meant the clinic expectation that developmental checks must be
completed was absent.
Strong leadership is not sufficient on its own and needs to exist within an effective
governance structure that includes policy frameworks and practice guidelines. Policy
support has been identified as one of the most critically important factors for uptake of
quality improvement initiatives in Aboriginal primary health care services (Wise et al.,
2013). Ideally, developmental checks should be key performance indicators that health
centres report against. Currently, developmental screening and child development
outcomes are not included in the Aboriginal key performance indicators that are reported
to the Commonwealth government on a six monthly basis (NT Department of Health,
2009). Inclusion of routine developmental checks as a key performance indicator would
provide the health centre managers with the higher level mandate to provide the
necessary prompting and monitoring of staff practice. Establishing a centralised plan
with policies to support practice would also address the issues associated with high
turnover of managers who all bring with them new approaches. This was a problem
Nhanhala faced throughout the course of the study and is not uncommon to remote
communities, leading to ever-changing plans for how the health centre should be run.

251

Supporting the commitment to the integration of the ASQ3-TRAK tool into routine care
requires an adequate workforce, which is a significant issue in the NT. Workforce
issues plague remote health services with high turnover of non-Aboriginal staff,
recruitment difficulties and difficulties backfilling positions (DEEWR, 2013c; Garnett et
al., 2008; Voit & Carson, 2012; Weymouth et al., 2007). These factors often leave
health centres effectively short staffed and struggling to deliver acute care services, let
alone preventive health care programs. The audits, conducted as part of the needs
analysis, revealed that developmental checks were not being delivered consistently, as
per the HU5Ks schedule. Qualitative findings from both settings in this study confirmed
that child health checks are sacrificed when there are competing priorities and that this
was a key barrier to completing developmental checks. In Yumurrku, a key informant
reported that there were inadequate staffing levels to adopt a comprehensive primary
health care model and to deliver this care consistently. They strove to deliver quality
primary health care and achieved good results but with chronic staff shortages the cost
was staff burnout. Furthermore, the effort required to achieve those results in Yumurrku
was not acknowledged by regional managers.
Staff being overwhelmed by the workload is a feature of remote health services reported
in other studies examining child health care services in this context (Bar-Zeev, Kruske,
Barclay, Bar-Zeev, & Kildea, 2013). Building human infrastructure is not a panacea.
However, it is imperative that government reviews the capacity of remote health services
to improve the core numbers of health centre staff and address workload issues. This
would also ensure that relief staff are available, and would support health centres to
release staff for professional development and workplace training - an important strategy
for improving quality of care and addressing continuing professional development for
AHWs (Aboriginal and Torres Strait Islander Health Workforce Working Group, 2011;
National Aboriginal and Torres Strait Islander Health Council, 2008; National
Indigenous Health Equality Council, 2010).
Support for the remote health workforce – the importance of
partnerships, champions and maintaining skills
It is well recognised that AHW-nurse partnerships within remote health centres are an
essential factor for optimal provision of care (Genat et al., 2006; Stamp et al., 2008;
Tregenza & Abbott, 1995). Findings of the training needs analysis in chapter five
highlighted that the absence of strong AHW-nurse partnerships presents a significant
barrier to delivery of care by AHWs. The post-training findings from both communities
emphasised this point further. In Yumurrku, the strength of the working relationships
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between the Strong Women workers and the other practitioners was also recognised as
very beneficial, and informants considered working with them to administer the ASQ3TRAK tool to be a preferable approach that would support the staff to implement the
tool. Although the Strong Women Strong Babies Strong Culture program is available in
Central Australia, Nhanhala did not have any Strong Women workers. Recruitment to
this program is an issue across the NT (NT Aboriginal Health and Community Services,
2012a). However, the addition of Strong Women workers could be a further support to
the health centre staff in the endeavour to provide quality child health services, including
developmental monitoring (Bar-Zeev et al., 2013).
Informants in both communities had no doubt that joint training for both nurses and
AHWs was valuable in building relationships and encouraging a team approach to the
implementation of the ASQ3-TRAK tool. The importance of understanding one
another’s roles has been identified as a factor influencing the ability of nurses and
AHWs to work as a team (Health Workforce Australia et al., 2011; Stamp et al., 2008).
This team culture had been successfully established in Yumurrku, where AHWs were
respected as highly skilled and capable colleagues. In contrast, AHW-nurse partnerships
were a significant challenge in Nhanhala, particularly because of the high turnover of
staff. However, the difficulties were also attributed to the perceived lack of respect
shown by some health centre managers who were reported not to value the role of
AHWs and undermined them (Health Workforce Australia et al., 2011).
A lack of respect for AHWs’ traditional and cultural knowledge was recognised as an
issue in remote health services by Tregenza and Abbot (1995) and is confirmed by the
NT AHW Profession Review (NT Department of Health, 2010), that argues cultural
differences between AHWs and Western management styles create significant
difficulties for AHWs in their workplace. A qualitative study exploring factors that
constitute support for Aboriginal child health workers found that participants expressed
a desire to be considered equal to other team members and to be respected in their role
(Watson et al., 2013). It is understandable that the AHWs’ performance is negatively
impacted when working in environments where little respect for the role of the AHW is
shown, and where racism, culturally inappropriate behaviour and bullying are
experienced (Health Workforce Australia et al., 2011; NT Department of Health, 2010).
There is a need to ensure health centre managers have the knowledge and expertise to
create a culturally safe and positive environment that enables AHWs and nurses to work
together. While AHWs may need to make their skills known to new staff, this can only
be done in an environment where AHWs are respected and feel empowered; providing
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tailored and timely cultural competence training to non-Aboriginal staff is one way to
begin to address this key issue (Health Workforce Australia et al., 2011; Walker & Sonn,
2010).
Relationships with partners outside the health centre are also an important factor in
supporting remote health staff in their role. Collaboration between health and other
sectors such as education and community services is an important strategy to address
issues that are system wide, such as child development (Australian Department of Health
and Ageing, 2013). Across both communities, establishing community partnerships
with FaFT and child care workers was also recognised to be of value to the health
centre’s developmental practice. In Yumurrku, this relationship with FaFT was already
quite strong. There was a suggestion in Yumurrku that an outreach service could
involve the FaFT worker who had participated in the training, which would add to the
capacity of the health centre and maintain skills through mutual support. Although a
decision was made at the SAT meeting to have regular, formal meetings to discuss
children about whom staff were concerned, this had resulted in one meeting only. The
reasons cited for this were the closure of FaFT over school holidays and the significant
change to the governance of the health centre in early 2012, which was experienced as
having a destabilizing effect by a number of staff.
