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ABSTRACT
Disability is a complex phenomenon that affects more Indigenous Australians than nonIndigenous Australians throughout their lifespan. Physiotherapists provide services integral
to children with physical disability and gross motor delay but little is known about the
particular profile, needs or experiences of Indigenous children with physical disability.

This thesis presents the first research involving physiotherapy services for Indigenous
children with physical disability or gross motor delay. The mixed methods study involved 1)
a continuous quality improvement process based on the Audit and Best Practice for Chronic
Disease model that involved one participating physiotherapy department; 2) open-ended
semi-structured interviews with previous or current clients of the participating service and
their carers and 3) a comparison and reflection of the results of the two projects.

Principal findings were:

1. The continuous quality improvement project identified weaknesses in service delivery,
and measured and identified improvements in clinical and organisational aspects of
physiotherapy care.

2. Carers of Indigenous children with physical disability experienced complex lives filled
with multiple demands. Clients and their carers valued relationships involving caring,
consistency and communication with their physiotherapists and had lives that were
influenced by their Indigenous background in ways that may not be obvious to nonIndigenous service providers. The research highlighted the importance of effective
communication.
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3. Comparison of the findings of the two studies highlighted that the continuous quality
improvement process, while demonstrating improvements in clinical and organisational
aspects of the service, did not always reflect or address the primary concerns of Indigenous
clients. This underlined the importance of including clients in the continuous quality
improvement process so that indicators reflecting their values are included.

These findings contribute to the small body of literature on physiotherapy practice in
Indigenous healthcare, perspectives from Indigenous children and carers with physical
disability and continuous quality improvement in community-based physiotherapy.
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CHAPTER 1:
INTRODUCTION

CHAPTER 1: INTRODUCTION
1.1 Background
This thesis arose out of my experience as a physiotherapist who has been working with
Indigenous clients in a community-based paediatric physiotherapy service for over ten years
in the Northern Territory (NT). As a physiotherapist at the service in question I really
wanted to know about what clients of the service needed, received, experienced and valued.
Whilst this interest can be seen as a form of prurient curiosity, its impetus was to determine
how to improve the service and to evaluate my personal practices as well as those of my
department.

It was imperative to give Indigenous children and their carers a voice in this research given
the lack of any Indigenous consumer representation in peer-reviewed and grey paediatric
disability literature at the time this study was initiated.

Once the first question “What are the experiences of Indigenous children with a physical
disability and their carers with the physiotherapy services?” emerged, a cascade of other
questions followed:
o

What sorts of diagnoses and conditions do the service users have?

o

How is the service used by Indigenous children with physical disability?

o

How is the service accessed? Who refers these clients?

o

How easy is it to access the service?

o

What are the needs of Indigenous children with physical disability?

o

Does the service meet their needs?

o

Does the service provide a standard of care consistent with available best practice
guidelines and actual practices in mainstream Australian physiotherapy?

o

Can the service be improved?

o

Do the clients’ experiences reflect the recorded standard of care?
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o

Do the clients’ values reflect the best practice guidelines?

Whilst this is a very small study, I hope the findings can assist physiotherapists to
“practically reflect” on their clients’ needs, examine their own practices, involve their
clients, evaluate service efforts and make improvements.

1.2 Thesis overview
The first chapter discusses the impact of disability, the relevance of the study and the
literature available on the topic of physiotherapy practice for Indigenous children with
physical disability.

The second chapter contains a review of the literature available at the initiation and
development of this study.

The third chapter contains the details on the study background and design.

The fourth chapter contains an article presenting the findings of a continuous quality
improvement program conducted at one community-based paediatric physiotherapy service
2013 to 2014. The article is to be submitted for publication.

The fifth chapter contains an article presenting the findings of a qualitative study involving
interviews with previous or current clients of the same service and their carers. The article
was accepted for publication by the Journal of Physiotherapy in September 2015.

The sixth chapter contains an article reflecting on the similarities and differences between
the findings of the aforementioned studies. The article was accepted for publication by the
Australian Journal of Rural Health in September 2015.
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The final chapter concludes the thesis with a summary of the research findings, strengths and
limitations of the study. Directions for future research and implications of the findings on
policy and practice are discussed.

Appendices have been included elaborating on the methods and data associated with each
study.

1.3 Disability
Disability is a complex phenomenon that involves the interplay of psychological, biological,
social and environmental factors. The multifaceted nature of disability has attracted multiple
interpretations from broad ranging perspectives.

Disability can be defined as “any

limitation, restriction or impairment which restricts everyday activities and has lasted or is
likely to last for at least 6 months.”1 However, its diverse nature can best be described as “an
umbrella term for impairments, activity limitations and participation restrictions.”2 In this
definition, the biological, psychological and social components of disability are recognised.
Impairment is considered a problem of body function or structure, activity limitation as
difficulty encountered by an individual in executing a task or action and participation
restriction as a problem experienced when involved in life experiences.2

Over fifteen percent of the global population lives with some form of disability and the
figure is growing.2 Although the number of those affected appears small when compared
with other health issues such as cardiovascular disease,3 the degree of impact on those
experiencing disability is significant.4, 5 People with a disability and their families experience
greater economic, social, educational and health disadvantages than those without disability
and are considered to be amongst the most vulnerable and marginalized people in the
world.4, 6
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Within Australia, people with disabilities are more likely than Australians without
disabilities to have poor physical and mental health and experience increased health risk
factors.7 Australians with disabilities participate less in the labour market, require the unpaid
assistance of 2.6 million carers and form 20 percent of public housing residents.7

Indigenous Australians with disability have been considered to have a “double
disadvantage”8,

9

as they also experience greater disadvantage than non-Indigenous

Australians in the social determinants of health such as education, housing, employment,
income and service access.7

Indigenous Australians experience a higher proportion of disability throughout their
lifespan: twice as many urban Indigenous people require significant assistance within basic
essential areas such as self-care, mobility and communication compared with the rest of the
Australian population.7,

10, 11

Indigenous people are more likely to be caring for a family

member with a disability or long-term chronic condition than non-Indigenous Australians
and these Indigenous carers are younger than the national average by 12 years. 11
Furthermore, Indigenous Australians with a disability experience more disadvantage than
their Indigenous counterparts; whilst Indigenous households are documented as having a
lower income than non-Indigenous households, those Indigenous households containing a
family member with a severe disability have an even lower income.7, 11

One could argue that Indigenous Australian children with a disability experience a “triple
disadvantage” due to the additional disadvantage of experiencing disability in the critical
years of development. Childhood is recognised as a period that profoundly influences
lifetime social, physical, intellectual and psychological development.12, 13 The presence of a
disability may impede children’s ability to partake in activities that assist in all areas of
development during a crucial period of brain maturation. The impact of this disadvantage
combined with less social and educational support may have a greater impact than incurring
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a disability in later years or within a less marginalised population. Indigenous children aged
0-14 years are 1.3 times more likely to require extra assistance in self-care needs than nonIndigenous Australians of the same age10 and have greater exposure to various
developmental health risks early in life.14
Education, often regarded as the primary occupation of childhood in allied health literature, 15
is considered paramount in preparing the child for later community participation and
employment.15,

16

Indigenous student preparedness and attendance lags behind non-

Indigenous students nationally and within the NT.7,

11. 16

Indigenous Australians with a

disability experience further difficulties in acquiring education: only 16 percent complete
year 12 compared to 28 percent of Indigenous children without a disability. 11 One third of
the students wanting to further their schooling were unable to continue due to lack of carer
support.11 Successful employment for Indigenous people with a disability aged 15-64 lags
significantly behind their Indigenous counterparts without a disability.11
Despite experiencing greater prevalence of disability and relative disadvantage in areas such
as education, income, employment, housing and health outcomes, Indigenous people with a
disability are less inclined than non-Indigenous people to access health and disability
support services.17 Although extensive and timely intervention is recommended,13 access
within urban and remote environments for Indigenous children is limited.5, 18

1.4 The role of physiotherapy
Physical disability, defined as an impairment that restricts an individual’s ability to perform
mobility, self-care and communication activities, affects 80 percent of Indigenous
Australians with a disability.19, 20

Physiotherapists provide a service integral to children with physical disability and gross
motor delay and may have a broad ranging impact on their developmental skills. 21-24 Trained
within the umbrella of medical sciences, they assist people of all ages with movement
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disorders using evidence-based practice in areas such as exercise, education, adapted
equipment and advocacy.25,

26

Physiotherapists working with children with movement

disorders teach movement skills, provide exercises and develop activities to maximize their
physical function and enhance participation in their home and community.27 Physiotherapists
also provide health promotion, health education, and guidance to help families understand
their child’s physical problems and make informed decisions regarding the child’s medical
and surgical management.28

1.5 Local context
Currently there are multiple and inconsistent physiotherapy services throughout the country
available to children with disabilities. Most States and Territories have at least one
specialised physiotherapy (PT) service for disabled children. No Indigenous health care
organisations specialising in treating people with childhood disabilities such as cerebral
palsy could be found through an online search of Google, the website Australian
HealthInfonet and all State and Territory government websites.

The NT presents many unique features when compared with other Australian states and
territories. The Territory has a young, culturally diverse and relatively small population of
244,300.29 Twenty two percent are less than 15 years old. Twenty-seven percent of the
population is Indigenous and 25 percent of the population was born overseas. Only 1 percent
of the Australian population lives in the Northern Territory and there are only 0.2 persons
per square kilometer compared to 3.1 persons per square kilometer for all of Australia and
170 persons per square kilometer for the Australian Capital Territory.29

Most Territorians live in regional centres such as Darwin, Katherine and Alice Springs.
Darwin, the NT capital, has over half of the Territory population.30 Within the capital city of
Darwin, children with a physical disability in the community are looked after by generalised
services directed to the needs of all children. There are three main service providers. The
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community-based early intervention disability service has a physiotherapist who may see
children under age 6 years with a severe or profound disability. The public hospital
physiotherapy department looks after infants and toddlers with clubfoot. Otherwise, children
aged 0-18 years access the community-based paediatric allied health team within the Aged
and Disability division of the NT Government Department of Health (DoH). As there are no
physiotherapists hired within the education department, this team provides physiotherapy
services to students and provides support to the schools that they attend.

In remote

communities within the northern part of the Northern Territory referred to as the Top End
region, the majority of the population is Indigenous and access to physiotherapy is further
limited due to lack of access and staffing.18, 31 All residents access the same therapy services
in a transdisciplinary model regardless of age and need. Children with physical needs who
reside in the Top End may have consultative input from therapists in the Remote Intensive
Paediatric Team. Children living in remote areas within the southern half of the Northern
Territory receive a transdisciplinary allied health service32 without the consultative input of a
remote intensive paediatric team.

This project focused solely on one community paediatric team serving the Darwin urban
region. The team was comprised of speech pathology, occupational therapy and
physiotherapy positions. Of the 22 positions, physiotherapists occupy 3 full time positions
and 2 part time positions. The rest of the team consisted of 7 fulltime positions for
occupational therapists, 8 fulltime positions for speech pathologists, 1 administrative officer
and 1 therapy aide. There was one manager with a speech pathology background and two
part time team leader positions occupied by a physiotherapist and speech pathologist who
each worked as therapists within the team in their remaining time. Staff members from all
disciplines presented a wide range of ages, qualifications and experience. There was a strong
collaborative work ethic throughout the team. Therapists shared training across disciplines
and often worked together within and across disciplines when visiting mutual clients
together and addressing that client’s concerns. Whilst there were Indigenous Liaison
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Officers and Aboriginal Health Workers within the DoH and a few Indigenous Education
Officers within the Department of Education, there were no Indigenous identified positions
or staff members within the team although recently the team has had Indigenous student
cadet placements.

Within the DoH there has been a strong push towards evidence-based practice33 and DoH
has a policy on cultural safety.34 However, at the time of the study there were no systems in
place to evaluate the quality of practice, to ensure that staff knowledge was current or to
oversee the development of cultural competence. Over the years the lack of ability to engage
Indigenous clients within this team has prompted the development of a community
engagement committee and a variety of mostly unsustained efforts to link in with other
community resources such as Save the Children playgroups and the local Aboriginal
Community Controlled Health Centre.

1.6 Policy context
Over the past 10 years the Australian government has increased attention to policy
concerning Indigenous disadvantage and the disadvantage from disability.

1.6.1 The Closing the Gap Initiative
In 2008 the Australian Government, together with the states and territories, set specific
targets to address Indigenous disadvantage and outlined a framework of objectives aimed at
ensuring that services were accessible and met the needs of Indigenous Australians. 35 A
commitment to target services on a regional basis in remote Australia, foster early childhood
development programs and support longer-term development in the vulnerable NT
communities was clearly stated.35

1.6.2 The National Disability Insurance Scheme
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In 2013 the Australian Government passed the National Disability Insurance Scheme Act in
an effort to address the health and social inequities experienced by disabled Australians. 36
The bill enabled funding to be allocated to Australians with disability on the basis of need
allowing them to choose the types of services and agencies that they require. 37 Once
qualified for the program, individuals are required to meet with individual planners who
help identify goals, aspirations and the types of support services necessary to meet identified
goals. The service has been described as a “market-driven approach”38 as its users select
amongst the available providers offering each of these services in a consumer-oriented
model.

Indigenous Australians are more likely to have a disability yet little is known about the total
number of Indigenous people with a disability and the type and services required for their
needs as a national disability scheme is put into place.5, 17, 38-41 There is suggestion that the
present direction of a market driven approach may not be suitable for all Indigenous
Australians due to the proliferation of other issues causing disadvantage, limited availability
of services and geographical location.38 ,42, 43

Indigenous children with physical disability can experience a triple disadvantage. There are
large numbers of Indigenous people with a physical disability. Physiotherapists working
with children with gross motor delay or physical disabilities can have a significant role in the
children’s development. There is a growing body of disability literature and attention
directed towards Indigenous disadvantage as well as disability by the Federal Government.
Despite this epidemiological, socio-political and research climate, little has been published
on the physiotherapy service needs of Indigenous Australian children with gross motor delay
or physical disability or their carers.
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CHAPTER 2:
LITERATURE REVIEW

CHAPTER 2: LITERATURE REVIEW
The literature review aimed to examine the best evidence available from published and grey
literature on physiotherapy interventions and practices for Indigenous children with physical
disability and gross motor delay. A review was conducted using standardised methods to
identify and appraise research. (Please see appendix for more detailed information on the
literature review and search strategy.)

2.1 Literature review search
An initial literature search was conducted between February 2012 and September 2013 and
revised in June 2015. Articles from peer reviewed journals were sought through online
databases including Medline, Cochrane Library, PubMed, Cumulative Index to Nursing and
Allied Health Literature (CINAHL), Academic Search Premier (EBSCO host), Education
Resource Information Centre (EBSCO host), PsycInfo (EBSCO host), Psych and Behavioral
Sciences Collection (EBSCO host), Soc INDEX (EBSCO host), Rural and Remote Health
Database (Informit), Science Direct Health and Society (Informit), Health Collection
(Informit), Humanities and Social Sciences Collection (Informit), Indigenous Australia –
ATSIC Library (Informit), Web of Science, Wiley Online Library, PEDro and OT Seeker.

The initial search examined all peer-reviewed publications pertaining to 1) Indigenous
people receiving physiotherapy and 2) physiotherapy services provided to Indigenous
people. The search was expanded outside of physiotherapy to include other disciplines with
articles related to 1) Indigenous children with a disability or physical impairment 2)
Indigenous people with a disability (receiving any service), and 3) disability services for
Indigenous people. Following the initial literature searches additional searches relating to 1)
continuous quality improvement for physiotherapy 2) continuous quality improvement for
Indigenous Australian health care 3) best practice physiotherapy were conducted. All
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relevant information was included. Articles were excluded if they were written in a language
other than English. No articles written in an Indigenous language could be found.

Search terms were initially obtained with the assistance of the National Health Service
Medical

Subject

Headings

(MeSH)

keywords.

They

included

‘Physiotherapy

‘(physiotherapy, physical therapy), ‘Indigenous’ (Indigenous, Aborigin*, Oceanic Ancestry
Group, First Nations), ‘disability’ (physical disability, impairment, Cerebral Palsy, Muscular
Dystrophy) and children (pediatric, paediatric, babies, infants, youth). Other terms were
acquired through keywords used in articles found. (Please see appendix for more detailed
information on the search strategy.)

Searches of terms such as pediatric, children, youth, Indigenous, Aborigin*, Oceanic
Ancestry Group, disability and cerebral palsy were also conducted on the websites of
Australian Bureau of Statistics,44 Australian Institute of Health and Welfare,45 Australian
Indigenous HealthInfoNet,46 World Health Organization (WHO),47 Menzies School of
Health Research,48 One21Seventy,49 CanChild,50 Cerebral Palsy Alliance,51 Australian
Physiotherapy Association (APA),52 Council of Australian Governments53 and Australian
Government Department of Families, Housing, Community Services and Aboriginal
Affairs.54

The grey literature was further searched for any relevant literature though the NT
government website, the Charles Darwin University (CDU) library, Trove and CDU Theses
databases, the NT Health Library and other government and non-government websites
identified through bibliographic references in Australian Indigenous HealthInfoNet and
pertinent articles. Additional literature was sourced through the NT Government Aged and
Disability Darwin Urban services, Cerebral Palsy Alliance, conference papers and personal
correspondence. References were also sourced through tracking citations in identified
literature and using the ‘related article’ function in databases such as PubMed.
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2.2 Physiotherapy literature
Three relevant articles were found in the peer-reviewed physiotherapy literature pertaining
to physiotherapy practice and Australian Indigenous health. All articles were written by
physiotherapists and in the form of editorials highlighting the lack of physiotherapy research
in Indigenous health. Cotter and Maher55 in “Why the silence on Indigenous health”
discussed the lack of physiotherapy research and evidence base to inform clinical practice,
advocacy and delivery of physiotherapy services to Indigenous clients. Gates56 highlighted
the lack of Indigenous involvement in physiotherapy research and lack of outcomes based
research. Alford et al.57 noted the absence of best practice communication guidelines to
inform physiotherapists working with Indigenous clientele. The first article to appear in a
search that included all existing peer-reviewed literature in a search spanning over 30 years,
was presented by non-Indigenous clinicians, the second article was a response by an
Indigenous physiotherapist to the first article. The last article, published 8 years after the
first, highlighted and reflected the lack of movement on this issue.

Much of the available grey literature was similarly lacking in research concerning
physiotherapy interventions, practice or service delivery to Indigenous consumers or the
perspectives of Indigenous children.
In 1999 a project examining the framework for quality allied health services provision to
aged and disability populations living in remote Aboriginal communities was conducted and
included input from service providers and consumers. The project was completed by a
physiotherapist working in the region and included in depth interviews with 31 allied health
therapists and 10 medical practitioners serving the Darwin remote zones, 3 nurses serving
remote areas, a purposive sample of 6 Aboriginal Health Workers working in remote
communities and a meeting with a remote Indigenous community familiar with his
services.18 Key messages of the report emphasised that the needs of remote Aboriginal
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people with disabilities including housing, transport, community support and family issues
needed to be addressed. It identified multiple barriers to aged and disability care service
delivery in remote Aboriginal communities including socio-economic, political, cultural,
planning and coordination issues. In addition the report highlighted barriers to remote allied
health therapy (AHT) service delivery such as inadequate personnel levels, support,
preparation for remote work and collaboration with other remote services and communities.
Although this study included the perspective of some service providers and a sampling of
service recipients and carers, no representation from the perspective of Indigenous children
was provided and the study only involved consumers from one remote community.

In 2005 the APA examined the use of physiotherapy services by Indigenous people living in
rural and remote regions by surveying physiotherapists in three regional communities across
Australia.58 Another APA study (unknown date) conducted through the APA Indigenous
Health Subcommittee surveyed Darwin-based physiotherapists by telephone interview to
acquire their perceptions of the perceived relevance and effectiveness of physiotherapy to
the Indigenous population.59 Both papers highlighted issues with underuse of physiotherapy
services by Indigenous consumers and identified barriers such as limited cultural relevance
and understanding, lack of awareness of services, lack of access due to factors such as
transport issues and limited physiotherapy staffing or services. Although the studies
contributed to an understanding of utilisation issues, they only represented the health
providers’ perspectives.
2.3 Disability literature
Disability literature involving Indigenous people throughout the world receiving
physiotherapy was also limited. Whilst there was a wide ranging and expanding international
field of literature exploring the quality of life, effectiveness of intervention, service delivery
and perspectives of those with or caring for those with disabilities such as cerebral palsy,
few involved an Indigenous population. In a systematic review of Indigenous healthcare
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literature, Alford found scarce evidence of use of the International classification of
functioning, disability and health framework (ICF), a model that enables Indigenous
participation.60 Significantly, researchers who conducted a comprehensive audit of
Australian disability literature described the neglect of research relevant to the particular
profile, needs and experiences of Indigenous people as “a major oversight which needs to be
addressed”.41(p8)

Fewer articles still could be found providing an Indigenous perspective. Bostock33 discussed
his experience as an Indigenous Australian with an amputated limb and coined the
expression “doubly disadvantaged.” In Telling It Like it Is, a forum of Indigenous New
South Wales (NSW) residents shared their experience.61 Both of these publications reflected
the opinions of adults living in NSW. Di Giacomo et al. 17 interviewed carers of Indigenous
children with a disability although this did not specifically relate to physical disabilities or
physiotherapy and was also based in NSW.

The perspectives of Indigenous children were also missing in the literature. In an extensive
review of childhood disability research, Di Giacomo et al. found few substantial peerreviewed articles on Indigenous childhood and disability with the exception of otitis media
research.5,
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Most studies were focused on rural and remote regions despite 53% of the

Indigenous population living in urban settings and there was little representation of the
voices of Indigenous families, carers and children.17, 40

When expanding the search to include the perspectives of other Indigenous populations
globally a limited number of articles could be found. The articles presented a scattered
collection of subjects. Adams et al.62 conducted semi-structured interviews with mothers of
children with CP in Bangladesh and found them to be more confident with feeding
techniques after undergoing a mealtime assistance program; Pengra63 explored the impact of
culture and identity on quality of life of Lakota with developmental disabilities; and

14

Ranges64 explored quality of life of culturally diverse families with children with disabilities
in Hawai’i through application of a family quality of life scale. Begay et al.65 found that
Navajo families needed to make accommodations to support their children with disability
and understand the disabilities in a way that made sense in the context of their culture. None
of the articles included the perspectives of children, physiotherapists or children and families
receiving physiotherapy.