The FaFT team did not have such a strong relationship with the Nhanhala health centre.
However, the FaFT workers were keen to be involved and there was potential for a
partnership to be developed between the health centre, FaFT and the AMS. Yet, with
the constant turnover of health centre managers, operationalising this partnership, which
was an issue raised at the SAT meeting, was not a priority for the acting health centre
managers in ‘caretaker’ mode. Nevertheless, cultivating these partnerships is important,
as promoting interprofessional roles and responsibilities can overcome professional
demarcations that hinder practice, and intersectoral collaboration can strengthen the
delivery of services (Ashby et al., 2012; Australian Department of Health and Ageing,
2013; Robinson, 2011). This intersectoral approach to supporting improved
developmental monitoring aligns with the whole-of-government initiative being led by
the NT Department of Education to integrate child and families services, including the
setting up of Indigenous child and family centres (Department of Education, 2013).
Training and ongoing support for all staff is an essential part of the process when
implementing any new initiative to build capacity (Kulunga Research Network et al.,
2010; Wise et al., 2012). Ongoing support or ‘coaching’ is a continuation of training
and has been recommended to be undertaken as a core responsibility of health centres

254

(NT Department of Health, 2010). It is widely understood to be an important
component of implementation of practice, and necessary to consolidate newly learned
skills in any arena (Fixsen et al., 2005; Graff et al., 2010). A qualitative study exploring
the role of Indigenous oral health workers recommended specific staff be designated in
the support role for the health workers (Walker et al., 2011). The NT Department of
Health’s Health Development branch employs child health nurses to provide support to
Remote Health staff in the area of child health and undertaking the HU5Ks checks. The
Health Development branch, in both regions, endorsed this study and supported the child
health nurse having a key role in providing ongoing support and training, a policy
confirmed during the SAT meetings. However, recruitment and retention to these
positions is generally challenging and, effectively, there was no external child health
support for either of the remote health centres, due to the vacant positions being difficult
to fill, and successful applicants having limited child health training.
The needs analysis and SAT meetings identified local clinical champions who could
provide ongoing support to staff in both communities. In Yumurrku, the nurse with the
child health portfolio was child health-trained and certainly capable of providing
guidance and ongoing training. However, she was not as available as anticipated
following the training, due to the change in health centre governance. The Yumurrku
health centre began a very unsettled period following the announcement, shortly after
the training, that the health centre was being handed over to the AMS. This had a major
impact on the functioning of the staff and the health service and resulted in what the
health centre manager described as “disintegration”. Disillusionment and lack of
motivation led to many staff taking extended leave, and the usually high functioning
Yumurrku health centre almost came to a standstill. In Nhanhala, the child health AHW
and the maternal child health nurse were both identified as able to provide support but
this did not eventuate. The frequent changes in management in the Nhanhala health
centre created such instability that the health centre seemed unable to move beyond a
reactive mode. In both communities, the staff identified as support staff were not able to
effectively incorporate the ASQ3-TRAK tool into their own practice, let alone support
other staff, without their own support processes to draw on. A practice or initiative
cannot be expected to succeed without stability in the workplace, and ongoing and
consistent support to reinforce skill development and build confidence (Urbis, 2009;
Wise et al., 2013).
Ongoing support is necessary to engage staff in changing behaviour. In studies
examining health professionals’ behaviour using socio-cognitive models, incentives
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have been explored as behaviour-changing strategies. Eccles et al. (2005) noted that the
most consistently successful behavioural methods involve contingent consequences,
such as rewards. A monetary incentive was considered a useful method for encouraging
health centre managers to remind staff to complete the developmental check using the
ASQ3-TRAK tool. AHWs in Yumurrku were strongly encouraged by management to
complete sexual health screens that generated payments above the Medicare rebate.
This approach has been used in paediatric settings in the US, where providers using
formal screening tools are reimbursed for screening (Honigfeld et al., 2012). In both
high- and middle-income countries, a lack of financial incentives has been identified as a
significant barrier to implementation of developmental screening and brief intervention
for other chronic conditions (Ertem et al., 2009; Johnson et al., 2011).
In Australia there is a Medicare-funded health assessment for all Aboriginal and Torres
Strait Islander people and the guidelines recommend that, for children, a medical history
should include developmental questions and that, if indicated, the examination should
include a developmental assessment “to determine whether age appropriate milestones
have been achieved” (Department of Health and Ageing, 2013). Although this monetary
incentive does exist, this annual service can only be claimed by a general practitioner
and the uptake of the health assessments in the NT has been low. In 2011 2,529 children
aged 0-4 had a health assessment by a general practitioner (Medicare Australia, 2013)
which equates to only 14.7% of the 0-4 population in the NT at that time (ABS, 2011a).
There are a number of problems with this policy. First, many remote communities only
have a visiting Remote Medical Officer for whom it would be a challenge to conduct
health assessments on the entire population (Kelaher, Dunt, Thomas, & Anderson,
2005), including developmental checks on children, annually. The health assessment
can be commenced by an AHW or nurse however the doctor must complete it, which
extends the time taken to complete the already lengthy assessment. Second, even if
uptake could be improved, there is considerable evidence that practitioners are much less
effective at detecting developmental problems when relying on clinical judgment alone
compared to when a developmental screening tool is used (Guevara et al., 2013; Marks
et al., 2011). The health assessment guidelines recommend clinical assessment as part
of monitoring but do not suggest the use of any developmental screening tool, which is
not consistent with best practice (AAP, 2006). Finally, the exclusion of AHWs as
practitioners able to claim this service does not demonstrate any acknowledgement of
the significant role AHWs play in providing primary health care, and specifically
developmental care, as previously discussed. I would argue that it would be reasonable,
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and certainly more feasible, if the health assessment were broken down into various
components and if AHWs could claim the Medicare service for providing developmental
services that included the ASQ3-TRAK tool or any other structured screening tool.
Incentives to support staff in adopting practice change is a useful strategy that could be
considered alongside building the workforce capacity. A common finding among the
two communities was the view that all health centre staff should undergo TRAK training
not only to improve working relationships but also to better support the implementation
of the program. This finding is supported by prior research that recommended the whole
primary health care team participate in training to support the Indigenous health workers
in their oral health role (Walker et al., 2011). A skilled workforce group across
disciplines and management levels has been identified as one of the most important
factors associated with successful uptake of quality improvement processes (Wise et al.,
2013). However, maintaining a core of staff who are trained remains a challenge due to
high turnover of staff in remote health centres (Garnett et al., 2008). The training
achieved a broad reach in Yumurrku, yet only three health practitioners who were
trained remained at the health centre six months following training. While the health
centre had previously been relatively stable, the handover to the AMS had caused
considerable unrest and the remaining trained staff were not certain about continuing on
at the service. Their departure would have left a significant gap in the health centre’s
capacity.