2.4 Themes in the literature:
2.4.1 Service utilisation barriers
Service provider and recipient alike have highlighted the lack of physiotherapy service
availability. In the Australian Institute of Health and Welfare report Allied Health
Workforces 2012, the NT was reported to have the lowest physiotherapy population of all
States and Territories with only 24.5 physiotherapists per 100,000 residents and less than a
third the ratio of NSW despite its geographical size.31 Amery,59 in a report for the APA
Indigenous Health Subcommittee, documents this issue with results from her survey of
physiotherapists located in Darwin and rural areas of the Northern Territory. A separate
report by the APA examining the utilisation of physiotherapy services in 3 separate regional
and remote areas across Australia came to a similar conclusion.58 Literature from an
Indigenous perspective is scarce but corroborates this issue.18, 38

Despite the paucity of physiotherapy research there is broad agreement from other
professional areas regarding the barriers to health service utilisation by the Indigenous
population with a wide range of issues identified. Some of these issues are briefly described
below.

Researchers and service providers alike identified a lack in number and appropriateness of
services to address the high level of disadvantage experienced by Indigenous people with a
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disability.66, 67 Consumers reported an insufficient supply of programs, extensive waitlists,
lack of medical personnel and lack of health services.8, 9, 17, 61

Issues with access included: restricted access to transport32, 66 large geographical distances to
traverse to attend service facilities and logistical difficulties11, 68, 69 and inability to take time
off work or negotiate other competing family demands.69 Service issues included a lack of
comprehendible information about the services,9,

17, 61

inadequate referral and service

transparency,17, 61, 70 affordability69 and poor coordination between services.17, 61, 69

Cultural and language barriers have contributed to difficulties with communication. Barriers
experienced by Indigenous consumers facing non-Indigenous policy, service delivery and
research have also been attributed to differences between Indigenous and non-Indigenous
perceptions of disability and health. Ariotti,71 Reid,72 Maher,73 Senior,40 Alford,60 and Di
Giacomo17 discuss specific differences in cultural perspective in relation to health practices
and recognition of disability. Byers et al.74 and Kruske et al.75 discuss differences in
Indigenous values impacting on child rearing. Cass et al.76 and Lowell et al.77, 78 as well as
Anderson et al.79 discuss the degree of miscommunication that occurs at multiple levels of
health service delivery and its devastating impact. Misunderstandings due to the lack of
services provided in the primary language of those using the service has been highlighted in
many sources.66, 77, 78, 80 Trudgeon,80 and Lowell et al.77, 78 discuss linguistic differences and
miscommunication arising from very different languages.

Researchers and Indigenous consumers alike highlighted a mistrust of authority. The
consistently destructive or negative experiences Indigenous people have faced as a result of
contact with government departments and non-Indigenous services has been welldocumented9,

66, 67, 81

and is reflected in the few publications involving Indigenous

perspectives.17, 61, 77, 79
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2.4.2 Recommendations
Recommendations have included: increasing Indigenous community health workers, 66,

67

integrating services into the community,66 collaborating with community members,78,

82

improving communication techniques,79 using conceptual frameworks in disability policy
and research that recognize the negative effects of colonisation83 or give greater voice to
Indigenous people,60 increasing the number of physiotherapists,67 developing cultural
competency amongst non-Indigenous staff,66, 67 modifying therapy and therapy settings,67, 68,
84

providing client-centred practice85 and addressing logistical issues in therapy delivery.9, 59,

66, 84, 86

Yet, few publications could be found detailing the implementation or evaluation of

these suggestions or actually asking those who received the services, how they felt and what
they wanted.
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CHAPTER 3:
STUDY BACKGROUND AND DESIGN

CHAPTER 3: BACKGROUND OF STUDY DESIGN
The study design was informed by the popularity of continuous quality improvement
approaches in existing Indigenous health service initiatives and the lack of Indigenous client
perspective on physiotherapy services reflected in the literature review.

3.1 Mixed methods research in physiotherapy
There has been increasing recognition of the value of combining quantitative and qualitative
approaches in physiotherapy research.87, 88 Whilst the quantitative data can offer outcomebased results; qualitative information helps identify whether the intervention is valued and
why, insights into the requirements of implementing an intervention and how it impacts on
clients and their concerns.89 Good evidence-based physiotherapy is thought to “...integrate
the evidence with clinical expertise and with the patients’ unique biologies, values and
circumstances… evaluate the effectiveness and efficiency … and seek ways to improve
them both for next time.”90(p9)

3.2 Audit and Best Practice for Chronic Disease
Continuous quality improvement (CQI) within the health care can be defined as “a
structured organisational process for involving personnel in planning and executing a
continuous flow of improvements to provide quality health care that meets or exceeds
expectations.” 91 This approach has gained popularity in health care delivery internationally92
as well as nationally within Indigenous primary health services.93 The Audit and Best
Practice for Chronic Disease (ABCD)93 is a CQI approach that has been demonstrated to
improve service delivery within Indigenous health services in the areas of diabetes,94
rheumatic heart disease,95 preventive health services,96 primary mental health care,97
maternal health care,98 health promotion99 and child health care.97, 100 The ABCD approach
has further developed into One21seventy, the National Centre for Quality Improvement in
Indigenous Primary Health Care and its application has extended into national, State and
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Territory policy and programs involved with Indigenous primary health care.101

The ABCD approach uses a cyclical process with a participatory action research design that
reflects a collaborative and flexible approach to health care in line with Indigenous values
and ethics. The cycle involves an audit of clinical records to examine quality of care in
relation to best practice guidelines and a structured assessment of key components of the
health service system through the use of an established systems assessment tool (SAT). This
is followed by a feedback session to staff and a staff workshop to identify and prioritise
goals and develop strategies to achieve the goals. A year later the clinical audit is repeated
and the process continues with goals and priorities reviewed and developed.102 Although the
ABCD approach has been used successfully in areas of maternal and child health care,98
chronic disease97 and health promotion,99 it has not been applied to allied health service
delivery. In publications available, it is used as a tool to investigate health service delivery
quality improvement and uptake and not as a research method in itself to explore a specific
client group as its ultimate aim.

3.3 Indigenous client perspectives
Primary health care concerns both the individual and the population.103 The WHO has
devoted years to refining an International Classification of Functioning, Disability and
Health which allows one to view the individual’s personal factors as well as the greater
world in which they operate. These aspects are addressed within a framework that includes
personal and environmental domains as well as body function, activities and participation.104

Whilst the CQI approach allows the participation of the health care provider, there is no
component enabling participation from the Indigenous consumer. The lack of representation
of Indigenous perspective on physiotherapy services in the literature is also clearly notable.
While there is broad agreement on some barriers and facilitators to services from other areas,
these areas pertain to other clinical specialties, health services and geographical regions such
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as remote NT communities and urban New South Wales. Northern Australian regional areas
are unique in their diversity and remoteness from the rest of Australia and there is agreement
that Indigenous populations are heterogeneous.105 Concepts that might suit one community
might not suit another. Subsequently, seeking the perspective of the Indigenous consumers
using the local service was paramount in this study.

3. 4 Research design
The mixed methods research design used in this study involves both CQI and qualitative
components. The ABCD CQI approach is applied to examine: how a Top End paediatric
community-based service provides services to its Indigenous clients, what services are most
used, whether the quality of care is in line with best practice and whether services can be
improved through this process. I have complemented the CQI approach with semistructured, open-ended interviews with Indigenous children and young adults with physical
disability and their carers who currently or have previously accessed physiotherapy services
to provide insight into their experiences with the service and growing up with a physical
disability.

Ethics approval for this project was obtained by the Human Research Ethics Committee of
Northern Territory Department of Health and Menzies School of Health Research in March
2013.

3.5 Research aims
This research aims to fill some of the gaps in the literature concerning physiotherapy
practice with Indigenous children with physical disability such as what are some of the
Indigenous perspectives on their paediatic physiotherapy services and can the ABCD CQI
process be adapted for a community-based physiotherapy team and improve services for this
client population? Potential outcomes of the study include a better equipped workforce
within the participating service more familiar with the needs of Indigenous clients with a
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physical disability or gross motor delay and their carers, sustainable changes in practice to
improve and evaluate services provided, improved avenues for Indigenous children and their
carers to access physiotherapy services and expertise, contribution to the small collection of
research involving physiotherapy services for Indigenous clients and a contribution to the
literature on experiences of urban Indigenous children with a physical disability and their
carers.
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CONTINOUS QUALITY IMPROVEMENT STUDY
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Abstract

There is a paucity of information on physiotherapy practice for Indigenous children. This
paper reports on the application of a continuous quality improvement approach used at one
participating community-based physiotherapy service in a Northern Australian town
providing services to Indigenous children with gross motor delay and physical disability.
Tools and processes were adapted from the Audit and Best Practice for Chronic Disease
Partnership. The process involved: (1) a clinical audit (2) a workshop in which clinicians
were presented audit findings and identified strengths and weaknesses of their health care
system (3) a meeting in which clinicians developed goals and strategies for improvement
and (4) strategy implementation. Reassessment occurred through a second clinical audit and
workshop. Three target areas were identified by clinicians about improving documentation
of: (1) information for clients with complex needs (2) hip surveillance (3) goals and
outcomes. Documentation in 70% of patients or better were required for goals to be met.
The first two goals were met. Results of the process demonstrated measurable improvements
in documentation of health care and provided information on the service usage by
Indigenous clients. The process can be adapted to local contexts and applied by other allied
health disciplines.
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What is known about the topic?
Little is known about the quality of paediatric physiotherapy practice in Indigenous health
care.

What does this paper add?
This study demonstrates that physiotherapy service improvements can be achieved using an
adapted Audit and Best Practice for Chronic Diseases continuous quality improvement
approach.

Keywords: Aboriginal, allied health, paediatric, physical therapy; Oceanic Ancestry Group
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INTRODUCTION
People with disability are considered some of the most vulnerable and marginalised in the
world.1 Indigenous Australian children with physical disability can be considered
particularly vulnerable due to the disadvantage they face through social determinants of
Indigenous ill health as well as the limitations experienced through having a physical
disability during the important years of childhood development. Although Indigenous
children under 14 years are 30% more likely to require extra assistance than same-aged nonIndigenous Australians, little has been published on Indigenous childhood disability.2

Physiotherapists provide a service essential to children with physical disability and gross
motor delay. They teach movement skills and activities to maximize a child’s physical
function and participation across all environments, and provide health education and
guidance to help families understand their children’s physical problems and make informed
decisions regarding their care.3 However, little has been published on the delivery of
physiotherapy services to young Indigenous Australians with physical disability.4

In other areas of Indigenous health care, there is a growing body of evidence to support the
utility of the Audit and Best Practice for Chronic Disease (ABCD) Partnership’s continuous
quality improvement (CQI) process to improve quality of care.5 Whilst the ABCD tools have
been successfully applied in areas such as diabetes and rheumatic heart disease,5 no tools for
community-based paediatric physiotherapy services have previously been available.

This article reports on application of a CQI process based on the ABCD model to gain
information and understanding of how Indigenous children with physical disability and
gross motor delay used the participating physiotherapy service and to determine if the
quality of physiotherapy services could be improved through this process.

METHODS
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Setting
The study was conducted in a physiotherapy service situated within a community-based
paediatric government health service in Northern Australia. The allied health team, which
also employed occupational therapists and speech/language pathologists, serviced a
population of 140,4006 and an estimated Indigenous population of 15,555.7 The team
provided early intervention allied health services to children with either mild global delay or
delays in only a few developmental areas such as communication, gross and fine motor or
social development from birth to school attendance (approximately 0-6 years). The team
also supported children from school attendance to school leaving (approximately 6-18 years)
to support areas of development with a focus on those with disabilities.

Health services located within the region included a public hospital, several public
community care centers, a non-government early intervention service and an Aboriginal
Community Controlled Health Service (ACCHS). There were approximately 5.5 positions
allocated for physiotherapists who worked with children in the region, many of which went
unfilled although it is difficult to provide vacancy rates due to fluctuations in staffing. These
positions were spread across the local hospital, a small not-for-profit early intervention
service, and a community-based public allied health service. While there were several
private physiotherapy practices established in the area, none employed paediatric
physiotherapists.

Design
The CQI process was conducted between February 2013 and May 2014. The study involved
one complete cycle of assessment, feedback, action planning, strategy implementation and
reassessment (Figure 1). In the first stage, the lead researcher identified and audited all of the
allied health team’s electronic and paper physiotherapy records for the year leading to the
audit date. In the second stage, she presented the audit results and facilitated a workshop in
which staff used a systems assessment tool (SAT) to identify strengths and weaknesses of
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their physiotherapy service and the team in which it was situated. One month later she
presented and discussed the SAT results with the participating physiotherapy team. In the
third stage, staff identified areas to be addressed and developed goals and strategies. Finally,
staff implemented these strategies. A second audit was completed a year later followed by a
presentation of audit results, completion of a second SAT workshop and presentation of
SAT results.

Assessment
Clinical Audit

Implementation
Strategy
Implementation

Feedback
Presentation of Results
SAT Workshop

Action Planning
Goal setting
Strategies

Figure 1. The continuous quality improvement process

Audit Tools
Three instruments were used based on audit tools provided by the One21seventy National
Centre for Quality Improvement in Indigenous Health Care, a not-for-profit center that
continues the work of the ABCD project and provides audit tools, online data services, and
data analysis for a fee.8 Table 1 outlines descriptions of these physiotherapy tools, the
original ABCD tools and the modifications made.(The tools are also available on request.)
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Table 1. Physiotherapy clinical audit tools, the One21seventy tools they were
based on, and a description of the tool and modifications made.
Physiotherapy
audit tools
Physiotherapy
clinical audit
Tool

One21seventy
audit tools
Child health
clinical audit tool,
version 3.1

Description of tool

Modifications made

The clinical audit tool is a form
used to collect data about how the
health department or centre delivers
service and provides care. The tool
is completed mostly through
circling the correct number or item.
The tool is designed to reflect best
practice and allow the department to
compare its performance against
key performance indicators. The
One21seventy tools are regularly
updated by specialist working
groups.

The physiotherapy tool
uses the structure of
the child health clinical
audit tool, however, the
content involves
physiotherapy services.
It has the capacity to be
reviewed and updated.

Physiotherapy
clinical audit
tool protocol

Child health
clinical audit tool
protocol, version
3.1

The clinical audit tool protocol
provides a step-by-step guide to
completing the audit tool including
how to code the items, where to
locate information within the
system, and information from the
literature to support the tool’s
content. The protocol is designed to
be used with the audit tool form
simultaneously and regularly
updated by specialist working
groups.

The physiotherapy
protocol had the same
structure but different
content relevant to the
specific team and the
discipline. It has the
capacity to be reviewed
and updated.

Physiotherapy
systems
assessment
tool

Generic systems
assessment tool,
version 1.2

The Systems Assessment Tool
provides a structured process for
participants to assess a range of
elements of their health service
system that have been demonstrated
to be important.

Physiotherapy
goal setting
tool

Goal setting tool
version 1.1

The goal setting tool is designed to
assist participants to record
prioritised goals, an action plan to
address the goals, a timeline to
achieve goals and responsibility for
each strategy’s implementation.

The physiotherapy
assessment tool was
almost identical to the
generic tool.
Modifications included
the word physiotherapy
and prompt questions
related to
physiotherapy service.
No changes to the tool
with the exception of
the word
Physiotherapy added.
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Two senior physiotherapists from interstate facilities specialising in childhood disabilities and a
representative of the Australasian Academy of Cerebral Palsy and Developmental Medicine
provided feedback on the clinical audit. Changes were made to incorporate the reviewers’
recommendations.

The clinical audit tool and protocol were then piloted by two physiotherapists who worked with
similar clientele either within the same team or in a different region within the same health
department. Further changes were made to include the therapists’ feedback.

Reliability of audit tools
Inter-rater and intra-rater reliability were tested. Inter-rater reliability for the audit tools ranged
from 0.80-0.95 with agreement between individual audit items ranging from 0.5-1.0. Intra-rater
reliability ranged from 0.80-0.94 with agreement for individual audit items ranging from 0-1.0
agreement. (One out of the 234 audit items had 0 agreement. This item tested whether
assessment results were discussed with clients and was not recorded in most of the audit forms
examined).

Assessment
The first round of the clinical audit began in February 2013. Client records were included if they
met the following criteria: documented identification as Aboriginal and/or Torres Strait Islander,
active status on the department’s clinical recording system within the past year, and involvement
or referral to a physiotherapist within the department for gross motor delay or physical
disability. Due to the small numbers identified, all clients who met the criteria were included.

The lead researcher audited the clients’ complete electronic and paper records held and accessed
by the allied health team using the Physiotherapy Clinical Audit Tool and Physiotherapy
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Clinical Audit Tool Protocol together as specified in the ABCD protocol (One21seventy 2012).
The results for each audit item were then presented in a report format based on the
One21seventy Child Health Result Report 2010.8 Due to the small numbers involved, raw data
accompanied the percentages for each audit item. No statistical tests of significance were
computed as we had included the entire population of interest and there was only a small
number involved.

Feedback and SAT Workshop
The lead researcher conducted a half-day workshop in May 2013 in which all four part-time and
full-time team physiotherapists attended. The lead researcher summarised the audit results and
highlighted services that stood out as being either very well or poorly documented.

Participating physiotherapists then identified strengths and weaknesses of the physiotherapy
service as well as the allied health team in which it was situated using the SAT assessment. The
participants rated five components of the health service on a scale reflecting the level of
development while the lead researcher facilitated and audio-recorded the discussion. Audio
recordings were used to transcribe the participants’ discussion and clarify participants’ ratings.
Workshop results were then presented in a report format and discussed at the next monthly team
physiotherapy meeting in June 2013

Action Planning
The team developed goals and strategies based on the audit and workshop results that were then
documented on the Physiotherapy Goal Setting Template. Three priority areas were established
with the aim to: 1) improve and streamline documentation for clients with complex needs
including background information, diagnosis, other involved providers and equipment details; 2)
improve hip surveillance radiograph documentation for clients at risk of hip dislocation; and 3)
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improve documentation of goals and outcomes. A target was set for at least 70 percent of the
files to be well- documented in these areas.

Implementation
Strategies addressed internal team documentation processes, links with other hospitals and
facilities and professional development. Implementation occurred in the 8-month period leading
up to the second round of the clinical audit.

Reassessment
The audit was repeated in February 2014 with a second presentation and SAT workshop in
April. Workshop results were then discussed during the physiotherapy team meeting in June
2014.

RESULTS
Characteristics of clients and referrers
In 2013, 35 clients met the study criteria and 32 in 2014. Eighteen client records were included
in both audits. Client composition was similar in age, Indigenous status, diagnosis, language
preference and referral source across both years (Table 2).
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Table 2. Characteristics of physiotherapy service Indigenous client population
2013

2014

Eligible clients
Male gender
Most common diagnosis
Median age
(range)
Indigenous status: clients

35
60%
Cerebral palsy (31%)
5 years, 5 months
(11 months-18 years,3 months)
Aboriginal (91%)
Torres Strait Islander (3%)
Both (6%)

32
63%
Cerebral palsy (34%)
6 years
(6 months -15 years, 10 months)
Aboriginal (84%)
Torres Strait Islander (6%)
Both (9%)

Indigenous status:
primary carers

Indigenous family (69%)

Indigenous family (63%)

Preferred language

English (49%)
Not Stated (43%)
Aboriginal English (3%)
Indigenous and English (3%)

English (78%)
Indigenous (13%)
Not Stated (3%)
Aboriginal English (3%)
Indigenous and English (3%)

Main referral source

Educators (23%)
Physiotherapists (17%)
Nurses (17%)
Other allied health (11%)

Educators (31%)
Physiotherapists (6%)
Nurses (6%)
Other allied health (22%)

Audit results
The second clinical audit highlighted positive changes in the first two priority areas: improved
documentation of services for clients with complex needs and improved hip surveillance
documentation. However, no substantial improvements were made in documentation relating to
goal setting and outcomes (Table 3).
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Table 3. Clinical audit results reflecting changes in service documentationa

Documentation for clients with complex needs

2013
62%

2014
92%

Gross motor functional classification system
Manual ability classification system
Cerebral palsy type and typography
Epilepsy
Intellectual impairment
Communication impairment
Visual impairment
Hearing impairment
Surgical intervention
Medical interventions
Functional Mobility Scale
Wheeled mobility description
Wheeled mobility seating description
Wheeled mobility and seating funding source
Orthotic description

58% (7/12)
0% (0/10)
91% (10/11)
58% (7/12)
42% (5/12)
83% (10/12)
83% (10/12)
75% (9/12)
42% (5/12)
92% (11/12)
27% (3/11)
89% (8/9)
33% (3/9)
89% (8/9)
70% (8/10)

92% (11/12)
100% (11/11)
100% (12/12)
58% (7/12)
75% (9/12)
100% (12/12)
100% (12/12)
100% (12/12)
58% (7/12)
100% (12/12)
100% (10/10)
100% (9/9)
100% (9/9)
100% (9/9)
100% (12/12)

Hip surveillance

10%

89%

Date of hip x-ray in past year
Results of hip x-ray in past year

20% (2/10)
0% (0/10)

89% (8/9)
89% (8/9)

Goal setting and outcomes

34%

62%

Goals set
Outcomes recorded

39% (12/31)
29% (4/14)

29% (4/14)
71% (5/7)

a

Percentage of recorded items followed by actual number documented over available records

Systems Assessment Tool results
The SAT reflected improvements in all five components of the participating health service
between 2013 and 2014 (Figure 2).
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7.7

Delivery System Design

4.35

Information Systems and Decision
Support

7
2.6
6.5

Self-management Support

2.1

Links with the community, other
health services and other services
and resources

Second Audit
First Audit

2.5
1.2

Organizational influence and
integration

6.45
4.7
0

2

4

6

8

10

Key: 0-2 reflects limited support; 3-5 basic support; 6-8 good support; 9-11 full
support

Figure 2. Systems assessment tool results
The Physiotherapy Systems Assessment Tool results reflect the changes in staff ratings of their
health service between the first and second audits.

Targets
Improvements were recorded both directly and indirectly related to the goal setting process.
Retrieval of hip radiographic and medical information was achieved through gaining access to
the hospital database and obtaining training from local physiotherapists in hip radiographic
interpretation. Information regarding client medical histories, equipment and other involved
providers was located more easily through changes to documentation practices which involved
regularly updated summary sheets, reorganisation of client files and consistency of filing
placement.

The third target area (goal setting and outcomes) did not improve and was influenced by a
number of issues including: changes to service delivery preventing follow up to children who
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did not have physical disability and deemed to have only mild needs, lack of communication
with external providers such as schools to determine if goals were met, and resource limitations
such as staff turnover within the team.

DISCUSSION
This study was the first to apply the ABCD CQI process within the field of physiotherapy or
Indigenous childhood disability research. In discussing the findings, some of the study strengths
and limitations are highlighted as well as questions that arose from the findings.