In Nhanhala, none of the nursing staff had been trained and notably, four months after
the training, all nursing staff in the health centre were new, with yet another acting
health centre manager. However, all the AHWs and the maternal child health nurse who
had participated in the training remained in the community. Overcoming the multiple
problems generated by staff turnover is not straightforward. With such high turnover of
both core staff and external support staff, the remaining health centre practitioners have
the huge responsibility of orientating new staff (who are often temporary) as well as
training new staff and supporting colleagues in specialised programs. There is a marked
impact on staff morale and on the ability to provide services due to effective staff
shortages (Gardner et al., 2010; Panaretto et al., 2010).
As anticipated, the AHWs who participated in the training were almost all still employed
in the two health centres, while there had been turnover of the non-Aboriginal staff. The
high turnover of non-Aboriginal staff, so often seen in remote communities (Garnett et
al., 2008), was a major consideration during planning that led to focusing on building
capacity of AHWs as the most consistent workforce. More importantly, building
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capacity of AHWs was aimed at empowering AHWs to hold this knowledge and
expertise in recognition of their valuable role in the health centre (National Rural Health
Alliance, 2006; Tregenza & Abbott, 1995). However, for AHWs to be empowered to
use their knowledge and make decisions about developmental services, it is critical that
the workplace enables this. This was a key factor that emerged as a barrier to the ASQ3TRAK implementation. The findings in this study confirm that AHWs wished to have a
voice in the health centre and greater involvement in decision making; however, the
environment did not support their active participation. This is closely related to the issue
of workplace dynamics discussed earlier in this section and again returns us to the issue
of leadership. Leadership is required to support AHWs and to create an enabling
workplace where they feel empowered and culturally secure if we wish to see their
capacity utilised (Health Workforce Australia et al., 2011; O'Donoghue, 2000).
While it is important that AHWs remain the focus, there is no doubt that ongoing
training to maintain the skills of a core group of both nurses and AHWs is necessary to
support the AHWs and avoid the risk of overburdening this workforce group and
causing burnout (National Indigenous Health Equality Council, 2010). More frequent
training workshops to train local and support staff (such as the child health nurses) needs
to be considered (Urbis, 2009).
Structures in the health centre to promote quality
developmental practice
A dedicated child health day was universally described as a necessary component of a
child health system. In Yumurrku, where a ‘Kids’ Day’ was routine, it was highly
valued and all staff were committed to it. In Nhanhala, where it was no longer part of
the routine, all staff were enthusiastic about re-instating it. AHWs in Nhanhala sought
structure and they perceived a child health program day would improve the workplace
environment by creating boundaries to contain the many tasks of the health centre and
thus improve delivery of the HU5Ks program. This is consistent with the literature
exploring facilitators to Aboriginal health checks that suggests dedicated health check
days may increase uptake by embedding the well-person checks in clinic processes
(DiGiacomo, Abbott, Davison, Moore, & Davidson, 2010; Jennings et al., 2013).
Furthermore, the NT AHW profession review (2010) recommended that health services
should redesign the work in their centres to address the preferences and skill set of
AHWs and other health centre staff.
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Findings from this study suggest that staff prefer the allocation of portfolios, both in
Nhanhala and in Yumurrku. In Yumurrku the child health-trained nurse held the child
health portfolio and was the driver for that program, with the responsibility of leading
the process and ensuring recalls were followed up. This was viewed as critical to the
success of the HU5Ks program in Yumurrku. However, despite the existence of
systems, with the instability in the Yumurrku health centre and with the loss of the
driver, as previously described, the health centre did not have the capacity to implement
the ASQ3-TRAK tool. Furthermore, although the structure of the child health day and
system of portfolios made a definite difference to the Yumurrku health centre’s ability to
conduct child health checks and implement the HU5Ks program, it did not of itself
ensure the ongoing use of the ASQ3-TRAK tool. A dedicated child health day and a
clinical champion driving child health within the health centre remain one component of
the overall framework for successful implementation. Although these structures to
guide practice are necessary, stability in the health centre, along with strong directive
from management and a policy framework to support this, are also vital (Wise et al.,
2013). Incorporating the tool into the child health check is a further innovation, and
successful implementation requires a long-term, multi-level approach (Ertem et al.,
2009; Fixsen et al., 2005).
To improve uptake of and access to the ASQ3-TRAK tool, moving the developmental
check away from the health centre was raised as a possibility in both communities. In
Yumurrku, an outreach service was suggested, while in Nhanhala, the AMS family
centre had been built and plans were underway to move aspects of the child health
check, such as the developmental check, to the new premises. This was not suggested as
an alternative to a child health day, but instead as part of a dedicated program day. This
proposal would see specific attention given to the developmental check and adequate
time to perform it correctly. The need for outreach is supported by Jennings et al.
(2013) and DiGiacomo et al. (2010) who identified outreach as an important enabler to
improving the uptake of adult Aboriginal health checks. Similarly, a study exploring
implementation of developmental monitoring practices in middle-income countries
suggested it may be more realistic to address child development during home visits
(Ertem et al., 2009).
An outreach service would also address an issue that all informants across both
communities raised; the time taken to complete the ASQ3-TRAK. The length of wellperson checks and the time they take to complete are recognised constraints to delivery
of the service, and the busyness of clinics compounds this factor (DiGiacomo et al.,
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2010; Jennings et al., 2013; Steenkamp et al., 2012). Although Jennings et al. (2013)
reported that shortening the health check was one strategy recommended for increasing
the uptake, this was not suggested by any informants in this study. Instead, they
strongly advocated for maintaining the tool’s format and focusing on engaging parents
as part of the solution. Providing an outreach service, or conducting the developmental
service away from the primary health centre, was described in both communities as a
way of focusing on the child health checks to better engage parents in the need for the
longer consultation and consistent with obtaining informed consent (Ball & Le Mare,
2011). It would help increase awareness and acceptance of the check by taking a more
family-centred approach (Herceg, 2006), a finding also reported by other research in
AMSs (DiGiacomo et al., 2010; Jennings et al., 2013). However, effective outreach
needs to be supported by appropriate systems and infrastructure.