Strengths
The clinical audit provided information about the service clientele, referral pathway,
documented needs of the clients, and services received. The workshop following the
presentation of audit results encouraged physiotherapy team participation and highlighted staff’s
unique insights into the data and challenges they faced in delivering the service. The SAT used
within the workshop enabled participants to reflect on cultural awareness, government records
systems and external relationships with other departments and service providers that influenced
service delivery. The goal setting tool and implementation enabled participants to target,
improve and evaluate the quality of physiotherapy services delivered to Indigenous children in a
structured way. The lead researcher, as a member of the team, may have stimulated greater
improvement due to her presence, availability and familiarity with the CQI tools and processes.

Limitations
The CQI process was very time and labor-intensive for one lead researcher working within a
small team greatly affected by staffing changes and may be difficult to maintain in departments
affected by similar staffing fluctuations. The clinical audit tool was designed to gain an
understanding of consumer characteristics as well as to investigate quality of care and was
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subsequently longer and more complicated than many similar ABCD audit tools. Documentation
may not reflect what is actually done within interventions such that services provided within an
appointment are not recorded well as suggested by other CQI literature. Wise et al.9 have also
suggested including Indigenous service users in the CQI process. Elsewhere we have reported
on interviews with carers and clients and noted differences to our results in this audit.10, 11

The population was very small although of sufficient size to satisfy the ABCD model
requirement of 30 records. Subsequently, improvement was difficult to measure in
documentation that pertained to a smaller portion of clients, such as those using electric
wheelchairs. The records of 18 clients were audited in both years and while most audit items
pertained only to recordings of the previous 12 months, there were a small number of
overlapping audit items such as referral source and gender.

Improvements may have occurred for reasons unrelated to CQI efforts such as new team
administrative processes and additional resourcing within external services, such as those
services involved in lending equipment, which coincided with this study.

Importantly, bias introduced by a lead researcher working as a clinician in the participating
service potentially influenced the findings. Although efforts were made to reduce bias
throughout the process such as coding the client records when completing audit forms and
tables, the lead researcher was responsible for calculating and tabulating audit results,
highlighting strengths and weaknesses during the results presentation, documenting and
calculating SAT results, and facilitating the goal setting discussion.

The presence of the lead researcher within the team may also have influenced implementation of
CQI strategies. On an individual level, she may have been more careful about documentation
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and practices. As part of a group, her presence and relationship to her coworkers may have
influenced their participation either through an ongoing awareness of CQI efforts or having
access to a person familiar with CQI documentation practices.

Similar results can be found in other CQI literature. Improvements in targeted clinical services,
health service systems, and communication with external services have been reported.5,

9

Similarly, barriers to success such as limited staff capacity, high staff turnover and lack of
mechanisms for engagement with external domains are also reported.5, 9 12 Recommendations for
potential use and implementation of the adapted tools are included in Figure 3.

Recommendations


Further develop tool with input of previous or current Indigenous
clients.



Use small part of the physiotherapy clinical audit tool and protocol to
target a specific service provided to reduce the amount of resources
required. For instance, if interested in improving assessments to clients
with cerebral palsy, they could complete the general information and
the relevant section of the audit.



Integrate CQI process into annual team planning and development
activities to reduce demands placed on physiotherapists during their
daily operations.



Develop stronger links with external specialist organisations that could
share their written clinical guidelines to be put into audit form. This
would strengthen the audit tool and enable local, rural therapists to
maintain, consistent documented practice with members of these
organisations.



Team management to ensure appropriate infrastructure is available to
support CQI activities by engaging either a senior clinician or external
service.



Development and implementation of policy that supports better
linkages with non-health care organisations such as Indigenous
organisations, schools and community groups.

Figure 3. Recommendations to enhance the implementation and potential use of the
adapted CQI tools.
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Questions
These findings also provoked some questions. The small number of clients who did not identify
English as their preferred language and the lack of documentation regarding preferred language
in 2013 deserves attention particularly in light of the value placed on effective communication in
the physiotherapy, disability and Indigenous health literature.4, 13, 14 This lack of representation
may be truly reflective of the urban population or might indicate a lack of access or engagement
of those who do not speak English as a first language.

The absence of physiotherapy referrals from the only Indigenous controlled health service or
Indigenous officers within the health and education departments should also be explored given
the literature supporting Indigenous peoples’ engagement in health and disability care.4, 13, 14

The small number of Indigenous children accessing the physiotherapy service did not reflect the
large numbers suggested in the disability population statistics.15 Whether this inconsistency
reflects barriers to service access cited in other literature such as carers’ lack of awareness about
the service, inability to attend appointments due to transport or schedule issues, different family
priorities, or mistrust of government services requires further investigation.13, 14

In addition, there is the question of whether the clinical audit might best have been conducted by
someone externally. An external auditor may have reduced bias, had more time or focus to
determine essential service strengths and weaknesses, and enabled the lead researcher to direct
more efforts towards participatory interpretation of the data with the other physiotherapists.
However, this would have also reduce the opportunity for the lead researcher to intimately
explore the audited records.
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Conclusion
This adapted ABCD CQI model offered a practical service improvement process with
measureable outcomes in the largely unaddressed area of physiotherapy practice in Indigenous
health care. Changes were made which resulted in improved clinical documentation, which is
useful in improving the care of clients with complex needs.

The ABCD process has been used successfully by other professions dealing with chronic
disease. It has potential to be used by other allied health professions developing their own
content within the clinical audit tool and protocol. The physiotherapy tools also have the ability
to be modified or adapted to local contexts and populations. This CQI process, however, is time
intensive for a small team affected by changes in staffing and other resources. Resource
allocation should be considered when adopting this process.

Conflicts of Interest
The lead researcher was a physiotherapist at the participating organisation. This relationship was
discussed within the article.
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Abstract

Question: What are the experiences of Indigenous children with physical disability and their
carers, of their community-based physiotherapy service? What factors influence their
experiences of the physiotherapy service and how could the service be improved?

Design: A qualitative study using in-depth, semi-structured open-ended interviews consistent
with the researchers’ interpretivist perspectives and ethical principles of Indigenous health
research. Interviews were audio-recorded, transcribed and coded for themes with qualitative
research software using inductive analysis. The interviews were then checked for transcription
accuracy and the themes were confirmed with the participants.

Participants: Nine parents and foster carers of children with physical disability aged 0 to 21
years, five children and youth with physical disability aged 8 to 21 years.

Results: The data generated three themes, which informed practice recommendations: carers of
children with physical disability experience increased demands and complexity in their lives;
relationships involving caring, consistency and communication are important to consumers
using the physiotherapy service; and being Indigenous influences consumers’ experiences in
ways that may not be obvious to non-Indigenous service providers. The issue of communication
underpinned the participants’ experiences throughout these themes.

Conclusion: The research highlighted the importance of effective communication, developing
relationships, viewing the child wholistically and recognising the influence of being Indigenous
on clients’ healthcare needs and experiences. The results suggested that community-based
physiotherapists adopt a family/person-centred, context-specific approach when working with
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Indigenous children with a physical disability and their carers.

What is already known on this topic:
Indigenous Australian children experience higher rates of disability than their non-Indigenous
peers. The needs and experiences of these children and their carers in accessing physiotherapy
services are not well understood.

What this study adds:
When accessing physiotherapy services, carers of Indigenous children with a disability value
relationships involving caring, consistency and communication. Being Indigenous influences
these consumers’ experiences in ways that may not be obvious to non-Indigenous service
providers.

Keywords: Qualitative research, Oceanic Ancestry Group, Physical Therapy (Specialty),
Disabled Persons, Child, Caregiver
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INTRODUCTION
Indigenous Australians experience a higher rate of disability throughout their lifespan when
compared with their non-Indigenous counterparts.1 Although accurate statistics are difficult to
obtain,2 Indigenous Australians are twice as likely, and Indigenous children are 30% more
likely, to have a disability than non-Indigenous Australians of the same age, with the majority
having a physical disability.2

Although the World Health Organization describes people with disability as among the most
marginalised and vulnerable populations in the world,3 Indigenous Australians with a disability
are considered to be ‘doubly disadvantaged’ due to the additional disadvantage in socially
determined areas of health.4 Indigenous children with disability can be considered to have a
‘triple disadvantage’ due to the additional limitations they may experience during their critical
early years of development when they are most vulnerable.

Despite this added disadvantage, little has been published about the needs and experiences of
Indigenous children with a physical disability and their carers.5-7 No research reflecting the
perspectives of Indigenous children with a physical disability could be found in Australian
literature. This deficit was highlighted in a recent audit of disability research commissioned by
the National Disability Research and Development Agenda. This audit recommended dedicating
funding to ‘stimulating disability research that addresses the needs and experiences of
Aboriginal and Torres Strait Islander carers’7 and research that pertains to the ‘experiences of
people with disability as specialist service users’.7

Physiotherapy has a role to play in supporting children with disability by providing ‘treatment,
management and education to enhance the participation of children aged 0 to 18 years’. 8
However, there is no published peer-reviewed physiotherapy literature, to date, exploring
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practice for Indigenous Australians with physical disability. The few articles addressing
physiotherapy practice in Indigenous healthcare have been editorials and letters noting the
scarcity of attention to Indigenous health,9 outcomes,10 or communication guidelines11 in
physiotherapy research.

Therefore, the research questions for this study were:
1. What are the experiences of Indigenous children with physical disability and their
carers, of their community-based physiotherapy service?
2. What factors influence their experiences of the physiotherapy services and how could
the service be improved?

METHOD
Design
A qualitative research design using open-ended, semi-structured, in-depth interviews was chosen
to provide a means of exploring the experiences of children with a physical disability and their
carers, who have used a community-based physiotherapy service.

The design of the study was informed by the Indigenous values and ethics highlighted in the
National Health and Medical Research Council guidelines12 and reflects an interpretivist
theoretical position.13 Semi-structured, in-depth interviews were conducted to enable the
participants to delve deeper into topics that they considered to be important in a flexible and
iterative process. Interviews were guided by a set of questions based on a feedback tool designed
for Indigenous consumers with chronic health conditions.14 Participants were selected to reflect
a diversity of perspectives, and the research process recognised the power dynamics inherent
between the service provider/researcher and the participant/service user.15 We ensured that
participants knew their care would not be disadvantaged if they chose not to participate or
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withdrew from the study and used a semi-structured interview in which the participant could
control the topics discussed and the depth in which they were discussed. We also met
participants after each interview was transcribed and analysed to discuss emerging themes and
offered to meet later to share the results of the study. This study was limited to a specific
community-based physiotherapy service due to the researchers’ beliefs that more impact could
be made on a service in which both researcher and participants were involved, reflecting the
principle of reciprocity.12

The study was part of a larger research project combining a continuous quality improvement
approach and client interviews to examine and improve physiotherapy service provision at the
participating facility where the principal researcher was a non-Indigenous physiotherapist.

Participants
Participants were recruited from a community-based physiotherapy service within a regional
town in northern Australia with a population of 140,40016 and an estimated Indigenous
population of 15,500.17 The physiotherapy service consisted of a maximum of four
physiotherapists situated in a larger paediatric team that included speech/language pathologists
and occupational therapists. Health services located within the area included a hospital, a nongovernment early intervention service, several public community care centres and an Aboriginal
community controlled health service.

Participants met inclusion criteria if they were either: 1) children/youth with a physical disability
aged 8 to 21 years, identified as an Indigenous Australian, and capable of participating in an
interview or 2) carers looking after Indigenous children or young adults who had a physical
disability and were aged 0 to 21 years. Participants were excluded if they had since moved
interstate, were not cognitively capable of participating or communicating, aged under 8 years,
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or were undergoing stressful circumstances in their lives in which the additional demands of an
interview request may have been detrimental. People that met the criteria were identified
through the physiotherapy records as previous or current clients of the service.

To ensure confidentiality from staff in the clinic and other members of the community, the
principal researcher individually approached by telephone or in person the carers who satisfied
the criteria. Participants who were unknown to the researcher were screened through their
primary therapist to find out if they were interested in being contacted. Participant selection was
initially conducted using purposive sampling, as the principal researcher sought a diverse group
of participants with a range of experiences who were ‘… able to articulate what they have lived
through, or describe their embodied experiences.’18 Emerging themes influenced the participants
who were selected; as new concepts emerged, participants who could enable further exploration
of these concepts were approached.15

Data collection
Each interview occurred at the time, date and location of the participant’s choice. An interview
guide was used to provide a general list of topics for conversation (see Box 1 and Box 2).
Interviews were audio recorded and transcribed verbatim either by a professional service or the
first author. Carers were interviewed independently of their children in all but one interview;
children were interviewed with their carers present. The principal researcher checked all
transcripts for accuracy by comparing the audio recording with the transcript. A paper copy of
the emerging themes and associated transcript were also reviewed with the participant to
confirm themes and allow the participant to clarify, modify, introduce or elaborate on any
further topics. Interviews were conducted until coding saturation was reached. 15 Memos and a
journal were maintained to document the process, decisions concerning participant selection and
interview topic inclusion.15
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Client story
 How did you become involved with this physiotherapy service?
 What have been the good things about the physiotherapy service?
 What have been the bad things?
Participation in Care
 Have you required any help from your physio to understand your child’s physical
issues?
 Did the physio give you information that you understand about your child’s issues and
treatment options?
 Did you get asked about your concerns for your child?
 Did you get asked what areas you would like the physio to work on?
 Did you have a say in what type of physiotherapy treatment? (For example, were you
asked what areas you would like the physio to work on and where sessions were held?)
Respectful Care
 Did the physio ask you about your language, culture and beliefs when providing care
for your child?
 How did you feel about this?
 Did you feel staff responded to your needs as an Indigenous person?
 Did the physiotherapist ask you about your home and family when planning your care?
 Did you feel comfortable asking questions if you needed to?
Care Providers
 Do you feel that your care was well organised?
 Have you had different physiotherapists involved?
 If so, did you get the same messages and advice about your child’s condition and
physiotherapy activities?
 Did you get linked in with other care providers (e.g. Occupational Therapists, doctors,
disability coordinators?)
Follow Up
 Did the physiotherapist or the office remind you when your child’s next physio
appointment was?
 Was this helpful? Do the physios contact you when you have not been able to attend an
appointment?
Advice
 If you were talking to a physiotherapist who was just starting to work with children,
what advice would you give them ?
 What do you think could be done to make the service better?

Figure 1 Box 1 Sample interview guide and prompt questions for carers
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Comfortable/Introductory Questions
 How old are you?
 Were you born in this town?
 Where do you go to school?
 Do you like school?
Client story
 Do you remember when you started seeing a physio from my team?
 Was he or she scary? Mean? Confusing? Nice?
 What sort of stuff did you do with him/her?
 What things did you like about physio?
 What things were bad with physio?
 What do you think I could do to make the service better
Participation in Care
 Do you feel comfortable talking/asking questions to your physio?
 Do you ever get asked what you would like to work on?
Are you given a choice of activities?
Do you prefer to see the physio at his/her office, school or home?
 Does this depend on things you work on?
Experiences
 What do you like to do after school and on weekends?
 Do you like your (ankle foot orthotics, wheelchair, walking device)?
 What do you like most/least about school?
 What physio activities do you like: Swimming, exercises, bicycling, playing ball
games?

Figure 2 Box 2. Sample interview guide and prompt questions for children/youth

Data analysis
Transcripts were examined using inductive analysis. Emerging codes were identified and
recorded using qualitative analysis softwarea. Throughout the process, interview data were
constantly compared, which stimulated the development and refinement of the themes. In this
way, data collection and data analysis occurred simultaneously and informed the sampling and
interview topics introduced. During this process, codes were grouped into several themes that
were further distilled into three main themes. A journal was maintained and memos were
entered into the software to document the coding process.
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RESULTS
Fourteen of the 17 people who were invited to participate took part in the study, constituting
eight client families (see Box 3). Two parents and one child declined the invitation. Four
children and one youth (one male, four females aged 12 to 19 years) with neurological
conditions participated. Diagnoses included: cerebral palsy Gross Motor Function Classification
System II to IV135 (n = 3), spina bifida (n = 1), and a rare non-progressive neurological condition
(n = 1). These participants demonstrated varying mobility, speech and cognitive abilities, but all
were deemed suitable to voice their perspectives. The nine participating carers (one male, eight
females) included four parents and five foster carers in long-term, organised care arrangements.
This group included carers of the participating children/youth as well as carers of other children
with cerebral palsy that did not meet the eligibility requirement or were no longer in the service
area. All participants spoke English at home. Two participants also spoke an Indigenous
language but learned English at school and did not wish for an interpreter to be present. All
participants were Indigenous, with the exception of two non-Indigenous parents and one nonIndigenous foster carer, and had been involved with the physiotherapy service for at least a year.
We cannot present more detailed information about functional mobility without compromising
the confidentiality so important with this vulnerable population.
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1
2
3
4
5
6
7
8
9
10
11
12
13
14

a

Betty
Mother of Betty
Mother of Ariel
Ellen
Mother of Ellen
Noah
Mother of Noah
Foster Mother of Tiana
Foster Father of Tiana
Katy
Foster Mother of Katy
Foster Mother of Brandon and Steve
Mary
Mother of Mary

Pseudonyms have been used to ensure confidentiality
Figure 3 Box 3. Participantsa

Themes
The following themes were identified through the iterative and inductive analysis process.

Lives filled with complex and multiple demands
Discussions associated with this theme garnered the greatest number and most emotional
responses. All carers described lives filled with multiple and complex demands relating to
raising children with a physical disability, with most describing physically and emotionally
taxing experiences. Carers described juggling numerous appointments:

I think it was 9 days straight [of medical appointments]. (Foster mother of Tiana, age 9)

Many carers described stress associated with arranging and attending appointments:
… it takes me over an hour to get each child ready, I’ve got to feed each child, I’ve got to
prepare their meals, then I’ve got to get all their outfits out. … I’m doing this on an empty
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stomach … I may not be able to have a bath, just dress myself and I’ll take off out the door… if I
feel stressed getting ready and then I come to my appointment and I feel like I’m not being
[present] you know? (Mother of Noah, age 13)

A few carers also described appointments that were extremely stressful:

… [the doctors] said that Ariel’s hips were showing that they were slightly out of [joint] when
they had her x-ray … because now I’m freaking out like, ‘oh God what’s wrong with her hips?’
… I remember when Ariel had her first x-ray, she screamed. So there’s no way she would have
been in the right position. I was pregnant so I wasn’t allowed in, so my husband took her in and
she screamed, I could hear her screaming from the waiting room, so there’s no way in the world
she would have been laying nicely for them to take the x-ray. (Mother of Ariel, age 4)

Other carers described the demands that followed in their wake:

It's really hard to try and meet all of those recommendations; at one stage we had physio
recommendations and we had OT recommendations, the optometrist gave us recommendations.
She went to Hearing and they said ‘She may need grommets, you've got to follow up with this.’
You go to everybody and everybody gives you negativity and you just think ‘Where is it going to
end, I'm a human, there's only so much I can do?’ (Mother of Betty, age 12)
There was the challenge of balancing their children’s needs with their changing health status:

And that priority changes all the time with us because then her health improves and she's back
on track, so then we go back into the worrying about her learning and her long-term
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independence and life skills, all those sorts of things. Our priorities change all the time for her…
(Mother of Betty, age 12)
Carers also described efforts to balance the needs of their other children:

Pull on a trolley and push the wheelchair at the same time, try and keep two little girls together.
I've got to leave all that to run after them and things like that. It takes a lot out of me, and I don't
feel like doing anything. (Mother of Noah, age 13)
The need to negotiate their children’s experience within the greater community was also
identified by some carers. This included ensuring participation without being made to feel
different by children and others in the community, dealing with gaps in information within
school curricula that were pertinent to their children’s needs, and preparing their children
mentally (especially those with cognitive delay) for appointments with unfamiliar service
providers, especially doctors.

Relationships: consistency, communication and caring
Comments from the children and carers reflected the value that they placed on having a
consistent and caring relationship with their therapist. All nine of the participants who were
asked preferred to have one physiotherapist for a longer time rather than dealing with multiple
therapists. Carers felt that it was important for the child to feel comfortable with the therapist
and activities, and to have consistency of care:

Because they [the children] get scared and then they forget what they’re doing and they’re not
happy to go because it was someone new there. (Foster mother of Brandon, age 12)
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They emphasised the need for the therapist to get to know the child, see the child wholistically
and be in a position to see change over time:

… she understands the situation because she has been there since day one and she knows Ariel
now. And she knows Ariel better than the paediatricians or anybody else because she’s worked
the most with Ariel and she knows, you know. (Mother of Ariel, age 4)

Participating children emphasised the importance of having their therapist speak to them about
their condition, show them pictures and demonstrate their exercises. They preferred the
therapists to include their foster carers or parents, meet their families, and make the sessions fun.
Four of the five children enjoyed the sessions; one child did not like physiotherapy and felt that
exercise was boring:

… we can sit down and talk about the exercise, about learning about it and doing it and helping
my leg. (Betty, age 12)
When I was … [with] the same people all the time because when youse did it, you made it fun
and happy and put a – let out a good vibes, it was good. (Ellen, age 19)

Responses regarding positive experiences with the physiotherapy service highlighted the
importance of their relationship with their physiotherapist. They described their therapists as
open, approachable and helpful, and described successful instances when therapists were easily
reached, easy to talk to and collaborative:

55

When I talk to you and the ball rolls and I just come out with this and that, I would not speak
like that with anyone else, because they kept it strict with me every time I went there. (Mother of
Noah, age 13)
Carers who highlighted negative experiences described therapists’ lack of caring,
communication and willingness to see children in the context of their family environment.
Carers also felt excluded in their own children’s care:
So I asked her, ‘How would you like to sit on a seat that was made of plastic for 4 hours?’… and
she just fobbed it off … And I refused to go along with that, I am after her [Tiana’s] comfort, not
her [physiotherapist’s] stupidity. (Foster father of Tiana, age 9)

Being Indigenous influences lives
Indigenous culture emerged as an influence that intrinsically shaped consumers lives through
cultural practices and expectations:

… these boys, have to go through their culture and Brandon’s supposed to go through it, man
business … that’s most important for these boys. Steve [previous foster child with physical
disability] went through it, I made sure Steve went through it, he’s well known now…’ (Foster
mother of Brandon, age 12)

Being Indigenous makes it a bit harder, especially the cultural stuff… I’ve missed out a bit on
my father’s side [through lack of physical mobility]. I haven’t got the chance to do all those
things that I probably would have done, but sometimes it’s hard if you’ve got a disability to keep
up with the cultural perspective of traditions… like the cultural dances and going out hunting
and the women, when they go looking for fruits and periwinkles and stuff…’(Ellen, age 19)
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and conduct:

… when we have children with disabilities or low IQs that consistency of knowing a face and
being able to approach them because in the Indigenous culture to look at someone and give an
answer showing that eye respect is not something that these children do.’ (Foster mother of
Katy, age 16)
In addition, Indigeneity left participants exposed to the external social forces of racism in the
wider community, which may influence their expectations of and willingness to access
government services. Two carers described overt racism, such as seeing racist Facebook
comments and having hate messages sent to them. Others perceived racism within the healthcare
systems:

There was one physio, it just felt like because I was coloured, she thought I wasn’t going to take
care of the equipment, that’s what it felt like …’ (Mother of Noah, age 13)

We are left waiting at the bottom of the line [at hospital clinic]. Other people would be treated
before Tiana ‘cause she’s only an Aboriginal.’ (Foster father of Tiana, age 9)

Carers also actively ensured that their children knew how to handle racism:

… and I tell her ‘we know, don’t forget, like if someone is being racist to you, you can always
get them back to us [i.e., come and tell us]. That way people can’t be racists to you.’ And I tell
them what to be expecting. I tell them what kind of words to be expecting … my Mary knows, my
Jordan knows when someone is being racist to them. (Mother of Mary, age 17)
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This influence is often hidden from a service provider’s view, but can be a very damaging part
of the participants’ experience:

I feel a bit discriminated against yes I do. I can tell the difference, experienced through that life,
who is slightly different with racial and who is not. … I can tell the difference, the tone is
different, just having no time, the looking at me. When they're looking at me, it’s just like they
don't feel like it, I can tell. So them things makes my day really horrible and it’s hard to deal
with my children when I feel upset like that. (Mother of Noah, age 6)

The issue of communication underpinned all themes and influenced the experiences of the
children and families, interpersonal practices and organisational systems. Positive interactions
with the children and carers were influenced by the timing, content and way in which topics
were raised or managed. Good organisational communication between the therapist and other
departments assisted with linking services, accessing equipment or advocating for the child’s
needs, as well as helping carers relay their needs to unfamiliar service providers. Conversely,
carers identified the lack of communication as their number one concern when experiences were
negative.