In both settings, informants strongly recommended incorporating the ASQ3-TRAK tool
into the electronic health record. Not only would this then prompt staff to complete the
developmental check as part of the HU5Ks check, it would also automatically record the
results. Moreover, this would make the ASQ3-TRAK tool available to all staff
simultaneously, overcoming the issue of access to the hard copy of the tool. However,
this would not be without problems. First, as raised in the needs analysis in chapter five,
computer literacy can be a problem for remote health staff and, as shown by the
Nhanhala medical record audits, staff had difficulty negotiating PCIS to accurately
complete the HU5Ks care plans. Second, an electronic flag does not guarantee the
check is completed; recalls can easily be ignored, again as shown by the medical record
audits. Finally, one of the strengths of the ASQ3-TRAK tool, identified in chapter four,
was the process of engaging the child and the caregiver. Needing to complete a ‘form’
on the computer screen is a distraction that could take the practitioner’s attention away
from the interaction with the family. A system that facilitates the use of the tool and
documentation of results while still maintaining the family-centred focus, such as a
tablet that is linked to the electronic record, could be explored.
Another infrastructure issue that arose in both the training needs analysis and the posttraining interviews was the lack of an appropriate space to conduct the developmental
checks. The kids’ rooms in both health centres were busy, noisy rooms that were used
as thoroughfares. It was not uncommon for multiple consultations to be conducted
simultaneously in the Yumurrku kids’ room. Consequently, it was challenging to
engage a caregiver and child to demonstrate developmental skills due to the numerous
distractions. A noteworthy finding from the parents’ interviews was their strong
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preference for the developmental checks to be conducted in private. This was an
unexpected finding as there was an assumption among informants that child health
issues do not necessarily require privacy. While this is not the only barrier, respecting
the privacy of parents and their children is an important factor that needs to be addressed
in an attempt to engage families to undergo developmental checks. Providing an
adequate space is imperative, whether this is securing another clinical room for the
developmental checks or conducting the checks out of the health centre.
One last structural factor that is important in the ongoing use of the ASQ3-TRAK tool is
specific quality improvement strategies. Clinical quality improvement approaches that
include clinical audits to provide feedback to staff and health services about their service
delivery have been found to be effective in improving professional practices (Jamtvedt,
Young, Kristoffersen, Thomson, O'Brien, & Oxman, 2003). There has been
considerable interest in using these methods in Aboriginal primary health care with
voluntary uptake of clinical quality improvement projects in this sector (Bailie,
Sibthorpe, Gardner, & Si, 2008). In recent years, the NT Department of Health has
implemented a clinical quality improvement process across all remote Aboriginal health
centres, including Yumurrku and Nhanhala (Bailie et al., 2010). The One21Seventy
(2013) suite of audit tools, including the child health audit tool and the Systems
Assessment Tool, has been used as part of this process to assess and improve systems
for delivery of best practice care.
The audit tool that was adapted for the purpose of this study could feasibly be
incorporated into efforts to improve the implementation of the ASQ3-TRAK tool and
monitor developmental services as part of the existing clinical quality improvement
initiatives. Specifically, the plan-do-study-act quality improvement cycle can be applied
to any practice (Gillam & Siriwardena, 2013). The audit would reflect adherence to best
practice in relation to development services for children under five. Providing this
feedback to the health service and practitioners would enable ongoing assessment of the
system to support developmental practice, with the ultimate aim being to improve the
developmental care delivered to children in these communities. The health centres are
supported by clinical quality improvement coordinators who assist in undertaking the
quality cycles, and could reasonably lead this process with the child health nurses.
The effects of audit and feedback alone are generally small to moderate (Jamtvedt,
Young, Kristoffersen, O'Brien, & Oxman, 2006). Much depends on the methods of
feedback (Foy et al., 2005) and, when integrated within an overall quality improvement
framework, effects are more promising (Gardner et al., 2011). Although the research
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findings are equivocal, there is some evidence to suggest that multifaceted quality
interventions are most effective (Jamtvedt et al., 2006; O'Brien et al., 2008). Grimshaw
et al. (2004) suggest that multi-faceted interventions designed to address specific
barriers are more likely to be effective than single interventions. Other studies that
sought to understand why particular quality improvement interventions work suggest
that contextual factors, as described in this section, are highly relevant and need to be
considered in interventions (Gardner et al., 2010; Kaplan et al., 2012). Thus, to be most
effective, audit and feedback relating to developmental care would need to be integrated
into a broad quality improvement system that considers implementation strategies
relevant to the specific barriers and facilitators of change in that context (Grimshaw,
Thomas, MacLennan, Fraser, & Ramsay, 2004).

SUMMARY
The TRAK training program was intended to reach and provide training to AHWs and
non-Aboriginal health practitioners in two study sites. The program focused on capacity
building of the AHWs, designed to improve knowledge, skills and confidence in the area
of ECD and in the use of the ASQ3-TRAK tool, as part of the existing schedule of child
health checks.
The evaluation findings demonstrated that early and ongoing community engagement
facilitated the implementation of the TRAK training in both settings, despite the
differences in support received from health centre managers. The design and delivery of
the program took the Aboriginal context into consideration and the evaluation
demonstrated it was culturally appropriate and of high quality. Implementation
proceeded as planned and the training reached the AHWs, its intended audience, with
high exposure. The success of the implementation was testament to the will of the
community members with whom strong relationships were formed. The training met the
needs of a diverse group of participants and, notably, AHWs considered the training to
be appropriate, relevant and useful to them in their workplace.
The training led to improvements in skills and knowledge, and confidence of
participants to communicate with caregivers about their child’s development, detect
developmental problems and provide advice to caregivers. The AHWs demonstrated
strong behavioural intention to use the ASQ3-TRAK tool as part of their practice. It is
reasonable to conclude that positive initial outcomes are a result of strong and successful
implementation of the TRAK training program. Findings from this study were similar to
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other findings that have demonstrated that culturally appropriate training and resources
can improve AHWs’ knowledge, skills, self-efficacy, competencies and confidence
(Nagel, Hinton, & Griffin, 2012; Wise et al., 2012). While acknowledging that training
by itself is not an effective approach to implementation of a new practice or sufficient
for capacity building, most authors agree that it is a significant component of any
intervention. The TRAK training needs to be part of the overall integrated effort to
improve developmental practice that incorporates the ASQ3-TRAK tool.
The evaluation simultaneously highlighted the significant challenges and the
opportunities for improvement in the implementation of the TRAK training, and the
implementation of the ASQ3-TRAK tool. Despite the presence of a number of factors
perceived to support the implementation, the change in governance to community
control significantly disrupted the stability the Yumurrku health centre had enjoyed.
These external factors resulted in ‘disintegration’ of the health centre, with low staff
morale and many staff departures. With the loss of the cohesive, stable team and
without the embedded structures, such as IT integration of the tool, policy driving the
practice and adequate external workforce support, the implementation of a new
innovation was not possible. In Nhanhala, there was never strong leadership supporting
the process. Changing management and high turnover of staff had a major impact on the
child health services provided, resulting in a lack of integration and coordination of
services. Moreover, AHWs did not feel respected and valued in this workplace. As
such, this was not an environment in which a new innovation could easily be
implemented.
Despite the AHWs and other participants in both communities remaining motivated,
enthusiastic and committed to implementing the ASQ3-TRAK tool, there was reportedly
little uptake into routine health service in either study site. The factors operating at the
leadership, workforce and structural level discussed in this section were mutually
reinforcing, producing a set of circumstances that did not facilitate the desired change.
However, a better understanding of these factors has provided an opportunity to identify
those that can be modified and thereby produce a set of circumstances that may enable
the capacity building strategies for AHWs and other remote health staff to be integrated
into routine service in the future (Gardner et al., 2010).
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CHAPTER 10

CONCLUSIONS

INTRODUCTION
The findings of different components of this evaluation study have been discussed in the
preceding chapters and demonstrate that the study addresses an important research gap,
providing evidence about what is required to build the capacity of remote AHWs in the
field of developmental practice. This chapter provides a summary of the study with an
integration of the key results and a discussion of the significance of the findings of the
study in the first section. Limitations and strengths of the study are discussed in section
two. Recommendations for practice, policy and further research arising from this study
are provided in section three, and finally, section four concludes the thesis.

10.1 SUMMARY OF STUDY FINDINGS
The broad aim of the TRAK study is to improve the developmental monitoring practice
of remote health practitioners, particularly AHWs. To contribute to achieving this
overarching aim, this thesis focused on the formative and process evaluation of the
capacity building program for AHWs. Thus for this study, I evaluated the
implementation of a specifically designed training program and of the adapted ASQ-3
that aimed to build the individual capacity of AHWs and other remote health
practitioners to better equip them to deliver developmental services.
Prior to this study, there had been no developmental screening tools adapted or designed
for use in remote Aboriginal Australia. This study addressed this important gap leading
to the development of a culturally appropriate developmental screening tool for use in
this high need context. The adaptation process, adopting Herdman’s (1998) universalist
model, required considerable time and resources. This was the first study to use such
comprehensive methods for the cross-cultural adaptation of any developmental
instrument in the Australian Aboriginal context, and demonstrates the value of investing
in the process. The success of the adaptation process, and subsequently the adapted tool,
rested on the collaborative approach that respected local knowledge and opinions, and
enabled and promoted Aboriginal community participation (Laycock et al., 2011).
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Following the rigorous adaptation and translation process, face validity of the adapted
ASQ-3 was confirmed through testing with families, AHWs and other remote health
staff, and early childhood staff. The ASQ3-TRAK tool was judged culturally
appropriate and relevant, and perceived to be a valuable tool to support practitioners’
developmental practice in the remote health centre. This is an important finding and
confirms previous research that highlighted the need for culturally appropriate programs
and tools to ensure culturally competent care for Australian Aboriginal people (Durey,
2010; Herceg, 2006).
A further valuable contribution of this study was the finding that the TRAK training can
be undertaken effectively with AHWs and other remote health and education staff to
build capacity in developmental monitoring practice. The TRAK training followed a
robust design; it adopted techniques focusing on skill development and providing
opportunities to rehearse skills through role plays and practical workplace sessions.
Multiple qualitative methods confirmed that the mode of delivery, which employed a
combined group and one-to-one format, is an effective and valued training approach in
the Aboriginal context. The training workshop improved practitioners’ skills,
knowledge, competence and confidence to identify and manage developmental
difficulties in young children and promote child development, as evidenced on both self
report and observation. In view of the paucity of early childhood development training
accessible to AHWs and other remote health staff, this is a particularly important
finding, as developmental monitoring is part of core Remote Health business. Further,
effective training is a critical component of any practice improvement intervention and it
is important to establish that the TRAK training led to positive learning outcomes.
A number of elements were identified as contributing to the successful implementation
of the TRAK training in both communities, ensuring adequate reach of AHWs and
optimising participant satisfaction. First, the study involved early and ongoing
consultation with community representatives that led to effective partnerships. Second,
AHWs were recognised as key staff in the context and the training was designed with
their needs in mind. Third, training resources and materials, including the adaptation of
the ASQ-3, were developed in conjunction with community partners, and being
particularly mindful of cultural issues. Fourth, the training was informed by adult
learning theories, and the literature pertaining to culturally appropriate strategies was
utilised to enhance the learning experience and ensure quality and relevant training.
Fifth, strong and stable leadership that prioritised child health and practice improvement
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initiatives resulted in a greater number of staff participating in training. Finally,
adequate time was allowed for the development and delivery of the training.
Despite the benefits and value of both the TRAK training and the ASQ3-TRAK tool, the
uptake of the tool was not straightforward. While the ASQ3-TRAK tool filled an
identified gap and aligned with the scheduled developmental checks that are part of the
existing HU5Ks child health program, the integration of the tool into routine health
service practice in the two study communities did not occur as intended. Challenges to
the ongoing use of the ASQ3-TRAK tool were identified in three broad themes:
leadership and governance, workforce support, and health centre structures. The many
factors within these themes are inter-dependent and therefore, while some factors that
were identified as necessary to facilitate the implementation were present, without the
other components, ongoing successful implementation was not possible.
Of the many challenges, three factors emerged as key influences on the implementation
of the training and the ongoing use of the ASQ3-TRAK tool. First, workplace stability
was a major issue that disrupted both health centres and had a significant impact on the
otherwise high-functioning Yumurrku health centre. This is not a factor that can easily
be addressed and certainly not by individual health centres. However, if practice
improvement initiatives are to succeed, policies directed at this issue need to be a focus
for government (Wise et al., 2013). Second, the lack of a culturally safe workplace
where AHWs felt respected and thus empowered had a considerable influence on the
success of the program. This has been recognised as a problem for over two decades
and cannot be ignored (Josif & Elderton, 1992; Tregenza & Abbott, 1995). Strategies to
address AHW-nurse relationships, such as quality cultural competence training, need to
be employed as a priority (Health Workforce Australia et al., 2011). Last, leadership
that adopted a comprehensive primary health care approach, incorporating capacity
building and quality improvement programs, was critical to the process. The sector
requires leadership at all levels to recognise the relevance of the primary health care
model and re-orientate health centres away from the acute care model. This means
employing policy frameworks and key performance indicators that guide practice and to
which all health centre managers are accountable. However, it also means ensuring
health centre managers are engaged and aligned with the primary health care philosophy
(Gardner et al., 2011; Jennings et al., 2013).