Although the main themes were shared, not all people wanted the same service delivery or
interpreted a given phenomenon in the same way. For instance, one carer welcomed a more
directive service delivery style, whilst another felt disempowered by it. Similarly, one carer
regarded imposed school expectations as racist, whilst another carer felt it respectful to have her
child held to the same standards as non-Indigenous students. The findings of this study point to a
number of recommendations at an individual and organisational level (see Box 4) and are
supported in physiotherapy literature and standards.20, 21
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Individual Level
Develop Personal Attributes:
 Openness
 Respectfulness
 Patience with families
 Ability to see situations wholistically
 Non-judgementality
 Flexibility
Actions:
 Actively listen
 Tailor language to client’s need
 Spend time to ensure shared understanding of information
 Allow time for clients to form thoughts, ask questions and develop trust
 Practice two-way communication.
 Develop cultural (including gender-related) awareness
 Recognise and develop both clinical and practice skills
 Speak with children (who are interested) about their bodies and activities (use
pictures and other media as needed).
 Make activities pleasant- fun for the child, include child’s family, ensure that
siblings attended to so that carer can attend to session
Organisational Level
Intra-Organisational
 Maintain same therapist with client to ensure consistency of care
 Ensure that all therapists attend cultural awareness or cultural competency course
 Develop systems enabling staff cohesion which allow familiar therapists to overlap
with new therapists taking on clients’ care during staff transitions
 Develop systems to encourage easy service access for carers
 Allow flexibility in location service provided
 Ensure good documentation and handovers
Inter-Organisational
 Develop open lines of communication with Indigenous health and other services
 Support joint client appointments between therapists and other involved health
providers
 Support video-conferencing into clients’ interstate appointments

Figure 4 Box 4. Recommendations for community-based physiotherapy service providers
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DISCUSSION
These themes parallel similar findings in other areas of health and disability research. However,
this is the first study to represent the views of Indigenous children and carers using
physiotherapy services. Non-Indigenous and Indigenous populations consistently report
complex, multiple demands and stress associated with raising children with a physical
disability.1,

6, 22, 23

Literature also supports the value placed on relationships by Indigenous

children and carers receiving other health services,24 as well as by non-Indigenous children and
carers receiving physiotherapy.25,

26

The pervasive and sometimes unrecognised influence of

Indigenous culture as well as racism on relationships, values and healthcare experiences is
reflected in allied health,24 disability6, 27 and cross-cultural research.28

The importance of communication within Indigenous healthcare is highlighted in other
literature. Alford emphasised its importance in physiotherapy practice in Indigenous health; 11
whilst Cass, Lowell and others wrote of the absence of effective communication and its
devastating consequences in other areas of Indigenous health.29 Significantly, the Australian
Physiotherapy Council Standards of Care states that tailored, culturally appropriate
communication is a physiotherapy standard and human right for all clients.21

There were several limitations to this study. The design involved a small sample within one
service, which limits its generalisability. Twelve of the 14 participants spoke English as a
preferred language, so the findings may not reflect the experiences of populations whose
primary language is not English. While the children’s views were represented, few of their
quotations were included, as their interviews involved more non-verbal responses and much less
detailed verbal content.
The study only included those willing to use the physiotherapy service and participate in the
study and therefore does not highlight the needs of those unable or unwilling to use the service.
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As most participants were female, the representation of a male perspective is limited. The
inherent power imbalance between the service provider and consumer may have prevented
participants from sharing how they truly felt (or compelled them to provide a response believed
to please the interviewer). Furthermore, the research was inevitably influenced by the
enculturated view of a non-Indigenous physiotherapist.

Future research would benefit from an Indigenous physiotherapist exploring a similar population
to provide a shared Indigenous and physiotherapy perspective. To get a wider view, future
research should also include a younger population of Indigenous paediatric physiotherapy
consumers in other demographic or healthcare settings. Data could also be explored through
other frameworks such as the International Classification of Functioning, Disability and Health 30
or the Indigenous Standpoint Theory,27 which places the context of Indigenous culture and
history more centrally within analysis.

Whilst community-based services adapt to a national effort to reshape disability services and
support fiscal responsibility, physiotherapists are in a position to improve their service provision
in ways that are not entirely resource dependent. Carers and children described positive
situations when their physiotherapists were open and easy to talk to, worked to their interests
instead of forcing another agenda, listened to and gave them time and information to make
choices either independently or in collaboration with the therapist, and provided useful
information or training promptly when requested. Physiotherapy skills that could improve the
experience of Indigenous children and carers include the ability to build partnerships with them,
understand the demands and complexity in their lives, and appreciate how being Indigenous may
influence their healthcare needs and experiences.

The results of this study do not point to a specific physiotherapy clinical practice, but suggest
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that community-based physiotherapists adopt a person/family-centred, context-specific
approach. This involves developing relationships and effective communication skills in
collaborative pathways, in which knowledge is understood, shared and valued by both therapist
and client.

Footnotes: a NVivo software, QSR International Pty Ltd, Version 10.5, Melbourne, Australia.
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Abstract

Objective: To compare the outcomes of two cycles of continuous quality improvement (CQI) at
a paediatric physiotherapy service with findings from interviews with clients and their carers
using the service.

Design: Case study based at one paediatric physiotherapy service

Setting: Community-based paediatric allied health service in Northern Australia.

Participants: Forty-nine clinical records and four staff at physiotherapy service, five Indigenous
children with physical disability aged 8-21 years, nine carers of Indigenous children aged 0-21
years (current or previous clients).

Interventions: The CQI process based on the Audit and Best Practice for Chronic Disease
involved a clinical audit; a workshop where clinicians assessed their health care systems,
identified weaknesses and strengths, and developed goals and strategies for improvement; and
reassessment through a second audit and workshop. Twelve open-ended, in-depth interviews
were conducted with previous or current clients selected through purposive and theoretical
sampling. CQI and interview results were then compared.

Main outcome measure: Comparison of findings from the two studies

Results: Both CQI and interview results highlighted service delivery flexibility and therapists’
knowledge, support and advocacy as service strengths and lack of resources and a child-friendly
office environment as weaknesses. However, the CQI results reported better communication and
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client input into the service than the interview results.

Conclusion: The CQI process, while demonstrating improvements in clinical and organisational
aspects of the service, did not always reflect or address the primary concerns of Indigenous
clients and underlined the importance of including clients in the CQI process.

Keywords: Aboriginal, allied health, Oceanic Ancestry Group, paediatric, physical therapy
(specialty)
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What is already known on this subject:


The ABCD CQI approach has been successful in other areas of Indigenous health care.



There is a dearth of literature on outcome-oriented approaches to improving
physiotherapy services to Indigenous children with physical disability.

What this study adds:


The ABCD CQI approach can improve physiotherapy service provision but does not
completely reflect the primary concerns of its clients.



Indigenous clients should be included in the CQI process.
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INTRODUCTION
Within Australia there has been a growing movement to improve the quality of Indigenous
health service delivery using the Audit and Best Practice for Chronic Diseases (ABCD)
continuous quality improvement (CQI) approach.1, 2 This approach has been successfully applied
in areas such as diabetes,3 child health4 and rheumatic heart disease.5 However, no such tools for
childhood disability have been developed till now.

Indigenous children with physical disability are considered especially vulnerable due to the
disadvantages experienced by having a disability at an early age and socially determined
factors.6, 7 Despite this, there is limited allied health research reporting outcomes of efforts to
improve services or reflecting the perspectives of this population.7

In this paper we report on a research project to improve services to Indigenous children with
physical disability at a community-based physiotherapy service. We combined an adaptation of
the ABCD CQI approach with client interviews. In particular, we reflect on what may have been
missed if we had undertaken a CQI process alone.

METHODS
Setting
The study was conducted within a community-based paediatric physiotherapy team servicing a
regional town in Northern Australia with a population of 140,400 people8 including 15,555
Indigenous residents.9 Health services located within the area included a hospital, public
community care centres, an Aboriginal Community Controlled Health Service and nongovernment early intervention service. There were four allocated physiotherapy positions within
a larger paediatric allied health team of 23 positions containing speech/language pathologists
and occupational therapists. An additional 2 physiotherapists worked with children at the early
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intervention service and the public hospital. Despite several private allied health practices within
the town, none employed paediatric physiotherapists.

Design
A mixed method design limited to a specific physiotherapy service was used in the belief that
more impact could be made at one service in which the lead researcher, service providers and
clients were involved. The first part of the study involved an outcomes-based participatory
action CQI process within this physiotherapy service. The second part involved qualitative
research using interviews to enable in-depth exploration of physiotherapy services from clients’
viewpoints. The combined CQI and interview results were then explored in terms of
implications for practice.

CQI Component
The lead researcher adapted the ABCD CQI process to suit a small project confined to one
service. The ABCD clinical audit tool and protocol, systems assessment tool (SAT) and goalsetting tool were also adapted for use within a paediatric physiotherapy service (Table1).

TABLE 1: Physiotherapy audit tools and original One21seventy audit toolsa
Physiotherapy Audit Tools

One21seventy Audit Tools

Physiotherapy Clinical Audit Tool

Child Health Clinical Audit Tool, version 3.1

Physiotherapy Clinical Audit Tool
Protocol

Child Health Clinical Audit Tool Protocol
version 3.1

Physiotherapy Systems Assessment Tool

Systems Assessment Tool version 1.2

Physiotherapy Goal Setting Tool

Goal Setting Tool version 1.1

a

One21seventy is the national non-profit organisation that developed from the ABCD

partnership.
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The audit tool had multiple items to investigate clinical processes of care such as
musculoskeletal and neurological assessments. The SAT provided a structured assessment
enabling physiotherapists to identify strengths and weaknesses of their service as a group within
a workshop. A CQI cycle was completed over the first year, which included identifying and
auditing files that met inclusion criteria, presentation of audit results and a SAT workshop with
all physiotherapists on the team, goal setting and strategy development and strategy
implementation. A second audit, results presentation and SAT workshop were conducted the
following year with results compared (Figure 1).

•Clinical Audit

•Presentation of
Results
•SAT Workshop

Assessment

Feedback

Implementation

Action Planning

•Goal setting
•Strategies

•Implementation

FIGURE 1: The CQI process

Interviews
Concurrently and after the completion of the CQI project, the lead researcher conducted openended in-depth interviews with clients. Participants were selected through purposive and
theoretical sampling to reflect the lead researcher's interpretivist perspective.10 Indigenous
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children/youth who were aged 8-21 years, previously or currently accessed the physiotherapy
service, and were cognitively capable of participating in an interview and carers of Indigenous
children/youth aged 0-21 years were interviewed until saturation was achieved.

RESULTS
CQI results
Thirty-five records were audited in the first year and 32 records in the second year. All records
that met the criteria were audited with 18 records included in both audits. The CQI audit
highlighted many weaknesses in practice, including hip surveillance for clients with cerebral
palsy or severe physical disability, documentation of classification systems for children with
cerebral palsy, and client goals and outcomes. The SAT reflected a service with strengths
concentrated within the area of service delivery systems, including staff development, team
cohesion and flexible appointment system design. Weaknesses were exposed relating to linkages
with the community and external services. The iterative process and goal-setting led to changes
in internal team documentation processes, professional development, links with other hospitals
and facilities, documentation of hip surveillance and items relating to clients with complex
needs. However, no improvements were achieved in the area of client goal-setting and
outcomes. The SAT also reflected improvement in other areas of the service’s organisational
system (Figure 2).
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Second Audit

First Audit

Delivery system design

8

7.7

6
4.4
4
Organisational influence
and integration 6.45

4.7

Information systems and
decision support

2

7
2.6

0
1.2

2.1

2.5
Links with the
community, other health
services and other services
and resources

6.5
Self-management support

Key: 0-2 reflects limited support; 3-5 basic support; 6-8 good support; 9-11 fully developed support.

FIGURE 2: Systems assessment tool results: changes in staff ratings of their health service

Client perspectives
Twelve interviews were conducted with nine carers and five children/youth comprising eight
clients. Clients shared some of the CQI issues but were predominantly concerned with factors
outside the area of medical expertise. Participant comments highlighted the multiple demands
and complexities of raising children with physical disability, influences of being Indigenous on
their life and health care experiences, value placed on having good and consistent relationships
with service providers, and the importance of effective communication.
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Comparison of the two research approaches
CQI and interview results agreed on certain strengths and weaknesses of the physiotherapy
service: (i) Flexible service delivery was identified as a strength by physiotherapists during the
SAT workshop. Within the interviews, clients valued their therapists’ ability to provide
continuity of care with interstate services and offer appointments at home, school or the office.
(ii) Knowledge, support and advocacy were considered strengths within the service. Client
participants appreciated physiotherapists’ expertise during physiotherapy appointments as well
as their support for clients during appointments/processes with other services. (iii) Clients’ lack
of access to information about community, disability and other health services or resources was
highlighted as a weakness by physiotherapists in the SAT workshop as well as during client
interviews. (iv) Lack of a child/family-friendly environment within the allied health facility was
also identified by both physiotherapists and clients.

CQI and interview results also reflected areas of disagreement: (i) Communication was depicted
as a strength in the SAT workshop through items such as client follow-up and routine client
engagement in assessment and documentation. The clinical audit tool presented good
documentation in items involving physiotherapy/client discussions of assessment results.
However, some carers described inadequate communication with physiotherapists and
highlighted this as the main factor in negative experiences. (ii) Client input into service delivery
was a small area of the SAT covered under client satisfaction. In this item, participating
physiotherapists described good, routine systems for assessing client satisfaction. However,
some clients described feelings of disempowerment with lack of opportunity to provide input
into their child’s care. The audit tool provided a mixed picture of actual care; some client
records were better documented than others. There was also evidence that the audit results
reflected better processes of care than clients actually experienced. For instance, the audit
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indicated that physiotherapists documented discussions of assessment results with their clients
well. However, some comments made in the interviews suggested otherwise.

Discussion
Previous quality improvement studies have included interviews to identify factors contributing
to program success11 or barriers to follow-up on Indigenous specific assessment items.12
However, client interviews are not always included and there has been little reflection of what is
missed when they do not occur. In reflecting on our research findings we offer the following
considerations.

Client Inclusion
The ABCD CQI approach has been considered well-suited to Indigenous health services due to
its focus on participation, service users, and capacity building consistent with Indigenous
values.13 The clinical audit tool has a section on attendance to examine levels of client
engagement. The SAT has items concerning cultural competence, service user participation
within care planning and self-management education and support for families. Primary health
care principles recognise that services must be adapted to fit with local conditions which are
influenced by the dynamic interplay between service users, service providers, local histories and
health status.14 However, this study revealed a significant gap between what is reflected in the
CQI process and client interviews. The difference between the CQI’s clinical and organisational
focus and the clients’ focus on interpersonal skills such as effective communication was
highlighted through comparison of findings. The study also demonstrated that service providers
and service users might interpret the same service experience differently. Our results illustrate
the need to include service users in the CQI process to ensure their views are represented and
their concerns addressed.
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Cultural competency
Interview comments suggest that clients currently experience barriers within their health care
system including perceptions of racism, a history of negative experiences, transport issues and
lack of support. This demonstrates an ongoing need for service providers to pursue cultural
competency training, ensure follow up, and find ways to identify and address these issues in the
local context.

Whilst there is broad recognition of barriers to service access in other literature,15 they are not
adequately assessed by the CQI tools. The SAT offered a small section on culturally sensitive
practice constituting one of eight subitems of one component of the entire assessment. The
clinical audit tool did not adequately capture level of engagement due to its design as well as
changes within the service’s admission process over the course of the study. Furthermore, whilst
some participants relayed experiences of racism within the health care system, it was unclear
how much this occurred in their experiences with the physiotherapy service. Physiotherapists
within the SAT workshop did not completely agree on items related to cultural competence
while clients offered a variety of perspectives on their care within their interviews.

Strengths
The two elements of the study complemented each other in many ways. The CQI component
offered a way to identify and address weaknesses within clinical practice and the broader health
care system and to measure efforts to improve the system. The qualitative component offered
the rich detail of clients’ perspectives and greater understanding of how they experienced
services. Combining the results illuminated aspects of service delivery that were not obvious
when individually viewing the results of each component. For example, the lack of effective
communication experienced by clients was not identified by CQI but was important in client
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interviews. Yet the lack of access to diagnostic results and other clinical issues were identified
by CQI processes but not client interviews.

Limitations
There were weaknesses in the study’s design and execution. The small scale of the CQI study
and the small number of interviews limited its generalisability. The lead researcher conducted
both parts of the study and recognises the bias inherent in being a practitioner in the service
being investigated. An independent researcher with an Indigenous background may have more
effectively explored issues such as racism. More robust findings may have been produced with a
larger sample of service users as well as clients who chose not to use the service.

Recommendations
Primary health care literature promotes local Indigenous community participation in a
collaborative approach.14 However, disability and paediatric literature highlight the complex
needs of clients with physical disability and those caring for them,16-18 suggesting that seeking
general community representation alone might not be adequate to improve services to this
particularly vulnerable population. The process of including service users into the CQI process
is a challenge given demands placed on community-based services and the busy lives of clients
and their carers. A number of approaches may be considered. The physiotherapy service could:
(i) schedule informal or formal interviews with willing clients using an interview guide at a
designated time of year; (ii) invite current or previous clients and other Indigenous community
members working with these clients as part of a reference group to either come together or act in
an individual capacity as a resource that can be contacted by the service to discuss ideas for new
service developments or changes; (iii) develop or alter the current CQI tools to include items
that examine areas such as interpersonal skills and other client concerns with the assistance of
willing clients.
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CONCLUSION:
The adapted ABCD CQI audit provided a practical and outcome-oriented approach to improving
services. It reflected improvements in clinical practice indicators and organisational systems
when applied to a community-based physiotherapy service. However, the interviews highlighted
that the CQI process did not address all the concerns of Indigenous clients and underlined the
importance of their inclusion in the CQI process.
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CHAPTER 7: FINAL DISCUSSION
7.1 Overview
Disability is a complex phenomenon104, 106 that involves social, physical and personal aspects of
the experience. People with disability are considered to be amongst the most marginalised and
vulnerable in the global population. Indigenous children with disability are especially vulnerable
as they are not only more likely to experience physical disability than their non-Indigenous peers
but can be considered further disadvantaged through exposure to social determinants and
disability during their critical years of development.

Due to the highly individualised nature of disability, defining and studying disability is a
challenging process that involves research in the medical, social and cultural domains. Research
by physiotherapists or concerning the discipline has been directed at clinical interventions and
quality of life studies for various populations with a variety of different physical disabilities, but
minimal attention has been directed towards Indigenous childhood disability.5 Other research in
the fields of disability as well as Indigenous health research highlights the lack of Indigenous
representation in disability studies, the vulnerability of Indigenous people with disability, and
the multiple barriers faced by this population in accessing appropriate services. 107, 108 Research
across a number of fields has also highlighted the complexity of disability experiences43, 106 and
the heterogeneity of Indigenous Australia,109, 110 negating a “one size fits all” approach.

This mixed methods study combined CQI and qualitative components. The first study
component examined the adaptation and application of a CQI process used successfully within
Indigenous primary health care at one community-based physiotherapy service. The second
study component involved interviews with Indigenous children with a physical disability and
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their carers who currently or previously used the same service. The results of these two
components were then compared and reflected on and similarities and differences in the findings
were analysed.

The CQI process aimed to explore who used the service as well as how the service was accessed
and used. It examined characteristics of the client population such as age, gender, diagnosis;
referral pathways to the service; documented needs of the clients and whether the needs were
met; and documented services provided. Quality of care was investigated through the inclusion
of indicators of engagement and clinical practice from an Audit for Best Practice CQI tool, best
practice guidelines and physiotherapy literature. The study also examined whether
improvements in quality of services could be made through this process. The CQI process
demonstrated that a structured method could provide information about how a community-based
physiotherapy team was accessed by its Indigenous clients, what services were provided and
which services were most in demand. This process also led to improvements in service delivery.
Within the study, some changes resultant from the CQI process have already occurred such as
improved, medical record access, reorganisation of files and use of summary cover sheets in the
records of clients with complex needs. Other changes incorporating recommendations by
interview participants such as making the office a more welcoming space are still ongoing.

The qualitative component of the study explored the personal experiences of previous or current
clients with a physical disability and their carers with their physiotherapy service. The findings
of these semi-structured interviews presented a different picture of the physiotherapy service,
offered insight into being or raising an Indigenous child with a disability and provided an
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additional dimension to the clinical documentation in the physiotherapy records highlighting
both richer as well as different perspectives.

The findings from both components were then compared and explored for similarities and
differences. The two elements of the study complemented each other in many ways. The CQI
audit offered glimpses into what services were provided from a clinical perspective and how the
organisation either supported or hindered service delivery. The interview findings offered rich,
more personal information about clients’ experiences within and outside of their physiotherapy
involvement.