The study makes a further contribution by providing important data on these barriers,
thus providing opportunities for addressing the barriers in future studies and improving
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the implementation of the ASQ3-TRAK tool, to successfully embed it in remote
Aboriginal health services.

10.2 LIMITATIONS AND STRENGTHS OF THE STUDY
This study has a number of possible limitations. The first is that only two case studies
were included in this study, potentially limiting the generalisability of the study results.
Furthermore, the embedded unit of analysis – the AHWs – yielded a small sample size.
However, the intention of the case study design to evaluate the implementation of the
training and the ASQ3-TRAK tool was not to achieve statistical generalisation and make
inferences about the population. Instead the aim of the case study was analytic
generalisation, that is, to develop and generalise theories (Miles & Huberman, 1994;
Yin, 2009). The two case studies build on the learning theories applied to the training
intervention, and the lessons learned add to knowledge of implementation processes for
innovations in remote Aboriginal health centres (Grimshaw et al., 2007; Patton, 2002).
Additionally, the rich description of the two case studies enhances the potential
generalisability as it offers the opportunity for the reader to determine the fit between the
case study and the context to which they may wish to generalise (Miles & Huberman,
1994; Ward-Schofield, 1993).
Multiple-case sampling, even if only two cases or a small number of embedded cases,
adds confidence to the findings and encourages broader applicability (Miles &
Huberman, 1994). The case studies selected, using purposeful sampling, have broad
relevance. Many of the circumstances that were revealed for AHWs working in the two
remote Aboriginal communities are common to other communities across the NT (Josif
& Elderton, 1992; NT Department of Health, 2010; Tregenza & Abbott, 1995),
increasing transferability of findings from this study to other settings. Further, the
adaptation of the ASQ-3 extended beyond the two communities to include consultations
with numerous experts in early childhood development in an attempt to gather broad and
diverse views and ultimately achieve consensus on the modified version in ‘translatable’
English. The objective was to achieve a modified version that would be relevant in
remote Aboriginal communities across the NT. Seeking widespread consultation and
feedback from informants outside the two communities was a way of increasing
applicability and transferability (Miles & Huberman, 1994).
The second limitation is that I was responsible for almost all aspects of the study,
including the design and delivery of the training, and the evaluation of the
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implementation, which introduces potential bias in the data collection. Acting as the
evaluator of the program that I both developed and implemented brings with it the risk
of being unable to maintain a neutral stance. Although utilising multiple researchers to
conduct different aspects of the study may have addressed this bias, this was neither an
ideal nor a practical solution in this context.
Introducing a researcher who was unknown to participants and who did not have any
relationship with them would have threatened the quality of the interviews with the
AHWs, and of my direct observations of their practice. An important strength of the
study was the relationships I formed with participants. In view of a history of negative
experiences of Aboriginal people at the hands of researchers (Street et al., 2007), trust is
an essential component of successful, productive relationships in research with
Aboriginal communities (Brands & Gooda, 2006; Kingsley, Phillips, Townsend, &
Henderson-Wilson, 2010; NHMRC, 2003). Participants are more likely to be frank in
interviews when they have developed a sound relationship with the researcher (Patton,
2002). Additionally, the presence of an independent observer to rate participants’
performances may have created tension and anxiety that would have impacted
negatively on their ability. This was not in keeping with participants’ preference and the
collaborative approach taken for this study.
When a research assistant who was a stranger to the community but experienced in
working in remote communities, was introduced to conduct parent interviews, the lack
of familiarity influenced the engagement of the parents and appeared to be a barrier to
collecting data. Although a local Aboriginal research assistant was sought in both
communities, and despite having secured funding for the position, this was not achieved
due to a shortage of available people. Employing additional staff to be involved from
the beginning of the study to develop these relationships required resources beyond the
scope of the study.
The design of the study did attempt to address the potential bias. The multiple methods
employed succeeded in collecting data from different perspectives to clarify results and
challenge the bias that comes from a single method (Crowe et al., 2011; Green &
Thorogood, 2009). Data obtained from self-report were complemented by observational
and audit data. Additionally, using interview schedules and structured observation
checklists, and transcribing interviews verbatim, were further strategies employed to
minimise this bias (Gray, 2009). Notably, informants, including AHWs, did not shy
away from giving thoughtful and considered views in the interviews that did not always
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reflect positively on the implementation, suggesting they did not fear engendering
disfavour.
The third possible limitation is that objective assessment of training did not include a
knowledge test pre- and post-training. A detailed discussion is provided in chapter three
but to summarise, testing in this context may not be culturally appropriate. Participants
had varying levels of English language and literacy proficiency and an overly intrusive
method such as a test (Patton, 2002) could have threatened the engagement with the
process, while not necessarily accurately recording their knowledge. No valid and
reliable measure exists therefore using a test designed for this purpose would have
introduced measurement error. However, objective assessment was included in the
design of the study. A ‘performance test’, recommended by Kirkpatrick and Kirkpatrick
(2007) to evaluate increase in skills, was part of the evaluation. The formal observations
of the practical administration of the ASQ3-TRAK tool, post-booster training, were a
performance test that assessed the participants’ competency.
A final potential criticism of this study is that full psychometric properties of the ASQ3TRAK were not examined. It is acknowledged that reliability and validity of the
adapted tool cannot be assumed and ultimately it is desirable that the psychometric
properties of the adapted version are equivalent to the original ASQ-3. While this is an
important step, it is a significant undertaking and was beyond the scope of this study.
Although a number of limitations have been discussed, this study has significant
strengths. First, the integration of both quantitative and qualitative methods aided in the
understanding of the intervention, particularly in the Australian Aboriginal context.
Mixed methods research is becoming increasingly popular as an accessible research
approach that gives “breadth and depth of understanding and corroboration” (Johnson,
Onwuegbuzie, & Turner, 2007, p. 123). This mixed methods approach has been
recognised as necessary to address developmental health and wellbeing of children in
Australia broadly (Vimpani, Patton, & Hayes, 2002) and the methodology is consistent
with reforms recommended for Indigenous research (Henry et al., 2004). Not only were
mixed methods employed, but multiple qualitative methods including observation,
individual and group interviews, as well as multiple sources, were used. Obtaining
multiple perspectives is referred to as triangulation (Patton, 2002), but rather than trying
to find a consistent version of the data, as triangulation is sometimes defined, it was
important for clarifying and improving understanding of the adaptation requirements,
training needs, and impact of training and implementation of the ASQ3-TRAK tool
(Green & Thorogood, 2009).