The findings of both studies brought to light several strengths and weaknesses of the
physiotherapy service. The service’s flexibility in offering appointments at different locations
and accommodating the requests of the service users was highlighted as a strength; the lack of
information or low profile of the physiotherapy service within the greater community, absence
of referrals from Indigenous identified positions within the health and education services and
lack of a comfortable facility to receive children and families were highlighted as weaknesses.
There may be various reasons that this physiotherapy service has escaped the attention within
the greater community of Indigenous providers of health and education services. This may
include a lack of awareness of the community-based physiotherapy service, a lack of
understanding about what this service can provide or difficulty in recognising conditions or
physical issues that would benefit from the services of this community-based team.
Physiotherapy may also be a lower priority if other significant medical or social issues are more
pressing.
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The two studies’ findings also differed from one another by either covering completely different
aspects of care or providing different representations of a given experience or procedure. The
clinical and organisational focus assessing quality of care in the CQI process diverged from the
clients’ focus on interpersonal practice skills. Qualities of service delivery such as providing
consistency of care and communication skills which were valued by clients and supported in
literature on Indigenous engagement111 were missing from the CQI indicators. Whilst the carers’
experience of multiple and complex demands in their lives is reflected in the number and variety
of services provided in the audit records, the degree of complexity and demands placed on the
carers and the impact this may have on service delivery were not captured in the CQI process.

7.2 Implications for physiotherapy practice
A number of recommendations have been identified through this study that have implications
for physiotherapy practice. Recommendations for improving services derived from the findings
of both components of this study included the need to:
1) develop stronger links with community and Indigenous health organisations
2) provide a more culturally comfortable space for children and their families
3) acknowledge the complex and demanding lives of the clients and their carers
4) include and collaborate with clients and their carers in quality improvement activities
5) develop sustainable, ongoing mechanisms for improvement and evaluation related to:
a) quality of communication
b) responsiveness to individual (including cultural) needs
c) consistency of staffing care
d) client satisfaction
e) cultural safety of services
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Schembri notes that the medical profession has historically focused on technical aspects of
medical services whilst patients focus on their experiences when evaluating the care they
receive, and suggested that evaluating service provision is beyond the realm of quality of care
and satisfaction surveys.112 Successful engagement with Indigenous populations requires
relationships of respect, trust and honesty, ongoing, accessible communication and information;
an appreciation of the diversity within the Indigenous population, cultural skills and knowledge
of community groups and Indigenous people; participatory processes that involve Indigenous
aspirations and priorities, agency, decision making; clear, desired outcomes, indicators and ways
to achieve them; and joint monitoring and evaluation to meet the rights and needs of each
party.110

The results of this study strongly support a person/family-centred approach that enables
physiotherapists to develop a better understanding of each client’s unique situation in order to
provide relevant and responsive care. This approach is supported in the ICF framework, 104
Indigenous Wellbeing Framework113 and physiotherapy literature.114 Whilst practice knowledge,
defined here as ‘the quality of care provided which incorporates tailored communication and
respect for clients’ is discussed in the APA standards,115 this study highlights its importance and
the need for physiotherapists to actively seek an understanding of the client’s context when
delivering services.

Currently there are no available communication guidelines or indicators to evaluate
physiotherapy practice in Indigenous health care.

The disparity between the CQI and

interviewees’ focus related to quality of care highlights the need for client perspective to be
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included in the development of CQI tools. However, there is evidence that clinical indicators can
only assess the presence of processes that might lead to an improved result and not a better
result in and of itself116 and that other tools incorporating Indigenous perspectives may be more
fruitful113 which suggests a different avenue of research.

7.3 Limitations
This study had a number of limitations. First, the small scale of the study across both
components of the project limited its generalisability. The CQI study was conducted by one
researcher at one physiotherapy service comprised of a small group of physiotherapists with a
small, diverse group of clients. There was little infrastructure or support for CQI within the
allied health team’s department beyond what was available in this study. While this made the
process more realistic as many rural and remote services lack resources, it also separated it from
the larger scale ABCD studies in primary health care that have led to significant improvements
in the quality of care. The clinical audit tool was used as a research tool to examine client
characteristics, access patterns and usage as well as quality of care received. This made the
current audit form large and unwieldy for such a small service with limited resources. The
Systems Assessment Tool also needed further modification to make it more pertinent to the
service as participating physiotherapists felt that some of the items were either irrelevant or
given more attention than required. Importantly, the clinical audit tool reflects processes of care
and the services that are documented rather than actual outcomes for clients of the service.

Second, the qualitative study was restricted to the same physiotherapy service, involved mostly
females, and only included clients and their carers that used the service and were willing to
participate. The interview format required verbal communication, therefore, children with
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language and communication difficulties, although getting their points across, were difficult to
quote directly in the study. The interview guides, although containing questions from a survey
for Indigenous consumers, were developed by the researcher. It is possible that some important
areas for clients and carers were not explored. However, the guide covered many broad areas.

Third, the position of being a physiotherapist at the study site exposed the research to significant
potential bias. Although efforts were made to reduce bias throughout the process, the lead
researcher was responsible for calculating and tabulating audit and workshop results,
highlighting strengths and weaknesses during the results presentation and facilitating the
workshop and goal setting discussion. The presence of the researcher within the team may have
influenced implementation of CQI strategies inadvertently through being an ongoing presence
within the department or being a ‘go to’ person when implementation issues arose.

Fourth, the enculturated viewpoint of a non-Indigenous researcher steeped in the culture of
physiotherapy may have influenced the interpretation and analysis of data. The inherent power
imbalance

within

interviews

conducted

by

a

researcher/service

provider

with

participants/service users might have influenced the selection of participants and the content of
the interviews as well as prevented participants from sharing how they truly felt.

7.4 Future research
Research pertaining to physiotherapy practice in the field of Indigenous Australian childhood
physical disability is a largely unexplored area and there are many areas that require attention.
This was a very small study but the findings suggest potential areas for further development and
research on many fronts. Further local research could: 1) explore the development of a CQI
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process in collaboration with clients that better reflects service practices meeting client values
and needs; 2) develop and evaluate other tools in collaboration with clients that better reflect
service practices meeting clients values or needs; 3) investigate why Indigenous children with
physical disability do not appear to be referred from Indigenous medical and community
organisations or from Indigenous-identified positions within the school and health departments;
4) investigate why the target area of goal setting was not met given its importance in the
available therapy literature and how this can be improved; 5) identify and interview the children
with physical disability and carers who choose not to use the physiotherapy service; 6) evaluate
efforts to develop linkages with external health services, Indigenous medical services and other
Indigenous organisations; 7) expand the small sampling of Indigenous clients with physical
disability to include younger children and those outside the service and examine a broader range
of experiences within their community; and 8) develop and evaluate efforts to video-conference
with Indigenous children with physical disability and their interstate providers when these
children are receiving services interstate.

More general research might: 1) develop a basic adaptable tool in conjunction with interested
clients and other Indigenous personnel that could be used to assess physiotherapy practices with
Indigenous children with physical disability and their carers in a range of contexts (acute care,
community, early intervention, disability care) and a method for clients to feedback on the
services they receive; 2) adapt and evaluate practical applications of principles to support locally
defined, culturally safe services suggested within Indigenous primary health care literature,113
such as allocating appropriate caseloads and time when scheduling appointments to allow for the
development of adequate relationships between clients and health care providers; 3) explore indepth interviews with Indigenous physiotherapy clients with physical disability of all ages

89

throughout Australia to develop more insight into their lived experiences; 4) explore in-depth
interviews of the same clients from an Indigenous perspective or using a particular framework
such as the ICF; 5) develop other methods for Indigenous children with physical disability and
their families to share their experiences such as through photographs and videos using cameras,
smart phones and tablets; 6) develop and evaluate efforts to provide services to Indigenous
children with physical disability through video-conferencing and similar applications found on
smartphones, tablets and computers; and 7) seek how to better incorporate Indigenous
perspectives into CQI and other clinical and evaluative tools.

7.5 Final conclusions
The results from this research suggest that physiotherapists develop skills that enable them to
relate to their clients, see the children wholistically and respond in a timely and appropriate
manner. The research also points to the need for departments to provide an organisation
enabling flexibility in the service, consistency in personnel offering care, providing ongoing
cultural competence training for physiotherapy staff and developing linkages with Indigenous
health and community organisations as well as other health and community service providers.
The research also clearly reflects the need for more dialogue between physiotherapists and
Indigenous people both nationally and within the community in which this research was
conducted.

Community based physiotherapy offers a tremendous opportunity to contribute to the health of
diverse populations and “the possibility to practice in a wide range of locations and contexts, but
also scope to integrate broad conceptualisations of health, health promotion and rehabilitation
...”.

114(p139)

Physiotherapists who work with Indigenous children with a disability and their
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carers should understand the privilege afforded to them as guests in the very busy and often
vulnerable lives of their clients and treat every contact as an opportunity to learn from as well as
teach clients and carers.

Improving community-based physiotherapy services for Indigenous children with physical
disability requires a multi-faceted approach. This includes the development not only of excellent
clinical knowledge, but the ability to provide responsive care relevant to the clients’ expressed
needs, communication skills and cultural appreciation. Most importantly it requires the integrity,
commitment and reciprocity enshrined in Indigenous research values and principles that are
equally relevant in the context of service provision.
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APPENDIX 2: SEARCH HISTORY
Objectives
The aim of the literature review was to examine the best evidence available from published
literature on: physiotherapy interventions and practices for Indigenous children with physical
disability and gross motor delay.

Search methods
A literature search was conducted using online databases, the local Government Intranet
website, professional association databases and health libraries between February 2012 and
September 2013.

Databases searched are listed below. The databases with the strongest clinical evidence were
searched first. This was followed by databases recommended for physiotherapy and allied health
(Campbell 2012). Databases concerning Indigenous and social issues were then searched. Grey
literature was then searched through the local Government Intranet website, professional
association databases and disability websites between February 2012 and September 2013.

The grey literature was searched using terms such as physiotherapy, allied health, disability and
Indigenous though the NT government website, the Charles Darwin University library, the NT
Health Library and other government and non-government websites identified through
bibliographic references in Australian HealthInfonet and Google searchers. Additional literature
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was sourced through the NT Government Aged and Disability Darwin Urban services, Cerebral
Palsy Alliance, conference papers and personal correspondence.

Databases included:


The Cochrane Library



Physiotherapy Evidence Database (PEDro)



Medline



PubMed



Cumulative Index to Nursing and Allied Health Literature (CINAHL)



Academic Search Premier (EBSCO host)



Education Resource Information Centre (EBSCO host)



PsycInfo (EBSCO host)



Psych and Behavioral Sciences Collection (EBSCO host)



Soc INDEX (EBSCO host)



Rural and Remote Health Database (Informit)



Science Direct Health and Society (Informit)



Health Collection (Informit), Humanities and Social Sciences Collection (Informit)



Indigenous Australia – ATSIC Library (Informit)



Web of Science



Wiley Online Library



Australian Indigenous Health Infonet



OT Seeker



Trove
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Websites searched included:



Australian Bureau of Statistics



Aboriginal Institute of Health and Welfare



Australian HealthInfoNet



Australian Physiotherapy Association



CanChild



Cerebral Palsy Alliance



Council of Australian Governments, Australian Government Department of Families, Housing,
Community Services and Aboriginal Affairs



One21Seventy



Menzies School of Public Health Research



World Health Organization

Selection criteria
Literature using research of any design published from 1970 onwards and written in English or
an Indigenous language was included. Initial searches involved participants who were
Indigenous Australians aged 0-18 years. Interventions included physiotherapy. Any outcome
was included. Literature was included if it pertained to 1) Indigenous people receiving
physiotherapy 2) Indigenous children with a physical disability
Exclusions included articles that were not relevant to physiotherapy or Indigenous children with
physical disability. For instance, articles on chiropractic practice for an Indigenous community
and physiotherapy for children with chronic lung disease were excluded.
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Search Terms
Search terms were initially obtained from the National Health Service Medical Subject Headings
(MeSH) keywords and expanded to include keywords found in references found. They included

1

Physiotherap*

2

Physical Ther*

3

1 or 2

4

Indigen*

5

Oceanic Ancestry Group

6

Aborigin*

7

Torres Strait Islander*

8

Maori

9

First Nations

10

Native Americ*

11

Inuit

12

Metis*

13

Child*

14

Ped*

15

4 or 5 or 6 or 7 or 8 or 9 or 10 or 11 or 12

16

(1 or 2) AND (4 or 5 or 6 or 7 or 8 or 9 or 10 or 11 or 12)

17

16 AND (13 OR 14)

Example 1
MEDLINE Search
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SEARCH Articles
3

82,786

15

83

17

23

Included Articles: 3
Example 2:

CINAHL Search using MeSH terms

1(MH "Indigenous Peoples+") OR (MH "Health Services, Indigenous") OR (MH "Indigenous
Health")

2 (MH "Therapeutics+") OR (MH "Physical Therapy+") OR (MH "Rehabilitation, Pediatric")

3 (MH "Disability Evaluation+") OR (MH "Developmental Disabilities") OR (MH
"International Classification of Functioning, Disability, and Health")

4 (MH "Child, Disabled")
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SEARCH

Articles

1

15,276

1 AND 2

2882

1 AND 2 AND 3

7

1 AND 2 AND 3 AND 4 4

Included articles: 4
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APPENDIX 3:
CONTINUOUS QUALITY IMPROVEMENT STUDY
SUPPLEMENT

3.1 CONSENT FORM FOR STAFF PARTICIPANTS

A research project about physiotherapy services for children with gross motor delay of
physical disability
This means you can say NO.
Before you sign this from please make sure that you understand what it means to participate in
this research project. Please read the Information Sheet. Please contact me to answer any
questions you might have.
It is important that you understand:
You do not have to take part in this research. You can stop at any time.
Meetings involving system assessment tool, clinical audit tool feedback and goal setting will be
audio-recorded so I get your words straight. Your information will only be used for this research
project. It will be stored in a secure place; only my research supervisor and I will have access.
After five years the record will be destroyed. Your name and details will not be made public.
Nothing written in the report will link you to the project.
Do you have a copy of the Project Information Sheet?
Do you agree to participate in the research?
Do you agree to the meetings being audio-recorded?
Do you agree that some of your words (but not your name) be used in reports
and publications?

☐
Yes
☐
Yes
☐
Yes
☐
Yes

☐No
☐No
☐No
☐No

Participant’s name: ____________________________________________________________

Signed: _____________________________________Date:_____________________________
I understand that the ownership of Aboriginal knowledge and cultural history is retained by the
informant and this will be acknowledged in research findings and in the dissemination of the
research.
I have explained the nature and purpose of the research to the above participant and have
answered their questions.
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Researcher’s name:____________________________________________________________
Signed: ________________________________________________ Date: ________________

Contact Details:
For more information about the research project:
Caroline Greenstein- Ph: 08 xxxxxxxx or xxxxxxxxxx
Email: caroline.greenstein@xxxxxxxx
For more information about ethical conduct of the research project:
The Secretary, Human Research Ethics Committee of NT Department of Health
and Menzies School of Health Research,
phone 08 89227922
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3.2 INFORMATION SHEET FOR STAFF PARTICIPANTS

Research Project Information for Physiotherapists
(This is for you to keep)
You are invited to participate in a research project about physiotherapy services to children with
gross motor delay or physical disability
What is this project about?
Children are commonly referred to physiotherapy services for movement disorders or gross motor delay.
There is much research about paediatric physiotherapy services for the non-Indigenous population but
little research on physiotherapy services involving Indigenous children.
The study involves auditing the physiotherapy records of Indigenous clients who have used the
physiotherapy service, sessions asking therapists to examine organisational aspects of the service and
interviews with Indigenous children and their carers or young adults that currently use the service or have
previously used the service.
I want to understand how Indigenous children with movement difficulties utilize physiotherapy services
and what facilitators and barriers assist or deter physiotherapy service use.
I would also like to understand if the services offered to Indigenous children with a movement disorder
are provided with services in line with best practice for their condition.
What does it involve?
I will conduct a clinical audit of children who have been referred to your services for gross motor delay or
physical disability.
The audit will cover the year previous to the start date. The audit covers how the client was referred, what
assessments were done, services offered and provided and outcomes measured. In particular, assessment
and follow up of children with Cerebral Palsy will be audited.
Participating physiotherapists will be asked to attend a session in which a system assessment tool will be
used for the physiotherapists to comment on the system in which they operate.
Participating physiotherapists will be asked to attend a feedback session in which results of the clinical
audit will be shared. They will then be asked to participate in goal prioritizing and setting at the same or a
separate session.
One year later the physiotherapists will be asked to complete the system assessment tool again and attend
a feedback session in which results of a second audit will be shared.
Some Frequently asked questions
What happens from all the information you have collected from Physiotherapists?
Information collected directly from physiotherapists will only be used by me on this project.
How long does it take?
The Systems Assessment Tool will take 1-2 hours and will occur once a year.
The feedback from the clinical audit tool will take up to 1 hour and will occur once a year for 2 years.
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The goals and priority setting tool following the clinical audit feedback will take up to 1-2 hours and will
occur once for the purpose of this study.
An option to prioritise and set additional goals is offered.
What do I need to do?
Young people interested in participating will need to sign a consent form to take part. If under 18 years
old, their parents/guardians also need to sign the consent form before they can take part.
How will the information be collected?
Information will be audiotaped to ensure I get the information straight if therapists consent. Notes will be
taken at the meeting and a Systems Assessment Tool will be collated.
Is my information confidential?
All the information given by physiotherapists will be kept confidential.
The information relating to the clinical audit and systems assessment will be protected in locked files in
my office or in my locked home. It is only available to me and my research supervisors overseeing the
project.
This information will only be shared if participants gave their permission to do so beforehand. However,
if participants tell us about something against the law (like robbing a bank), there is no law that protects
this information if it is
requested by the Police or court.
I will use the information to make a report to tell other researchers, physiotherapists and program planners
what I have found. No names will be used and any information that could identify people contributing will
be removed.
Are there benefits?
There is no money involved; gourmet coffees and snacks will be provided as a thank you for your time. In
the long term, I hope the information collected will make physiotherapy more fun and better for more
Indigenous youth who come to see physiotherapists.
Are there any risks?
There is little risk from taking part. I do not think any questions I ask will cause distress. But if you do get
upset or talk to me about something that is upsetting you, I can organize extra help and support for you.
Where can I find out more information?
You can call me on xxxxxxxxxx or email Caroline Greenstein on: caroline.greenstein@xxxxxxxx
Or my supervisor David Thomas on 8922 7610 or email: david.thomas@menzies.edu.au
If you have any concerns about the conduct of this study, or would like to make a complaint, please
contact:
HREC Ethics Administration
Human Research Ethics Committee of the NT Department of Health, and
Menzies School of Health Research
Phone: 08 89227922
Email: ethics@menzies.edu.au
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3.3 PHYSIOTHERAPYCLINICAL AUDIT TOOL
Physiotherapy Clinical Audit Tool
Version 1.8

1.1 Client ID
____________________1.2 Date of birth ______________
1.3 Age at date of Audit ______________1.4 Sex
Male 1 Female 2
1.5 Indigenous Status

Aboriginal
Torres Strait Islander
Both
Not Stated

1
2
3
4

1.6 Family Background
Indigenous Carer
Non-Indigenous Carers
Indigenous Foster Carer
Non-Indigenous Foster Carers

1
2
3
4

English
Indigenous Language
Other
Not Stated
1.8 Date of Referral to Physiotherapy ______________
1.9 Source of Referral:
Aboriginal &/or Torres Strait Islander Health Worker
Aboriginal &/or Torres Strait Liaison Officer
Allied Health-Other
Educator
General practitioner
Orthopaedist
Paediatrician
Parent/Carer
Physiotherapist
Neurologist
Nurse
Other
1.10 Location of Referral Source: Early Intervention Disability Service
Town Public Hospital
Town Private Hospital
Interstate Hospital
Private Practice
Indigenous Medical Centre
Community Care Clinic
Dept of Ed/ Independent Education Office
Other
Not Stated

1
2
3
4

1.7 Language Spoken at Home
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1
2
3
4
5
6
7
8
9
10
11
12
1
2
3
4
5
6
7
8
9
10

1.11 Reason for Referral ______________________________________
1.12 Auditor _____________________

Section Two: Attendance

2.1

Date last attended ___________ TC

2.2

If the client has NOT attended within 12 months is there any record of an
unsuccessful follow up attempt since last attendance?
1-Yes 0-No 9-N/A

2.3

If yes, how many follow up attempts were made over the last 12 months?
________________

2.4
Was there an attempt to contact the primary carer before the first
appointment?
1-Yes 0-No 9- N/A
2.5
Was there a successful contact with primary carer before the first
appointment?
1-Yes 0-No 9-N/A
2.6

Did the primary carer attend the physiotherapy appointment?
1-Yes 0-No

2.7

If the primary carer did not attend is there any record of follow up attempt
with the primary carer (either for appointment that was not attended or with
appointment attended with another person such as teacher)?
1-Yes 0-No

2.8

Location of family consultation:
Home
School
Office
Hospital
Telephone
Email
Other
Not recorded

2.9

1
2
3
4
5
6
7
8

If English is not the home language was an interpreter used?
1-Yes 0-No
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Physiotherapy Clinical Audit Tool
Version 1.8

Section Three: Key Information from Department Client Files and
Computer Records

If the child has been seen for first time in the last 12 months please complete section A
Section A: Background
Is the following recorded anywhere in the client file or computer records?

3.1

Birth History

1-Yes

0-No

3-Unknown

3.2

General medical history

1-Yes

0-No

3-Unknown

3.3

Developmental history

1-Yes

0-No

3-Unknown

3.4

Family History

1-Yes

0-No

3-Unknown

3.5

Social History

1-Yes

0-No

3-Unknown

3.6

Education history

1-Yes

0-No

3-Unknown

3.7

Diagnosis

1-Yes

0-No

3-Unknown

3.8

Risk Factors

1-Yes

0-No

3-Unknown
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Physiotherapy Clinical Audit Tool
Version 1.8

Section Four: Clinical Services for Gross Motor Delay
Is there a record of each of the following having been provided at least once in
the last 12 months? NOTE: If a service is not recommended than circle 9-N/A for
those items. NOTE: If child has diagnosis of cerebral palsy skip to section 5.
Measurements
Subjective:
4.1
4.2
4.3
4.4
4.5
4.6
4.7
4.8
4.9

Pain
Primary Carer’s Needs
Child’s Needs
Primary Carer’s Goals
Child’s Goals
Strengths
Weaknesses
Primary Carer’s Priorities
Child’s Priorities

1-Yes
1-Yes
1-Yes
1-Yes
1-Yes
1-Yes
1-Yes
1-Yes
1-Yes

0-No
0-No
0-No
0-No
0-No
0-No
0-No
0-No
0-No

3-Unknown
3-Unknown
3-Unknown
3-Unknown
3-Unknown
3-Unknown
3-Unknown
3-Unknown
3-Unknown

9-N/A
9-N/A
9-N/A
9-N/A
9-N/A
9-N/A
9-N/A
9-N/A
9-N/A

1-Yes
1-Yes
1-Yes
1-Yes

0-No
0-No
0-No
0-No

9-N/A
9-N/A
9-N/A
9-N/A

8-Incomplete
8-Incomplete
8-Incomplete
8-Incomplete
8-Incomplete
8-Incomplete
8-Incomplete
8-Incomplete

9-N/A
9-N/A
9-N/A
9-N/A
9-N/A
9-N/A
9-N/A
9-N/A

Observation
4.10
4.11
4.12
4.13

General Appearance
Behaviour
Child interaction with environment
Primary Carer/child interaction

Gross motor function
4.14
4.15
4.16
4.17
4.18
4.19
4.20
4.21

ASQ (if >= 5 years)
1-Yes
AIMS (if non-ambulant ages 0-2)
1-Yes
NSMDA (age 0-6 and suspected cerebral palsy)1-Yes
Movement ABC (age 3-16 and no diagnosis)1-Yes
Neurological
1-Yes
Musculoskeletal
1-Yes
Mobility
1-Yes
Gait (if applicable)
1-Yes
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0-No
0-No
0-No
0-No
0-No
0-No
0-No
0-No

Environment
4.22
4.23
4.24
4.25
4.26

Home
Preschool/School (if applicable)
Childcare (if applicable)
Equipment Needs
Physical activity and rest

1-Yes
1-Yes
1-Yes
1-Yes
1-Yes
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0-No
0-No
0-No
0-No
0-No

3-Unknown
3-Unknown
3-Unknown
3-Unknown
3-Unknown

9-N/A
9-N/A
9-N/A
9-N/A
9-N/A

Physiotherapy Clinical Audit Tool
Version 1.8

Section Five: Clinical Services for Clients with Cerebral Palsy
NOTE: If child DOES NOT have a diagnosis of cerebral palsy skip to section 6
Clinical details
5.1

CP Classification at diagnosis
1-Yes 0-No 3-Unknown
Specify________________________________________________________
How old when diagnosed
1-Yes 0-No 3-Unknown
CP Type and Typography (recent)
1-Yes 0-No 3-Unknown
Specify________________________________________________________
MACS
1-Yes 0-No 3-Unknown
Birth defects present
1-Yes 0-No 3-Unknown
Known syndromes
1-Yes 0-No 3-Unknown
Presence of Epilepsy
1-Yes 0-No 3-Unknown
Intellectual impairment
1-Yes 0-No 3-Unknown
Visual impairment
1-Yes 0-No 3-Unknown
Hearing impairment
1-Yes 0-No 3-Unknown
Communications impairment
1-Yes 0-No 3-Unknown
Sleep issues
1-Yes 0-No 3-Unknown
Respiratory Issues
1-Yes 0-No 3-Unknown
Pain issues
1-Yes 0-No 3-Unknown
Skin Integrity/health
1-Yes 0-No 3-Unknown
Surgical interventions
1-Yes 0-No 3-Unknown
Medical interventions (BoNT A, Baclofin)
1-Yes 0-No 3-Unknown
Details of hip x-ray in last 12 months
1-Yes 0-No 3-Unknown 9-N/A
Results of hip x-ray in last 12 months
1-Yes 0-No 3-Unknown 9-N/A

5.2
5.3
5.4
5.5
5.6
5.7
5.8
5.9
5.10
5.11
5.12
5.13
5.14
5.15
5.16
5.17
5.18
5.19

Measurements
(In the last 12 months)
Subjective:
5.20
5.21
5.22
5.23
5.24
5,25
5.26
5.27
5.28
5.29

Pain
Primary Carer’s Needs
Child’s Needs
Primary Carer’s Goals
Child’s Goals
Teacher/Goals
Strengths
Weaknesses
Primary Carer’s Priorities
Child’s Priorities

1-Yes
1-Yes
1-Yes
1-Yes
1-Yes
1-Yes
1-Yes
1-Yes
1-Yes
1-Yes
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0-No
0-No
0-No
0-No
0-No
0-No
0-No
0-No
0-No
0-No

3-Unknown
3-Unknown
3-Unknown
3-Unknown
3-Unknown
3-Unknown
3-Unknown
3-Unknown
3-Unknown
3-Unknown

9-N/A
9-N/A
9-N/A
9-N/A
9-N/A
9-N/A
9-N/A
9-N/A
9-N/A
9-N/A
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Observation
5.30

General Appearance

1-Yes 0-No 9-N/A

5.31

Behaviour

1-Yes 0-No 9-N/A

5.32

Child interaction with environment

1-Yes 0-No 9-N/A

5.33

Primary carer / child interaction

1-Yes 0-No 9-N/A

Environment
5.34

Home

1-Yes 0-No 3-Unknown 9-N/A

5.35

Preschool/School (if applicable)

1-Yes 0-No 3-Unknown 9-N/A

5.36

Childcare (if applicable)

1-Yes 0-No 3-Unknown 9-N/A

5.37

Equipment Needs

1-Yes 0-No 3-Unknown 9-N/A

5.38

Physical activity and rest

1-Yes 0-No 3-Unknown 9-N/A

Mobility
Functional Mobility
5.39
5.40
5.41
5.42
5.43
5.44
5.45
5.46
5.47

GMFCS (age <=18)
1-Yes 0-No 3-Unknown 9-N/A
FMS (age 4-18)
1-Yes 0-No 3-Unknown 9-N/A
GMFM 88 for GMFCS IV-V
1-Yes 0-No 8-Incomplete 9-N/A
GMFM 66 for GMFCS I-III
1-Yes 0-No 8-Incomplete 9-N/A
Sitting position
1-Yes 0-No 8-Incomplete 9-N/A
Transitional movements
1-Yes 0-No 8-Incomplete 9-N/A
Standing
1-Yes 0-No 8-Incomplete 9-N/A
Independence level
1-Yes 0-No 8-Incomplete 9-N/A
Self Care-Functional Level
1-Yes 0-No 8-Incomplete 9-N/A
Specify Assessment Used (e.g. PEDI) ____________________________

Gait
5.48
5.49
5.50
5.51
5.52

OGS or PRS
Assistance required
Equipment required
Orthotics used
2D VGA

1-Yes
1-Yes
1-Yes
1-Yes
1-Yes
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0-No
0-No
0-No
0-No
0-No

8-Incomplete 9-N/A
8-Incomplete 9-N/A
8-Incomplete 9-N/A
8-Incomplete 9-N/A
8-Incomplete 9-N/A
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Lower Limb Musculoskeletal Measurements (with goniometer)
Hips
5.53
5.54
5.55
5.56
5.57
5.58
5.59
5.60
5.61
5.62
5.63

Supine Abduction (hips 0)
Supine Abduction (hips 0)
Supine Abduction (hips 90)
Supine Abduction (hips 90)
Supine Flexion
Supine Hip Extension
Staheli test or Thomas test
Prone ER
Prone IR
Duncan Ely
Duncan Ely

R1
R2
R1
R2
R2
R1
R2
R2
R1
R2

1-Yes
1-Yes
1-Yes
1-Yes
1-Yes
1-Yes
1-Yes
1-Yes
1-Yes
1-Yes
1-Yes

0-No
0-No
0-No
0-No
0-No
0-No
0-No
0-No
0-No
0-No
0-No

7-VE
7-VE
7-VE
7-VE
7-VE
7-VE
7-VE
7-VE
7-VE
7-VE
7-VE

9-N/A
9-N/A
9-N/A
9-N/A
9-N/A
9-N/A
9-N/A
9-N/A
9-N/A
9-N/A
9-N/A

Knee Extension
Popliteal Angle
Popliteal Angle

R1
R2

1-Yes 0-No
1-Yes 0-No
1-Yes 0-No

7-VE
7-VE
7-VE

9-N/A
9-N/A
9-N/A

Ankle dorsiflexion (knee 90)
Ankle dorsiflexion (knee 90)
Ankle dorsiflexion(knee 0)
Ankle dorsiflexion(knee 0)
Position noted

R1
R2
R1
R2
R1

1-Yes
1-Yes
1-Yes
1-Yes
1-Yes

0-No
0-No
0-No
0-No
0-No

7-VE
7-VE
7-VE
7-VE
7-VE

9-N/A
9-N/A
9-N/A
9-N/A
9-N/A

1-Yes
1-Yes
1-Yes
1-Yes
1-Yes

0-No
0-No
0-No
0-No
0-No

7-VE
7-VE
7-VE
7-VE
7-VE

9-N/A
9-N/A
9-N/A
9-N/A
9-N/A

Knees
5.64
5.65
5.66

Ankles
5.67
5.68
5.69
5.70
5.71

Feet: non-weight bearing
5.72
5.73
5.74
5.75
5.76

Hindfoot (varus or valgus)
Midfoot supination/pronation (knee 90)
Hindfoot to forefoot alignment
Toes alignment
Great toe
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Spine
5.77
5.78
5.79

Standing position
Sitting position
Prone attempt spinal correction

1-Yes 0-No
1-Yes 0-No
1-Yes 0-No

9-N/A
9-N/A
9-N/A

Pelvis /Leg length
5.80 Standing position
5.81 Sitting position
5.82 Passive correction
5.83 Hip dysplasia/dissociation/subluxation
5.84 Leg length difference

1-Yes
1-Yes
1-Yes
1-Yes
1-Yes

0-No
9-N/A
0-No
9-N/A
0-No
9-N/A
0-No
9-N/A
0-No 7-V/E 9-N/A

Standing posture/alignment
5.85
5.86
5.87
5.88
5.89
5.90
5.91
5.92
5.93
5.94
5.95
5.96
5.97
5.98
5.99
5.100
5.101
5.102
5.103
5.104
5.105
5.106
5.107

Toes-frontal (Abd/add)
Toes- sagittal (ext/flex)
Forefoot-frontal (abd/add)
Forefoot/midfoot-sagittal (cavus/planus)

1-Yes
1-Yes
1-Yes
1-Yes
Forefoot/midfoot-transverse (supination/pronation)1-Yes
Hindfoot-frontal (varus/valgus)
1-Yes
Ankle/Hindfoot-sagittal (DF/PF)
1-Yes
Ankles (inv/ev)
1-Yes
Knee –frontal view (valgus/varus)
1-Yes
Knee –sagittal view(crouch/recurvatum) 1-Yes
Hip-frontal (abd/add)
1-Yes
Hip-sagittal (flex/ext)
1-Yes
Pelvis-frontal (obliquity)
1-Yes
Pelvis-sagittal (tilt)
1-Yes
Pelvis- transverse (rotation)
1-Yes
Lumbar–spine frontal (scoliosis)
1-Yes
Lumbar-spine sagittal (lordosis/kyphosis) 1-Yes
Thoracic spine-frontal (scoliosis)
1-Yes
Thoracic spine-sagittal(lordosis/kyphosis) 1-Yes
Shoulder girdle-frontal (obliquity)
1-Yes
Shoulder girdle-sagittal (IR)
1-Yes
Cervical spine-frontal (sideflexion)
1-Yes
Cervical spine – sagittal (flex/ext)
1-Yes
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0-No 3-Unknown 9-N/A
0-No 3-Unknown 9-N/A
0-No 3-Unknown 9-N/A
0-No 3-Unknown 9-N/A
0-No 3-Unknown 9-N/A
0-No 3-Unknown 9-N/A
0-No 3-Unknown 9-N/A
0-No 3-Unknown 9-N/A
0-No 3-Unknown 9-N/A
0-No 3-Unknown 9-N/A
0-No 3-Unknown 9-N/A
0-No 3-Unknown 9-N/A
0-No 3-Unknown 9-N/A
0-No 3-Unknown 9-N/A
0-No 3-Unknown 9-N/A
0-No 3-Unknown 9-N/A
0-No 3-Unknown 9-N/A
0-No 3-Unknown 9-N/A
0-No 3-Unknown 9-N/A
0-No 3-Unknown 9-N/A
0-No 3-Unknown 9-N/A
0-No 3-Unknown 9-N/A
0-No 3-Unknown 9-N/A

Physiotherapy Clinical Audit Tool
Version 1.8

Motor function
Lower Limbs - Strength
5.108
5.109
5.110
5.111
5.112
5.113
5.114

Hip Flexors
Hip Abductors
Hip Extensors
Quadriceps
Hamstrings
Ankle Dorsiflexors
Calves

1-Yes
1-Yes
1-Yes
1-Yes
1-Yes
1-Yes
1-Yes

0-No
0-No
0-No
0-No
0-No
0-No
0-No

3-Unknown
3-Unknown
3-Unknown
3-Unknown
3-Unknown
3-Unknown
3-Unknown

9-N/A
9-N/A
9-N/A
9-N/A
9-N/A
9-N/A
9-N/A

1-Yes

0-No 3-Unknown 9-N/A

1-Yes
1-Yes
1-Yes
1-Yes
1-Yes
1-Yes

0-No
0-No
0-No
0-No
0-No
0-No

Selective Motor Control
5.115 Ankle Dorsiflexion

Lower Limbs – Spasticity (MAS or ASA)
5.116 Hip Flexors
5.117 Hip Adductors
5.118 Quadriceps
5.119 Hamstrings
5.120 Gastrocnemii
5.121 Solei

3-Unknown
3-Unknown
3-Unknown
3-Unknown
3-Unknown
3-Unknown

9-N/A
9-N/A
9-N/A
9-N/A
9-N/A
9-N/A

CP Type and Typography in the past 12 months
5.122 Physiotherapy assessed type and typography 1-Yes 0-No 3-Unknown 9-N/A
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Section Six: Equipment

Standing Frames
6.1
6.2
6.3
6.4
6.5
6.6
6.7

Standing Frame description
Assistance required for transfers/use
Where item issued from
When item issued
Schedule of use (frequency/session time)
Issues with use
Issues with condition

1-Yes
1-Yes
1-Yes
1-Yes
1-Yes
1-Yes
1-Yes

0-No
0-No
0-No
0-No
0-No
0-No
0-No

8-Incomplete
8-Incomplete
8-Incomplete
8-Incomplete
8-Incomplete
8-Incomplete
8-Incomplete

9-N/A
9-N/A
9-N/A
9-N/A
9-N/A
9-N/A
9-N/A

1-Yes
1-Yes
1-Yes
1-Yes
1-Yes
1-Yes
1-Yes

0-No
0-No
0-No
0-No
0-No
0-No
0-No

8-Incomplete
8-Incomplete
8-Incomplete
8-Incomplete
8-Incomplete
8-Incomplete
8-Incomplete

9-N/A
9-N/A
9-N/A
9-N/A
9-N/A
9-N/A
9-N/A

8-Incomplete
8-Incomplete
8-Incomplete
8-Incomplete
8-Incomplete
8-Incomplete

9-N/A
9-N/A
9-N/A
9-N/A
9-N/A
9-N/A

8-Incomplete
8-Incomplete
8-Incomplete
8-Incomplete
8-Incomplete
8-Incomplete

9-N/A
9-N/A
9-N/A
9-N/A
9-N/A
9-N/A

Wheeled mobility
6.8
6.9
6.10
6.11
6.12
6.13
6.14

Wheeled mobility description
Wheeled seating description
Assistance required for transfers
Where item issued from
When item issued
Issues with use
Issues with condition

Assisted Seating
6.15
6.16
6.17
6.18
6.19
6.20

Seating device description
Assistance required
Where item issued from
When item issued
Issues with use
Issues with condition

1-Yes
1-Yes
1-Yes
1-Yes
1-Yes
1-Yes

0-No
0-No
0-No
0-No
0-No
0-No

Mobility Equipment (gait aides)
6.21
6.22
6.23
6.24
6.25
6.26

Equipment description
Assistance required
Where item issued from
When item issued
Issues with use
Issues with condition

1-Yes
1-Yes
1-Yes
1-Yes
1-Yes
1-Yes

0-No
0-No
0-No
0-No
0-No
0-No
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Lower Limb Orthotics
6.27
6.28
6.29
6.30
6.31
6.32
6.33

Lower limb orthotics been reviewed
Type prescribed
Type the child is using
Aim of orthotic
Time worn (hours/day)
Duration worn (months)
Issues (skin ulceration, compliance)

1-Yes
1-Yes
1-Yes
1-Yes
1-Yes
1-Yes
1-Yes

0-No
0-No
0-No
0-No
0-No
0-No
0-No

8-Incomplete
8-Incomplete
8-Incomplete
8-Incomplete
8-Incomplete
8-Incomplete
8-Incomplete

9-N/A
9-N/A
9-N/A
9-N/A
9-N/A
9-N/A
9-N/A

Section Seven: Results

Is there a record of the following?
7.1Discussion with primary carer of results

1-Yes 0-No 9-N/A

7.2Action/support plan made with primary carer

1-Yes 0-No 9-N/A

7.3Action/support plan made with other provider (e.g. teacher) 1-Yes 0-No 9-N/A
7.4Referral to other agencies (e.g. paediatrician, audiology)

1-Yes 0-No 9-N/A

7.5Referral if X-Ray required at time of assessment

1-Yes 0-No
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9-N/A
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Section Eight: Outcomes and Interventions

Is there a record of the following provided in the past 12 months?
Goals Setting and Outcomes
8.1
8.2
8.3
8.4
8.5

Short written assessment report
Goals set
COPM goals
GAS goals

8.6
8.7

Outcomes recorded
Outcomes obtained

1-Yes
1-Yes
1-Yes
1-Yes

0-No
0-No
0-No
0-No

9-N/A
9-N/A
9-N/A
9-N/A

Review plan developed to direct the measurement
of progress towards achievement of goals
1-Yes

0-No
9-N/A
1-Yes 0-No 8-Incomplete 9-N/A
1-Yes 0-No 8-Incomplete 9-N/A

Intervention Type
8.8
8.9
8.10
8.11
8.12
8.13

Adaptive/therapeutic aids/equipment
Functional mobility training
Fitness
Casting
Referral to external source
Other

1
2
3
4
5
6

Mode of delivery
8.13
8.9

Individual
1
Focus
on:session delivery
1-Yes 0-No
8.14 9-N/A
Group session delivery
2
8.15
Integrated
into
everyday
activities
3
participation in physical sports and activities
1
8.16
School
Program
4
body structures and functions, posture ,quality of movement
8.17 Home Program
5
andtransitional movement, mobility
2
8.18 Other
6
contextual
factors (environmental and personal)
3
Specify_________________________________________________

hip surveillance, adaptive/therapeutic aids and equipment
training, function, PRST, Gait fitness, casting
Comments Box
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_______________________________________________________________________

Physiotherapy Clinical Audit Protocol Tool for
Gross Motor Delay and Physical Disability
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Introduction
Eligibility of clients
To be eligible for inclusion in the Department audit, a child must:
 be a client of Department
 have been referred to physiotherapy with gross motor difficulties or
physical disability
Sample size
A sample size of at least 30 records is recommended for this audit as referred to
in other ABCD literature (McDonald and Ross Bailie, 2010). Due to the small
number of clients with these needs accessing Department, all clients fitting the
stated criteria will be audited. Due to the small service population, should there
be less than 30, all reported data will be treated cautiously when using and
comparing reported data.
Content and Usage
This audit is designed to be used in a few different ways. These include looking
at how a service is initially accessed (e.g. referral source and reason for
referral); how a service is used (what service is requested and received);
whether there have been barriers or facilitators to service use; whether the
standard of service is in line with best practice particularly in the changing
sphere of cerebral palsy assessment and treatment; and whether outcomes are
achieved.
The transient nature of allied health staff is recognized and additional
information and references have been provided on various items such as
assessments for educational purposes of staff entering the field of community
paediatric physiotherapy.
This audit tool can be used to audit service delivery to two broad group
categories:
 Clients with gross motor delay (can include diagnoses with physical
disabilities other than cerebral palsy)
 Clients with a diagnosis of cerebral palsy
A separate section to audit services to clients with cerebral palsy reflects the
large proportion of Australian clients with physical disability who have cerebral
palsy (Access Economics, 2008) and the dynamic nature of research and
assessment for this clientele. The audit items will assist in examining whether
the Department clinical records and assessment are in line with recommended
standards from the national cerebral palsy register and CP Alliance, a national
research and clinical organisation that promotes best practice (Cerebral Palsy
Alliance, 2012, Cerebral Palsy Register, 2012).
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The structure of this protocol is based on the Child Health Clinical Audit Protocol
(One21Seventy National Centre for Quality Improvement in Indigenous Primary
Health Care and Menzies School of Health Research, 2011) and heavily
references the following sources:
AUSTRALIAN PHYSIOTHERAPY COUNCIL 2006. Australian Standards for
Physiotherapy. In: COUNCIL, A. P. (ed.)
CAMPBELL, S. K., PALISANO, R. & ORLIN, M. N. 2012. Physical therapy for
children, Saint Louis, Elsevier.
CEREBRAL PALSY ALLIANCE. 2012. Cerebral Palsy Alliance [Online].
Available: http://www.cerebralpalsy.org.au [Accessed 31 October 2012].
WORLD CONFEDERATION FOR PHYSICAL THERAPY. WCPT guideline for
standards of physical therapy practice [Online]. London: WCPT
Secretariat. Available:
http://www.wcpt.org/sites/wcpt.org/files/files/Guideline_standards_practic
e_complete.pdf http://www.wcpt.org/guidelines/standards [Accessed 9
September 2012].
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Section 1 General Information
This section describes the characteristics of the clients in the sample,
including age, sex and Indigenous status.
1.1 Client ID
The auditor will prepare a master list of clients included in the audit that contains
the name of the client, date of birth and client id.
1.2 Date of birth
Record the client’s date of birth as dd/mm/yyyy.
1.3 Age at date of audit
Record the client’s age at the starting date record of the audit.
Record the client’s age as months for clients <1 year old
Record the client’s age as years and months for clients >1 year old.
1.4 Sex
Indicate sex of client.
1.5 Indigenous status
Record the client’s Indigenous status as stated in Department file referral,
general information form or Computer system information. Circle 1-Aboriginal,
2-Torres Strait Islander, 3-Both.
1.6 Family background
Record the carer’s background including parenting arrangements.
Circle 1-living with Indigenous relatives, 2- living with non-Indigenous
relatives, 3-living with Indigenous foster carers, 4-living with nonIndigenous foster carers, 5-not stated. If relatives are designated foster
carers, Circle 1-living with Indigenous relatives.
1.7 Language Spoken at Home
Record the language spoken at home. Circle 1-English, 2-Indigenous
Language, 3-Other, 4-Not Stated
1.8 Date of Referral to Department Physiotherapy:
Record the date of referral to Department Physiotherapy. This can be found in
the Department file under referral section or within medical letter of referral
placed under correspondence or referral section.
1.9 Source of Referral:
Record the source of referral such as doctor, parent or physiotherapist. This can
be found in the Department file in the Department referral in the referral
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section or within medical letter of referral placed under correspondence or
referral section.
1.10 Location of Referral Source:
Record the location of the source. For instance if the referral was from a doctor,
record whether from private practice, RDH or interstate hospital. This can be
found in the Department file in the Department referral in the referral section or
within medical letter of referral placed under correspondence or referral section.
1.11 Reason for Referral
Record the reason for referral to Physiotherapy.
1.12 Auditor
Record the person’s name doing the audit. You may want to use a stamp if you
regularly audit files.
1.13 Audit Date
Record the date audited as dd/mm/yyyy. The audit date should be the same for
all clients being audited in this cycle. Even if all auditing cannot be completed on
this date, continue to use the same audit date for all clients and audit the
records retrospectively from this date.