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Second, the value of focusing and reporting on the process evaluation, particularly in
health education and behaviour change interventions, has been emphasised by many
(Grimshaw, Eccles, Walker, & Thomas, 2002; O'Brien et al., 2008; Young et al., 2008).
Similarly, in the field of implementation, authors argue for detailed descriptions of
interventions to be published to improve the opportunity for replication and introduction
of successful programs (McCalman et al., 2012; Michie, Fixsen, Grimshaw, & Eccles,
2009). The process evaluation for this study has been able to not only tell us what went
on with the TRAK program and how it was developed, but why it deviated from initial
plans and expectations. This provides valuable information that cannot be provided by
focusing soley on outcomes. As Patton (2002) suggests, “pure pre-post outcomes
evaluation is the ‘empty box’ approach to evaluation” (p. 161).
Finally, a major strength of this study was the concerted effort made to consult the
Aboriginal community representatives from the initial stages and to subsequently
involve them in all aspects of the study, including research dissemination (Bond, 2009;
McAullay, Griew, & Anderson, 2002; NHMRC, 2003; Street et al., 2009). Considerable
attention and time was given to establishing and maintaining the partnerships throughout
the life of the study, a critical component of successful research efforts in Aboriginal
communities (Dudgeon et al., 2010). Respect for local Aboriginal expertise and
knowledge underpinned the adaptation process, which involved comprehensive
consultation and rigorous methods to ensure a quality adaptation (Franks et al., 2002;
Henry et al., 2004). Similar to the adaptation process, the training was also a
consultative process. The training was principally informed by the needs analysis that
included interviews and clinical encounter observations with AHWs, as well as the
medical record audit. This process was respectful of staff needs and preferences, and
was an important engagement strategy for participants in the training. This collaborative
approach to developing research arguably “supports community empowerment, capacity
building and improved infrastructure” (Street et al., 2007, p. 377).

10.3 IMPLICATIONS OF THE STUDY
Recommendations for further research and for policy and practice arising from this
study are presented in the following section.
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10.3.1

Implications for further research

This study has addressed an important knowledge gap with regard to developmental
monitoring practice in remote Aboriginal community contexts. This points to the need
for further work in a number of areas. There is still a need to build the evidence base for
practice and policy in developmental care provided to Aboriginal children in remote
Aboriginal communities. Many authors agree that the research focus for Aboriginal
health should be on the health of children as this is key to improving health, economic
and social outcomes (Eades et al., 2010; Eades & Stanley, 2013; Priest et al., 2009).
Similarly, the recently released National Aboriginal and Torres Strait Islander health
plan (Australian Department of Health and Ageing, 2013) has recognised the
significance of healthy early childhood development and has recommended an expanded
focus on services to improve developmental outcomes.
The TRAK study was designed to extend beyond the PhD and as described in the
introduction, my planned post-doctoral research will aim to follow-up the service and
practice outcomes of the implementation of the TRAK training and the ASQ3-TRAK
tool over the longer term. Data from an audit conducted 12 months after the training and
introduction of the tool, will be analysed to review changes in practice. This
quantitative evaluation will supplement the findings from this study regarding outcomes
of the AHW training and of the ASQ3-TRAK tool implementation and further the
knowledge generated in this area. Audit data from two control communities will also be
analysed. These data will assist in designing future and much-needed intervention
studies (NHMRC, 2010).
Internationally, there has been too little emphasis on intervention research (Hawe,
Samis, Di Ruggiero, & Shoveller, 2011; Milat, King, Rissel, Bauman, & Redman, 2012;
Sanson-Fisher, Campbell, Htun, Bailey, & Millar, 2008) and the same criticism has been
made of the paucity of data that explores the impact of interventions in the Australian
Aboriginal context (Eades et al., 2010; Stewart et al., 2010). There has been a call for
intervention research to find ‘real world’ solutions to reduce health disparities for
disadvantaged groups (Milat et al., 2012; Pyatak et al., 2013). National policy
documents have recently given greater focus to addressing this challenge. For example,
the NHMRC Road Map II (NHMRC, 2010) has set intervention research as a priority for
Aboriginal health research to improve understanding of both changes needed and the
means to produce the changes to improve health outcomes.
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Several reviews in recent years have shown that the vast majority of Aboriginal health
research outputs have been descriptive (Eades et al., 2010; Sanson-Fisher et al., 2006;
Stewart et al., 2010). The cost, complexity and increased time required to complete
intervention studies, compared to descriptive studies, are some of the reasons suggested
for this (Sanson-Fisher et al., 2008). These factors need to be considered and this study
underscores the need for sufficient time and financial resources, and strong partnerships
to adequately undertake further research investigating larger scale intervention and
dissemination. To successfully address the barriers to implementation identified in this
study, further research needs to build on the approach taken in this study and include
communities and practitioners while involving policy makers more closely (Eades &
Stanley, 2013; NHMRC, 2010).
This study was conducted in two sites and while important and valuable findings were
generated from the two case studies, future studies that test new strategies in a larger
number of sites would add value. There would be benefit in a replication study that
specifically addressed some of the barriers identified by focusing on the
recommendations made in this study. This would be an important contribution to build
evidence and increase knowledge of the requirements necessary to implement
interventions and deliver quality developmental services in remote Aboriginal health
services. This knowledge will assist in further dissemination of the TRAK training and
the ASQ3-TRAK tool, and is consistent with the sort of research commentators are
calling for.
Exploring the value of the tool in other remote Aboriginal settings will require the
ASQ3-TRAK tool to be translated into the Aboriginal languages of those communities.
This study established that the practice of involving community representatives in the
translation process was an important collaborative exercise that legitimised the tool and
engaged health practitioners to adopt its use. The bilingual nature of the tool facilitated
the AHWs’ confidence and use of the tool and therefore the engagement of the parents,
consistent with culturally competent care. Thus, further research using the ASQ3TRAK would benefit from the tool being translated into the local language.
As discussed in the previous section, full psychometric properties of the ASQ3-TRAK
tool should be explored. If the tool is to be disseminated widely, we require evidence
not only of its utility, which has been established, but also reliability and validity.