Section 2 Attendance
Time since last attendance is a useful measure of the level of client
engagement with the health service (One21Seventy National Centre for
Quality Improvement in Indigenous Primary Health Care and Menzies School
of Health Research, 2011). The type and success of contact attempts by
Department can shed light on client and physiotherapy service engagement
and the ongoing management of the Department Physiotherapy services.
2.1
Date last attended
Record the date last attended by physiotherapy as dd/mm/yyyy.
Note: If service provided by telephone contact only in the past year record the
date as dd/mm/yyyy and circle TC.
2.2
Any record of unsuccessful follow-up attempt since last
attendance?
If the client has not attended physiotherapy in the past 12 months is there any
record of an unsuccessful follow-up attempt since last attendance? Circle 1-Yes
or 0-No.
2.3 Number of follow up attempts made
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If there was unsuccessful follow-up attempts to contact client made over the
past 12 month, record the number of attempts made.
2.4 Was there an attempt to contact the primary carer before the first
appointment?
Record if an attempt to contact the primary carer before the appointment was
documented. Circle 1-Yes or 0-No.
2.5 Was there a successful contact with primary carer before the first
appointment?
Record if documentation of successful contact with the primary carer before the
first physiotherapy appointment and how the contact was made. Circle 1-Yes or
0-No.
2.6 Did the primary carer attend the physiotherapy appointment?
Record if any documentation of primary carer attendance at a physiotherapy
appt.
Circle 1-Yes or 0-No.
2.7 Follow up attempt with primary carer
Is there any record of a follow-up attempt with the primary carer (either for an
appointment that was not attended by primary carer and child or an appointment
attended by child with another person such as a teacher).
Record any documentation of follow up attempt. Circle 1-Yes or 0-No.
2.8 Location of family consultation
Record the location of the family consultation from the computer records,
Physiotherapy report or Intake Summary Report. Record as 1-Home, 2-School
(if met at child’s school), 3-Office (if met with family in the Department or
Satellite Community Health (Burns and Mac Donald, 1996)made), 6-email if
email contact made, 7-other (if , for instance, met at a park or other area), 8-not
recorded.
2.9 Interpreter Use
If English is not the home language has an interpreter been used?
Circle 1-Yes or 2-No.
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Section 3

Key information in Department files and computer records

Birth history, general medical history, developmental history, family history ,
social history, education history, diagnosis and risk factors are all important
background factors influencing the assessment and interventions provided by
physiotherapy (Burns and Mac Donald, 1996). This information is in line with
standards listed in World Confederation for Physical Therapy guideline for
standards of physical therapy practice (World Confederation for Physical
Therapy).
An item (such as documentation of a diagnosis) may be found in more than one
part of the file. To assist with locating a record of the item, several locations are
listed where the item may be found within the record. The item location is listed
in order from the most common to the least common. Once the item has been
cited, circle yes and go to the next question.
Complete if client has been seen for the first time in the last 12 months.
Otherwise, skip to Section B.
3.1 Is there a record of the child’s birth history in the Department file or
Computer records?
The birth history can be found in the following areas of the Department File:
 Department Intake Information Form filed in the Miscellaneous section
 Department referrals (which many include Department Referral Form,
Green RDH referral form or medical letters)
 medical reports filed under Reports section.
The birth history may be found in the computer records under the Department
Case History in:
 Computer event notes
 Any Department Reports placed under documents section
Circle 1-Yes or 0-No
Circle 3-Unknown if there is documentation the information has been sought
but is not available.
3.2 Is there a record of the child’s general medical history in the
Department file or Computer records?
The general medical history can be found in the following areas of the
Department File:
 Department Intake Information Form filed in the Miscellaneous section
137



Department referrals (which many include Department Referral Form,
Green RDH referral form or medical letters) medical reports filed under
Reports section.


The general medical history may be found in the computer records under the
Department Case History in:
 Computer event notes
 Any Department Reports placed under documents section
Circle 1-Yes or 0-No
Circle 3-Unknown if there is documentation the information has been sought
but is not available.
3.3 Is there a record of the child’s developmental history in the
Department file or Computer records?
The developmental history can be found in the following areas of the
Department File:
 Department Intake Information Form filed in the Miscellaneous section
 Department referrals (which many include Department Referral Form,
Green RDH referral form or medical letters), medical reports filed under
Reports
section.
The developmental history may be found in the computer records under the
Department Case History in:
 Computer event notes
 Any Department Reports placed under documents section
Circle 1-Yes or 0-No
Circle 3-Unknown if there is documentation the information has been sought
but is not available.
3.4 Is there a record of the child’s family history in the Department file or
computer records?
The family history can be found in the following areas of the Department File:
 Department Intake Information Form filed in the Miscellaneous section
 Department referrals (which many include Department Referral Form,
Green RDH referral form or medical letters), medical reports filed under
Reports
section.
The family history may be found in the computer records under the Department
Case History in:
 Computer event notes
 Any Department Reports placed under documents section
Circle 1-Yes or 0-No
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Circle 3-Unknown if there is documentation the information has been sought
but is not available.
3.5 Is there a record of the child’s social history in the Department file or
Computer records?
The social history can be found in the following areas of the Department File:
 Department Intake Information Form filed in the Miscellaneous section
 Department referrals (which many include Department Referral Form,
Green RDH referral form or medical letters),
 Department Assessment reports medical reports filed under Reports
section.
 Medical reports filed under Reports section.
The social history may be found in the computer records under the Department
Case History in:
 Computer event notes
 Any Department Reports placed under documents section
Circle 1-Yes or 0-No
Circle 3-Unknown if there is documentation the information has been sought
but is not available.
3.6 Is there a record of the parent’s or child’s educational history in the
Department file or Computer records?
The parental education history can be found in the following areas of the
Department File:
 Department Intake Information Form filed in the Miscellaneous section
 Department referrals (which many include Department Referral Form,
Green RDH referral form or medical letters), medical reports filed under
Reports section.
The parental education history may be found in the computer records under the
Department Case History in:
 Computer event notes
 Any Department Reports placed under documents section
Circle 1-Yes or 0-No
Circle 3-Unknown if there is documentation the information has been sought
but is not available.
3.7 Is there a record of a child’s diagnosis in the Department file or
Computer records?
The diagnosis can be found in the following areas of the Department File:
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Department referrals (which many include Department Referral Form,
Green RDH referral form or medical letters) under Referrals section.
medical reports filed under Reports section.
Department Intake Information Form filed in the Miscellaneous section

The diagnosis may be found in the computer records under Department Case
History under:
 Computer Issues under Department Case
 Computer event notes
 Department reports under documents.
Circle 1-Yes or 0-No
Circle 3-Unknown if there is documentation the information has been sought
but is not available.
3.8 Is there a record of risk factors in the Department file or Computer
records? Check Department information form
Risk factors include parental factors such as smoking, drinking during
pregnancy or depression as well as child factors such as premature birth and
extra low birthweight.
The risk factors can be found in the following areas of the Department File:
 Department Intake Information Form filed in the Miscellaneous section
 Department referrals (which many include Department Referral Form,
Hospital referral form or medical letters), medical reports filed under
Reports section.
The risk factors may be found in the computer records under the Department
Case History in:
 Computer event notes
 Any Department Reports placed under documents section
Circle 1-Yes or 0-No if located anywhere in file or computer. Circle 3-Unknown

Section 4 Clinical assessment and services for gross motor delay or
physical disability
if there is documentation the information has been sought but is not available.
If client diagnosed with Cerebral Palsy skip to Section 5.
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Greater attention has been directed at the personal, physical and social
environment of the child as reflected in the International Classification of
Functioning, Disability and Health (ICF) framework (Wahlgren and Palombaro,
2012). Collaboration in seeking and sharing information and providing a
physiotherapy service is emphasized within client and family-centred practice
(Campbell, 2006). Information regarding environment is sought through the
subjective and observation sections of a clinical assessment.

Sujective
4.1 Pain
Is there a record of a question or an observation regarding the child’s
experience of pain documented at least once in the last 12 months? This may
include a question put to the carer of a baby or child with a severe
communication or cognitive disorder or directly to the child.
Pain questions can be found in the following areas of the Department File:
 Department Intake Information Form filed in the Miscellaneous section
 Medical reports filed under Reports section.
 Department Report filed under the reports section
Pain questions may be found in the computer records under Department Case
History under:
 Computer event notes
 Department reports under placed under documents.
Circle 1-Yes or 0-No
Circle 3-Unknown if there is documentation the information has been sought
but is not available.
Circle 9-N/A if the question is not applicable.
4.2 Primary Carer Needs
Is there a record of discussion of primary carer needs with the primary carer in
the last 12 months? This may include a question put to the carer about concerns
or issues that they have.
Primary carer needs can be found in the following areas of the Department
File:
 Department Intake Information Form filed in the Miscellaneous section
 Department Intake Summary Report under Reports section.
 Medical reports filed under Reports section.
 Department Physiotherapy Report filed under the Reports section.
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Primary carer needs may be found in the computer records under Department
Case History under:
 Computer event notes
 Department Intake Summary Report placed under documents.
 Department Physiotherapy Report placed under documents.
Circle 1-Yes or 0-No
Circle 3-Unknown if there is documentation the information has been sought
but is not available.
Circle 9-N/A if the question is not applicable.
4.3 Child’s Needs
Is there a record of discussion of child’s needs with the child with or without the
family/carer input in the last 12 months? This may include a question put to the
child about things that he or she has troubles with.
Child’s needs may be found in the following areas of the Department File:
 Department Intake Information Form filed in the Miscellaneous section
 Department Intake Summary Report under the Reports section.
 Medical reports filed under Reports section.
 Department Physiotherapy Report filed under the Reports section.
Child’s needs may be found in the computer records under Department Case
History under:
 Computer event notes
 Department Intake Summary Report placed under documents.
 Department Physiotherapy Reports placed under documents.
Circle 1-Yes or 0-No
Circle 3-Unknown if there is documentation the information has been sought
but is not available.
Circle 9-N/A if the question is not applicable.
4.4 Primary Carer’s Goals
Is there a record of discussion of primary carer goals with the primary carer in
the last 12 months?
Primary carer goals can be found in the following areas of the Department File:
 Department Physiotherapy Report filed under the Reports section
 Department Intake Summary Report filed under the Reports section.
 Department COPM forms under the Miscellaneous section
Primary carer goals may be found in the computer records under Department
Case History under:
 Computer event notes
 Department reports under placed under documents.
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Circle 1-Yes or 0-No
Circle 3-Unknown if there is documentation the information has been sought
but is not available.
Circle 9-N/A if the question is not applicable.
4.5 Child’s Goals (for those 8 years and over)
Is there a record of discussion of child’s goals with or without the primary carer
in the last 12 months?
Child’s goals can be found in the following areas of the Department File:
 Department Report filed under the reports section
 Department COPM forms under the Miscellaneous section
Child’s goals may be found in the computer records under Department Case
History under:
 Computer event notes
 Department reports under placed under documents.
Circle 1-Yes or 0-No
Circle 3-Unknown if there is documentation the information has been sought
but is not available.
Circle 9-N/A if the question is not applicable (child under age 8 or severely
intellectually impaired).

4.6 Strengths
Is there a record of a comment regarding the child’s strengths provided at least
once in the last 12 months? This may be a comment found within a Department
Physiotherapy report or as a question put to the carer or teacher or directly to
the child.
Strengths comments can be found in the following areas of the Department
File:
 Department Report filed under the reports section
 Child’s School Educational Assessment Plan or Learning Profile filed in
Reports section or miscellaneous.
 Physiotherapy notes filed in the Miscellaneous section
Strengths may be found in the computer records under Department Case
History under:
 Computer event notes
 Department reports under placed under documents.
Circle 1-Yes or 0-No
Circle 3-Unknown if there is documentation the information has been sought
but is not available.
Circle 9-N/A if the question is not applicable.
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In the computer notes, a comment regarding strengths may be listed in
Department Case History Event Notes or under Department Physiotherapy
report under documents.
Circle 1-Yes or 0-No
Circle 3-Unknown if there is documentation the information has been sought
but is not available.
Circle 9-N/A if the question is not applicable.
4.7 Weaknesses
Is there a record of a comment regarding the child’s weaknesses provided at
least once in the last 12 months? This may be a comment regarding “concerns
or issues to work on” found within a Department Physiotherapy report or as a
question put to the carer or teacher or directly to the child.
Weaknesses comments can be found in the following areas of the Department
File:
 Department Report filed under the reports section
 Child’s School Educational Assessment Plan (EAP) or Learning Profile
filed in Reports section or miscellaneous.
 Physiotherapy notes filed in the Miscellaneous section
Weaknesses comments may be found in the computer records under
Department Case History under:
 Computer event notes
 Department reports under placed under documents.
Circle 1-Yes or 0-No
Circle 3-Unknown if there is documentation the information has been sought
but is not available.
Circle 9-N/A if the question is not applicable.
4.8 Primary Carer’s Priorities
Is there a record primary carer priorities regarding physiotherapy provided at
least once in the last 12 months? This may be a question put to the carer or
teacher or directly to the child or within an assessment such as the COPM.
Family/Carer Priorities s can be found in the following areas of the Department
File:
 Department Report filed under the Reports section
 COPM form under Miscellaneous section.
 Physiotherapy notes filed in the Miscellaneous section
Primary carer priorities may be found in the computer records under
Department Case History under:
 Computer event notes
 Department reports under placed under documents.
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Circle 1-Yes or 0-No
Circle 3-Unknown if there is documentation the information has been sought
but is not available.
Circle 9-N/A if the question is not applicable.
4.9 Child’s Priorities (for age 8 years and over)
Is there a record of child’s priorities regarding physiotherapy provided at least
once in the last 12 months? This may be a question put to the child with or
without the carer and or with the carer.
Child’s Priorities can be found in the following areas of the Department File:
 Department Report filed under the Reports section
 COPM form under Miscellaneous section.
 Physiotherapy notes filed in the Miscellaneous section
Child’s priorities may be found in the computer records under Department Case
History under:
 Computer event notes
 Department reports under placed under documents.
Circle 1-Yes or 0-No
Circle 3-Unknown if there is documentation the information has been sought
but is not available.
Circle 9-N/A if the question is not applicable (child under age 8 or severely
intellectually impaired).
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Clinical Measurements
Observation
4.10 General Appearance
Is there a comment on the child’s general appearance recorded at least once in
the last 12 months? This may include but not be limited to a comment regarding
weight, posture, biomechanical alignment, skin health.
General appearance comments can be found in the following areas of the
Department File:
 Department Intake Summary Report or Department Physiotherapy
Report filed under the Reports section
 Department physiotherapy notes filed under Miscellaneous section.
General appearance comments can be found in the computer records under
Department Case History under:
 Computer event notes
 Department Physiotherapy reports placed under documents.
Circle 1-Yes or 0-No
Circle 9-N/A if the question is not applicable.
4.11 Behaviour
Is there a record of a comment regarding the child’s behavior provided at least
once in the last 12 months? This may be observations during Intake
assessment, Department Physiotherapy assessment or during physiotherapy
interventions.
Behaviour comments can be found in the following areas of the Department
File:
 Department Intake Summary Report or Department Physiotherapy
Report filed under the Reports section
 Department physiotherapy notes filed under Miscellaneous section.
Behaviour comments can be found in the computer records under Department
Case History under:
 Computer event notes
 Department Physiotherapy reports placed under documents
Circle 1-Yes or 0-No
Circle 9-N/A if the question is not applicable.
4.12 Child interaction with environment
Is there a record of a comment regarding the child’s behavior provided at least
once in the last 12 months? This may be observations during Department
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Intake assessment, Department Physiotherapy assessment or during
physiotherapy interventions.
Behaviour comments can be found in the following areas of the Department
File:
 Department Intake Summary Report or Department Physiotherapy
Report filed under the Reports section
 Department physiotherapy notes filed under Miscellaneous section.
Behaviour comments can be found in the computer records under Department
Case History under:
 Computer event notes
 Department Physiotherapy reports placed under documents
Circle 1-Yes or 0-No
Circle 9-N/A if the question is not applicable.
4.13 Primary carer/child interaction
Is there a comment regarding the primary carer/child interaction provided at
least once in the last 12 months? This may be observations during Intake
assessment, Department Physiotherapy assessment or during physiotherapy
interventions.
Parent or carer/child comments can be found in the following areas of the
Department File:
 Department Intake Summary Report or Department Physiotherapy
Report filed under the Reports section
 Department physiotherapy notes filed under Miscellaneous section.
Parent or carer/child comments can be found in the computer records under
Department Case History under:
 Computer event notes
 Department Physiotherapy reports placed under documents
Circle 1-Yes or 0-No
Circle 9-N/A if the question is not applicable.

Gross Motor Function
Physiotherapists are known as specialists in movement disorders and are involved in the
assessment and improvement in gross motor development of children. Often gross motor
delay in infants and young children is the first indication that there may be delay in other
areas. Subsequently, screening and monitoring is recommended in other areas of
development as well.

4.14 Is there a record of completion of the Ages and Stages Questionnaire
(ASQ) at least once in the last 12 months? If the child is less than one month
or over 66 months, skip to next question. If the child has scored above cut off in
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gross motor skills (but still requires physiotherapy) and is seeing either a
Department OT or SLP, skip to next question.
The ASQ results can be found in the following areas of the Department File:
 Department Intake Summary Report or Department Physiotherapy
Report filed under the Reports section
 Department ASQ forms filed under Miscellaneous section.
The ASQ can be found in the computer records under Department Case
History under:
 Computer event notes
 Department Intake Summary report or Department Physiotherapy
reports placed under documents
Circle 1-Yes or 0-No
Circle 8-Incomplete if records or assessment incomplete.
Circle 9-N/A if the question is not applicable.
Department has chosen to use the Ages and Stages Questionnaire (ASQ-3)
as a developmental screening tool in combination with physiotherapy
assessment (Squires, 2012) The ASQ-3 is a valid and reliable parent
questionnaire and screening tool assisting in monitoring a child’s
development.
4.15 AIMS
Is there a record of completion of the Alberta Infant Motor Scale (AIMS) at least
once in the last 12 months? If the infant/toddler is less than 4 months or
ambulant, skip to next question.
The AIMS results can be found in the following areas of the Department File:
 Department Intake Summary Report or Department Physiotherapy
Report filed under the Reports section
 Department AIMS form filed under Miscellaneous section.
The AIMS can be found in the computer records under Department Case
History under:
 Computer event notes
 Department Intake Summary report or
 Physiotherapy reports placed under documents
Circle 1-Yes or 0-No
Circle 8-Incomplete if records or assessment incomplete.
Circle 9-N/A if the question is not applicable
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The Alberta Infant Motor Scale is a valid and reliable screening tool used to
identify infants at risk of motor dysfunction (Piper and Darrah, 1994). It is
used in combination with other motor assessments that look at postural
control, motor control, strength and other factors contributing to movement
delay or disorders (Piper and Darrah, 1994) .
4.16 NSMDA Gross motor assessment
Is there a record of completion of the Neuro-Sensory and Motor Developmental
Assessment for Infants and Young Children (NSMDA) at least once in the last
12 months? If the child is 7 years or older, skip to next question.
The NSMDA results can be found in the following areas of the Department File:
 Department Physiotherapy Report filed under the Reports section
 Department NSMDA form filed under Miscellaneous section.
The NSMDA can be found in the computer records under Department Case
History under:
 Computer event notes
 Department Intake Summary report or Department Physiotherapy
reports placed under documents
Circle 1-Yes or 0-No
Circle 8-Incomplete if records or assessment incomplete.
Circle 9-N/A if the question is not applicable

The NSMDA assesses gross and fine motor skills, neurological status,
infantile reflexes, posture and balance reactions and response to sensory
input. It is a valid and reliable assessment that has been used to identify
infants with CP and other motor dysfunctions (Burns, 1992, Burns and Mac
Donald, 1996).
4.17 Movement Assessment Battery (Movement ABC)
Is there a record of completion of the Movement ABC? If the child is under age
3 years old, older than age 16 years, or has a diagnosed condition, skip to next
question.
The Movement ABC results can be found in the following areas of the File:
 Department Physiotherapy Report filed under the Reports section
 Department Movement ABC form filed under Miscellaneous section.
The Movement ABC can be found in the computer records under Department
Case History under:
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•
•

Computer event notes
Department Intake Summary report or Department Physiotherapy
reports placed under documents

Circle 1-Yes or 0-No
Circle 8-Incomplete if records or assessment incomplete.
Circle 9-N/A if the question is not applicable
The Movement Assessment Battery 3rd edition identifies motor impairment in
children age 3- 16 years (Henderson et al., 2007). It is considered the gold
standard for assessing Developmental Coordination Disorder (Campbell et
al., 2012).
4.18 Neurological assessment
Is there a record of a neurological assessment of the client in the past 12
months? Neurological tests include but are not limited to muscle tone, deep
tendon reflexes, clonus, sensation, Babinski reflex and infantile reflexes. If at
least 2 tests are performed circle yes. If not, circle no.
Neurological records can be found in the following areas of the Department
File:
• Department Physiotherapy Report filed under the Reports section
•
NSMDA form or physiotherapy notes filed under Miscellaneous
section.
Neurological records can be found in the computer records under
Department Case History under:
• Computer event notes
• Department Intake Summary report or Department Physiotherapy
reports placed under documents
Circle 1-Yes or 0-No
Circle 8-Incomplete if records or assessment incomplete.
Circle 9-N/A if the question is not applicable
4.19 Musculoskeletal assessment
Is there a record of a musculoskeletal assessment of the client in the past 12
months? Musculoskeletal tests include but are not limited to joint range of
motion, muscle length, muscle strength, biomechanical alignment. If at least
2 tests are performed circle yes. If not, circle no.
Musculoskeletal records can be found in the following areas of the
Department File:
• Department Physiotherapy Report filed under the Reports section
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Department NSMDA form or physiotherapy notes filed under
Miscellaneous section.