Further research is needed that includes a validation study of the ASQ3-TRAK tool with
scoring norms established for the remote Aboriginal population. The development of
the ASQ3-TRAK tool is a significant step forward, however research needs to continue
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to further improve its use and value in the routine developmental screening process in
this population. A useful extension of this research would therefore include the
systematic incorporation of the TRAK training and the ASQ3-TRAK tool within the
HU5Ks program and support processes, as a trial of the effectiveness, reliability and
validity of the adapted ASQ-3. This is a body of work that I plan to carry forward
through a program of post-doctoral research.
While remote-dwelling Aboriginal Australians experience the greatest disadvantage
(Vos, Barker, Stanley, & Lopez, 2007) urban Aboriginal people account for a significant
proportion of the health gap between Aboriginal and non-Aboriginal Australians
because of much greater numbers living in urban centres (ABS, 2011e). Despite this,
there is little evidence that addresses the health and development needs of urban
Aboriginal children (Priest et al., 2009). The value and sustainability of the ASQ3TRAK tool as a developmental screening tool for use with urban Aboriginal families
should be explored in future research into the developmental monitoring of urban
Aboriginal children.

10.3.2
Recommendations for practice and
policy
While further research is necessary and planned, there are implications of the study
findings that can inform current policy and practice. Most of the recommendations that
flow from the study findings are specific to improving the developmental practice of
AHWs. These are outlined below, together with some broader recommendations of
relevance to the overall context of workforce development and remote health services
more generally. These recommendations are equally applicable and relevant to other
primary health care program areas.
Leadership and governance in the remote health practice
1. Managers undergo training to ensure there is an understanding and appreciation of
the primary health care model and therefore the rationale for the developmental
check and the resources required to complete the ASQ3-TRAK tool, including time.
2. Department of Health together with the Health Development branch to develop
centralised regional plans with clear policies and guidelines to support practice.
Provide an explicit requirement that developmental checks should be completed.
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3. Incorporate the ASQ3-TRAK tool into policy frameworks and provide practice
guidelines to support its integration into routine care. This could include policies on
intersectoral collaboration to deliver integrated child services that incorporates
developmental monitoring.
4. Consider including routine developmental checks as a key performance indicator.
This would provide health centre managers with a higher level mandate to provide
the necessary prompting and monitoring of staff practice.
5. Introduce changes incrementally and ensure staff are engaged in the process of
practice change.
6. Provide coordination of the roles and responsibilities of staff from different
disciplinary backgrounds to better enable staff to effectively implement innovations
to improve practice delivery.
7. Explore policies and practices to promote remote health workforce stability
Support for the workforce
8. Promote a culturally safe and positive environment that enables AHWs and nurses to
work together productively. Health centre managers and nurses require adequate
cultural competence training to create an environment where AHWs are respected
and feel empowered.
9. Provide biannual local TRAK training workshops and quarterly booster sessions to
maintain the skills of a core group of both nurses and AHWs, and external support
staff such as Health Development child health nurses.
10. Provide ongoing support and regular training workshops through the Health
Development child health nurse.
11. Include an elective unit on the topic of early childhood development in the
Certificate IV in Aboriginal and/or Torres Strait Islander Primary Health Care
Practice training. Contextualising the unit to include the TRAK training would
allow this training to be accredited towards the Certificate IV for the HLT07A
qualification.
12. Involve Strong Women workers to support the health centre staff to engage
caregivers and provide quality developmental monitoring.
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13. Promote interprofessional and intersectoral relationships between health
practitioners and FaFT staff to facilitate developmental practice.
14. Consider introducing a monetary incentive as a method for further encouraging
health centre staff to complete the developmental check using the ASQ3-TRAK
tool.
Structures in the health centre
15. Encourage child health program days and allocation of child health portfolios across
all health centres. Consider introducing a regional plan that directs health centres to
adopt these processes consistently.
16. Provide an adequate space that both respects families’ privacy and is conducive to
conducting developmental checks.
17. Include an outreach service to deliver developmental care, in addition to centrebased care, that is led by the child health nurse and involves both health centre
practitioners and FaFT staff.
18. Explore the possibility of an electronic form of the screening tool (such as a tablet)
that is linked to the electronic record to facilitate the use of the tool and
documentation of results while still maintaining the family-centred focus.
19. Consider expanding the One21Seventy child health audit tool to include items that
capture the use of the ASQ3-TRAK tool for those health centres that have
introduced it. The audit tool that was adapted for the purpose of this study could
feasibly be introduced as another stand-alone audit tool to be incorporated into
quality improvement efforts.

10.4 CONCLUSION
The aim of this thesis has been to contribute towards generating evidence and
understanding of how to effectively build the capacity of AHWs and other remote health
practitioners to provide quality developmental care to remote-dwelling Australian
Aboriginal children.
Adopting a rigorous and comprehensive cross-cultural adaptation process of the ASQ-3
resulted in a culturally and linguistically appropriate, highly acceptable and valuable
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developmental screening tool being available for use in remote Aboriginal communities.
This study established that AHWs and other remote staff can be effectively trained in
early child development principles and become competent in administering the ASQ3TRAK tool. The positive results were an outcome of the high quality and relevance of
the culturally appropriate TRAK training program.
However, implementation of a system of developmental care cannot rely on the TRAK
training or the ASQ3-TRAK tool alone. In addition to these two crucial capacity
building components, other facets of the system need to be addressed concurrently.
Policy and health service planning needs to ensure that an integrated, multi-level
approach is available for the ASQ3-TRAK tool being embedded in core business, as a
component of the HU5Ks program and to become part of routine care. This study has
identified factors that need to be implemented over the long-term to support the
application of the TRAK training and the ASQ3-TRAK tool.
The training and the ASQ3-TRAK tool need to be part of an overall integrated effort of
implementation of developmental practice that includes adequate leadership and
governance in remote health services, support for the remote health workforce,
particularly AHWs, and health service structures to better support delivery of care. This
approach is more likely to provide the circumstances to support the initiative and
increase the likelihood of successful and ongoing use of the tool.
Key recommendations to arise from this study include addressing workforce stability,
enabling culturally safe workplaces that empower AHWs, and promoting the importance
of the primary health care model of care among remote health centre managers. The
knowledge generated by this study provides opportunities to improve implementation of
the initiative in this challenging context.
This thesis sought to address a significant gap in a priority area; promoting the
development and wellbeing of Australian Aboriginal children. Extending the research in
this area and disseminating the TRAK training and ASQ3-TRAK tool to other remote
Aboriginal communities will be an important next step. This is especially so in view of
the continuing health inequalities facing this population and the overwhelming evidence
supporting investment in early childhood development for longer term outcomes in
health, education and wellbeing.
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