Musculoskeletal records can be found in the computer records under
Department Case History under:
 Computer event notes
 Department Intake Summary report or Department Physiotherapy
reports placed under documents
Circle 1-Yes or 0-No
Circle 8-Incomplete if records or assessment incomplete.
Circle 9-N/A if the question is not applicable
4.20 Mobility
Is there a record of a mobility assessment of the client in the past 12 months?
Mobility records include observation on movement quality and independence in
transitional movements (changing position in lying, lying to sitting, floor sitting to
standing, sitting to standing from chair, sitting in chair from standing), gait,
ascending/descending steps and running.
Mobility records can be found in the following areas of the Department File:
 Department Physiotherapy Report filed under the Reports section
 Department ASQ, AIMS, NSMDA and Movement ABC forms or
physiotherapy notes filed under Miscellaneous section.
Mobility records can be found in the computer records under Department Case
History under:
 Computer event notes
 Department Intake Summary report or Department Physiotherapy
reports placed under documents
Circle 1-Yes or 0-No
Circle 8-Incomplete if records or assessment incomplete.
Circle 9-N/A if the question is not applicable.
4.21 Gait
Is there a record of a general gait observation/assessment of the client in the
past 12 months? Gait records include observation on movement quality and gait
parameters (such as speed, cadence, heel strike, step width and step length,
symmetry).
Gait records can be found in the following areas of the Department File:
 Department Physiotherapy Report filed under the Reports section
 Department ASQ, NSMDA and Movement ABC forms or physiotherapy
notes filed under Miscellaneous section.
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Gait records can be found in the computer records under Department Case
History under:
 Computer event notes
 Department Intake Summary report or Department Physiotherapy
reports placed under documents
Circle 1-Yes or 0-No
Circle 8-Incomplete if records or assessment incomplete.
Circle 9-N/A if the question is not applicable.

Environment
4.22 Home environment
Is there a record regarding home environment? Issues discussed might include
access, safety issues, and assistance required.
Home environment records can be found in the following areas of the
Department File:
 Department Physiotherapy Report filed under the Reports section
 ASQ form, Paediatric Evaluation of Disability Inventory form or
physiotherapy notes filed under Miscellaneous section.
Musculoskeletal records can be found in the computer records under
Department Case History under:
 Computer event notes
 Department Physiotherapy reports placed under documents
Circle 1-Yes or 0-No
Circle 3-Unknown if there is documentation the information has been sought
but is not available.
Circle 9-N/A if the question is not applicable
4.23 School environment
Is there a record regarding preschool/school environment? Issues
discussed might include access, safety issues, and assistance required to
participate in school activities.
School environment records can be found in the following areas of the
Department File:
 Department Physiotherapy Report filed under the Reports section
 physiotherapy notes filed under Miscellaneous section.
School environment records can be found in the computer records under
Department Case History under:
 Computer event notes
 Department Physiotherapy reports placed under documents
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Circle 1-Yes or 0-No
Circle 3-Unknown if there is documentation the information has been sought
but is not available.
Circle 9-N/A if the question is not applicable
4.24 Is there a record of discussion regarding childcare? Issues discussed
might include access, safety issues, and assistance required.
Records can be found in the following areas of the Department File:
 Department Physiotherapy Report or Department Intake Summary
Report filed under the Reports section
 physiotherapy notes filed under Miscellaneous section.
Records can be found in the computer records under Department Case History
under:
 Computer event notes
 Department Physiotherapy reports placed under documents
Circle 1-Yes or 0-No
Circle 3-Unknown if there is documentation the information has been sought
but is not available.
Circle 9-N/A if the question is not applicable
4.25 Is there a record of discussion regarding equipment needs? Issues
discussed might include access, safety issues, and assistance required.
Records can be found in the following areas of the Department File:
 Department Physiotherapy Report or Department Intake Summary
Report filed under the Reports section
 physiotherapy notes filed under Miscellaneous section.
Records can be found in the computer records under Department Case History
under:
 Computer event notes
 Department Physiotherapy reports placed under documents
Circle 1-Yes or 0-No
Circle 3-Unknown if there is documentation the information has been sought
but is not available.
Circle 9-N/A if the question is not applicable
4.26 Is there a record of discussion regarding physical activity and rest?
Issues discussed might include type of play, amount of time involved in physical
activity each day, endurance level and rest required.
Records can be found in the following areas of the Department File:
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Department Physiotherapy Report or Department Intake Summary
Report filed under the Reports section
physiotherapy notes filed under Miscellaneous section.

Records can be found in the computer records under Department Case History
under:
 Computer event notes
 Department Physiotherapy reports placed under documents
Circle 1-Yes or 0-No
Circle 3-Unknown if there is documentation the information has been sought
but is not available.
Circle 9-N/A if the question is not applicable
Physiotherapists as clinicians who work with children with movement
disorders, have a responsibility to understand and promote physical activity
and fitness (Campbell et al., 2012). This is particularly important with the
increasing prevalence of obesity and diabetes within Australian Indigenous
Populations (Pink and Allbon, 2008).
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Section 5
palsy

Clinical assessment and services for clients with cerebral

If client does not have a diagnosis of cerebral palsy skip to Section 6.
Cerebral Palsy is the most common physical disability affecting children with
increased frequency of multiple coexisting impairments (Access Economics,
2008). The field of research is growing and a dynamic, frequently changing
standard of practice is required in line with the emerging evidence . Clinical
details for sections 5.1 through to 5.123 are in line with CP Alliance (Cerebral
Palsy Alliance, 2012) and information required by the Cerebral Palsy
Register (Cerebral Palsy Register, 2012). Information regarding specific
assessments or interventions are listed in the boxes under that item.

Clinical details
5.1 CP Classification at diagnosis
There are several systems to classify cerebral palsy. Systems include: type and
distribution (e.g. spastic hemiplegia), mild, moderate, severe CP and bilateral vs
unilateral CP. Is there a recording of the CP classification? Write in the
classification used.
Records can be found in the following areas of the Department File:
 Department Physiotherapy Report, Medical or Specialist reports filed
under the Reports section or correspondence
 physiotherapy notes filed under Miscellaneous section.
Records can be found in the computer records under Department Case History
under:
 Computer event notes
 Department Physiotherapy reports placed under documents
Circle 1-Yes or 0-No
Circle 3-Unknown if there is documentation the information has been sought
but is not available.
5.2 Age at diagnosis
Record the age of diagnosis. This information may provide an idea of how early
identified and level of engagement with medical system as well as any changes
to diagnosis after age 5. Records can be found in the following areas of the
Department file:
 Department Physiotherapy Report, Medical or Specialist reports filed
under the Reports section or correspondence
 physiotherapy notes filed under Miscellaneous section.
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Circle 1-Yes or 0-No
Circle 3-Unknown if there is documentation the information has been sought
but is not available.
5.3 Current Classification of Type and Typography
Is there a record of type and typography classification performed by medical
specialists in the previous 12 months? Write in the classification used.
Circle 1-Yes 0-No 3-Unknown
Circle 3-Unknown if there is documentation the information has been sought
but is not available.
Circle 9-N/A if not applicable.
Please see attachment entitled DESCRIPTION OF CEREBRAL PALSY for
details.

5.4 Manual Ability Classification System (MACS)
Is there a MACS score recorded? If the child is less than age 4 or over age 18,
skip to next question.
Records can be found in the following areas of the Department File:
 Department Physiotherapy, Occupational Therapy or Medical Report
filed under the Reports section
 physiotherapy notes filed under Miscellaneous section.
Records can be found in the computer records under Department Case History
under:
 Computer event notes
 Department Physiotherapy reports placed under documents
Circle 1-Yes or 0-No
Circle 3-Unknown if there is documentation the information has been sought
but is not available.
The MACS describes the ability to handle objects in daily life for children with
cerebral palsy use their hands to handle objects in daily life (Eliasson et al., 2006).
5.5 Birth Defects
Is there a record of the presence of birth defects?
Records can be found in the following areas of the Department File:
 Department Physiotherapy Report, Medical or Specialist reports filed
under the Reports section
 physiotherapy notes filed under Miscellaneous section.
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Records can be found in the computer records under Department Case History
under:
 Computer event notes
 Department Physiotherapy reports placed under documents
Circle 1-Yes or 0-No
Circle 3-Unknown if there is documentation the information has been sought
but is not available.
5.6 Known Syndromes
Is the presence of any known syndrome recorded?
Records can be found in the following areas of the Department File:
 Department Physiotherapy Report, Medical or Specialist reports filed
under the Reports section
 physiotherapy notes filed under Miscellaneous section.
Records can be found in the computer records under Department Case History
under:
 Computer event notes
 Department Physiotherapy reports placed under documents
Circle 1-Yes or 0-No
Circle 3-Unknown if there is documentation the information has been sought
but is not available.
5.7 Presence of epilepsy
Is the presence of epilepsy recorded?
Records can be found in the following areas of the Department File:
 Department Physiotherapy Report, Medical or Specialist reports filed
under the Reports section
 physiotherapy notes filed under Miscellaneous section.
Records can be found in the computer records under Department Case History
under:
 Computer event notes
 Department Physiotherapy reports placed under documents
Circle 1-Yes or 0-No
Circle 3-Unknown if there is documentation the information has been sought
but is not available.
5.8 Presence of intellectual impairment
Is the presence of intellectual impairment recorded?
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Records can be found in the following areas of the Department File:
 Department Physiotherapy Report, Medical or Specialist, Psychology,
School Guidance Officer, Early Childhood Intervention reports filed under
the Reports section
 physiotherapy notes filed under Miscellaneous section.
Records can be found in the computer records under Department Case History
under:
 Computer event notes
 Department Physiotherapy reports placed under documents
Circle 1-Yes or 0-No
Circle 3-Unknown if there is documentation the information has been sought
but is not available.
5.9 Visual impairment
Is the presence of visual impairment recorded?
Records can be found in the following areas of the Department File:
 Department Physiotherapy Report, Medical or Specialist or Early
Childhood Intervention reports filed under the Reports section
 physiotherapy notes filed under Miscellaneous section.
Records can be found in the computer records under Department Case History
under:
 Computer event notes
 Department Physiotherapy reports placed under documents
Circle 1-Yes or 0-No
Circle 3-Unknown if there is documentation the information has been sought
but is not available.
5.10 Presence of hearing impairment
Is the presence of a hearing impairment recorded?
Records can be found in the following areas of the Department File:
 Department Physiotherapy Report, Medical or Specialist, Early
Childhood Intervention or NT Hearing reports filed under the Reports
section
 physiotherapy notes filed under Miscellaneous section.
Records can be found in the computer records under Department Case History
under:
 Computer event notes
 Department Physiotherapy reports placed under documents
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Circle 1-Yes or 0-No
Circle 9-N/A if the question is not applicable
5.11 Communications impairment
Is the presence of a communications impairment recorded?
Records can be found in the following areas of the Department File:
 Department Physiotherapy Report, Department Speech Pathology
Report, Medical or Specialist, or Early Childhood Intervention filed under
the Reports section
 physiotherapy notes filed under Miscellaneous section.
Records can be found in the computer records under Department Case History
under:
 Computer event notes
 Department Physiotherapy reports placed under documents
Circle 1-Yes or 0-No
Circle 3-Unknown if there is documentation the information has been sought
but is not available.
5.12 Presence of sleep issues
Is the presence of any sleep issues recorded?
Records can be found in the following areas of the Department File:
 Department Physiotherapy Report, Department Occupational Therapy
Report, Medical or Specialist, or Early Childhood Intervention filed under
the Reports section
 physiotherapy notes filed under Miscellaneous section.
Records can be found in the computer records under Department Case History
under:
 Computer event notes
 Department Physiotherapy reports placed under documents
Circle 1-Yes or 0-No
Circle 3-Unknown if there is documentation the information has been sought
but is not available.
5.13 Respiratory issues
Is the presence of respiratory issues recorded?
Records can be found in the following areas of the Department File:
 Department Physiotherapy Report,, Medical or Specialist, or
Department Speech Pathology reports filed under the Reports section
 physiotherapy notes filed under Miscellaneous section.
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Records can be found in the computer records under Department Case History
under:
 Computer event notes
 Department Physiotherapy reports placed under documents
Circle 1-Yes or 0-No
Circle 3-Unknown if there is documentation the information has been sought
but is not available.
5.14 Pain
Is the presence of pain recorded?
Records can be found in the following areas of the Department File:
 Department Physiotherapy Report, Medical or Specialist reports filed
under the Reports section
 physiotherapy notes filed under Miscellaneous section.
Records can be found in the computer records under Department Case History
under:
 Computer event notes
 Department Physiotherapy reports placed under documents
Circle 1-Yes or 0-No
Circle 3-Unknown if there is documentation the information has been sought
but is not available.
5.15 Skin Integrity/health
Is the skin integrity/health recorded?
Records can be found in the following areas of the Department File:
 Department Physiotherapy Report, Medical or Specialist reports,
Wheelchair Clinic General Information form filed under the Reports
section
 physiotherapy notes filed under Miscellaneous section.
Records can be found in the computer records under Department Case History
under:
 Computer event notes
 Department Physiotherapy reports placed under documents
Circle 1-Yes or 0-No
Circle 3-Unknown if there is documentation the information has been sought
but is not available.
5.16 Surgical Intervention
Is there a record of surgical interventions? These include any surgical
procedures.
Records can be found in the following areas of the Department File:
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Department Physiotherapy Report, Medical or Specialist reports,
Wheelchair Clinic General Information form filed under the Reports
section
physiotherapy notes filed under Miscellaneous section.

Records can be found in the computer records under Department Case History
under:
 Computer event notes
 Department Physiotherapy reports placed under documents
Circle 1-Yes or 0-No
Circle 3-Unknown if there is documentation the information has been sought
but is not available.
5.17 Medical Interventions
Are medical interventions recorded? These include prescription of medications
for pain, epilepsy, spasticity and injections of BoNT-A.
Records can be found in the following areas of the Department File:
 Department Physiotherapy Report, Medical or Specialist reports, SEAT
General Information form filed under the Reports section
 physiotherapy notes filed under Miscellaneous section.
Records can be found in the computer records under Department Case History
under:
 Computer event notes
 Department Physiotherapy reports placed under documents
Circle 1-Yes or 0-No
Circle 3-Unknown if there is documentation the information has been sought
but is not available.
5.18 Has a hip x-ray been performed within the recommended time frame?
Refer to sheet attached for guidelines
Circle 1-Yes or 0-No
Circle 3-Unknown if there is documentation the information has been sought
but is not available.
Circle 9-N/A for not applicable
5.19 Are the results reported?
Are the migration indices (MP) reported for most recent hip x-ray?
Circle 1-Yes or 0-No
Circle 3-Unknown if there is documentation the information has been sought
but is not available.
Circle 9-N/A for not applicable.
Hip dislocation is a severe and serious secondary complication affecting many
children with Cerebral Palsy. Hip surveillance
programs are required to track
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insidious hip displacement and prevent unnecessary disability. Every child
should be referred for hip surveillance at the time of diagnosis of cerebral palsy
(Wynter et al., 2011).

Subjective
5.20 Pain
Is there a record of a question or an observation regarding the child’s
experience of pain documented at least once in the last 12 months? This may
include a question put to the carer of a baby or child with a severe
communication or cognitive disorder or directly to the child.
Pain questions can be found in the following areas of the Department File:
 Department Intake Information Form filed in the Miscellaneous section
 Medical reports filed under Reports section.
 Department Report filed under the reports section
Pain questions may be found in the computer records under Department Case
History under:
 Computer event notes
 Department reports under placed under documents.
Circle 1-Yes or 0-No
Circle 3-Unknown if there is documentation the information has been sought
but is not available.
Circle 9-N/A if the question is not applicable
5.21 Primary Carer Needs
Is there a record of discussion of primary carer needs with the primary carer in
the last 12 months? This may include a question put to the carer about concerns
or issues that they might have.
Primary carer needs can be found in the following areas of the Department File:
 Department Intake Information Form filed in the Miscellaneous section
 Department Intake Summary Report under Reports section.
 Medical reports filed under Reports section.
 Department Physiotherapy Report filed under the Reports section
Primary carer needs may be found in the computer records under Department
Case History under:
 Computer event notes
 Department Intake Summary Report placed under documents.
 Department Physiotherapy Report placed under documents.
Circle 1-Yes or 0-No
Circle 3-Unknown if there is documentation the information has been sought
but is not available.
Circle 9-N/A if the question is not applicable.
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5.22 Child’s Needs
Is there a record of discussion of child’s needs with the child with or without the
family/carer input in the last 12 months? This may include a question put to the
child about things that he or she has troubles with.
Child’s needs can be found in the following areas of the Department File:
 Department Intake Information Form filed in the Miscellaneous section
 Department Intake Summary Report under the Reports section.
 Medical reports filed under Reports section.
 Department Physiotherapy Report filed under the Reports section.
Child’s needs may be found in the computer records under Department Case
History under:
 Computer event notes
 Department Intake Summary Report placed under documents.
 Department Physiotherapy Reports placed under documents.
Circle 1-Yes or 0-No
Circle 3-Unknown if there is documentation the information has been sought
but is not available.
Circle 9-N/A if the question is not applicable.
5.23 Primary Carer Goals
Is there a record of discussion of primary carer goals with the primary carer in
the last 12 months?
Primary carer goals can be found in the following areas of the Department File:
 Department Physiotherapy Report filed under the Reports section
 Department Intake Summary Report filed under the Reports section.
 Department COPM forms under the Miscellaneous section
Primary carer goals may be found in the computer records under Department
Case History under:
 Computer event notes
 Department reports under placed under documents.
Circle 1-Yes or 0-No
Circle 3-Unknown if there is documentation the information has been sought
but is not available.
Circle 9-N/A if the question is not applicable.
5.24 Child’s Goals (for those 8 years and over)
Is there a record of discussion of child’s goals with or without the primary carer
in the last 12 months?
Child’s goals can be found in the following areas of the Department File:
 Department Report filed under the reports section
 Department COPM forms under the Miscellaneous section
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Child’s goals may be found in the computer records under Department Case
History under:
 Computer event notes
 Department reports under placed under documents.
Circle 1-Yes or 0-No
Circle 3-Unknown if there is documentation the information has been sought
but is not available.
Circle 9-N/A if the question is not applicable.
5.25 Teacher’s Goals
If the concerns were raised by the teacher who then attended the meeting, is
there a record of discussion of teacher’s goals in the last 12 months?
Teacher’s goals can be found in the following areas of the Department File:
 Department Report filed under the reports section
 Department COPM forms under the Miscellaneous section
Teacher’s goals may be found in the computer records under Department Case
History under:
 Computer event notes
 Department reports under placed under documents.
Circle 1-Yes or 0-No
Circle 3-Unknown if there is documentation the information has been sought
but is not available.
Circle 9-N/A if the question is not applicable.
5.26 Strengths
Is there a record of a comment regarding the child’s strengths provided at least
once in the last 12 months? This may be a comment found within a Department
Physiotherapy report or as a question put to the carer or teacher or directly to
the child.
Strengths comments can be found in the following areas of the Department
File:
 Department Report filed under the reports section
 Child’s School Educational Assessment Plan or Learning Profile filed in
Reports section or miscellaneous.
 Physiotherapy notes filed in the Miscellaneous section
Strengths may be found in the computer records under Department Case
History under:
 Computer event notes
 Department reports under placed under documents.
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Circle 1-Yes or 0-No
Circle 3-Unknown if there is documentation the information has been sought
but is not available.
Circle 9-N/A if the question is not applicable.
In the computer notes, a comment regarding strengths may be listed in
Department Case History Event Notes or under Department Physiotherapy
report under documents.
Circle 1-Yes or 0-No
Circle 9-N/A if the question is not applicable.
5.27 Weaknesses
Is there a record of a comment regarding the child’s weaknesses provided at
least once in the last 12 months? This may be a comment regarding “concerns
or issues to work on” found within a Department Physiotherapy report or as a
question put to the carer or teacher or directly to the child.
Weaknesses comments can be found in the following areas of the Department
File:
 Department Report filed under the reports section
 Child’s School Educational Assessment Plan or Learning Profile filed in
Reports section or miscellaneous.
 Physiotherapy notes filed in the Miscellaneous section
Weaknesses comments may be found in the computer records under
Department Case History under:
 Computer event notes
 Department reports under placed under documents.
Circle 1-Yes or 0-No
Circle 3-Unknown if there is documentation the information has been sought
but is not available.
Circle 9-N/A if the question is not applicable.
5.28 Primary Carer’s Priorities
Is there a record primary carer priorities regarding physiotherapy provided at
least once in the last 12 months? This may be a question put to the carer or
teacher or directly to the child or within an assessment such as the COPM.
Primary Carer Priorities can be found in the following areas of the Department
File:
 Department Report filed under the Reports section
 COPM form under Miscellaneous section.
 Physiotherapy notes filed in the Miscellaneous section
Family/carer priorities may be found in the computer records under Department
Case History under:
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Computer event notes
Department reports under placed under documents.

Circle 1-Yes or 0-No
Circle 3-Unknown if there is documentation the information has been sought
but is not available.
Circle 9-N/A if the question is not applicable.
5.29 Child’s Priorities (for age 8 years and over)
Is there a record of child’s priorities regarding physiotherapy provided at least
once in the last 12 months? This may be a question put to the child with or
without the carer and or with the carer.
Child’s Priorities s can be found in the following areas of the Department File:
 Department Report filed under the Reports section
 COPM form under Miscellaneous section.
 Physiotherapy notes filed in the Miscellaneous section
Child’s priorities may be found in the computer records under Department Case
History under:
 Computer event notes
 Department reports under placed under documents.
Circle 1-Yes or 0-No
Circle 3-Unknown if there is documentation the information has been sought
but is not available.
Circle 9-N/A if the question is not applicable (child under age 8 or severely
intellectually impaired)
Observation
5.30 General Appearance
Is there a comment on the child’s general appearance recorded at least once in
the last 12 months? This may include but not be limited to a comment regarding
weight, posture, biomechanical alignment, skin health.
General appearance comments can be found in the following areas of the
Department File:
 Department Intake Summary Report or Department Physiotherapy
Report filed under the Reports section
 Department physiotherapy notes filed under Miscellaneous section.
General appearance comments can be found in the computer records under
Department Case History under:
 Computer event notes
 Department Physiotherapy reports placed under documents.
Circle 1-Yes or 0-No
Circle 9-N/A if the question is not applicable.
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5.31 Behaviour
Is there a record of a comment regarding the child’s behavior provided at least
once in the last 12 months? This may be observations during Intake
assessment, Department Physiotherapy assessment or during physiotherapy
interventions.
Behaviour comments can be found in the following areas of the Department
File:
 Department Intake Summary Report or Department Physiotherapy
Report filed under the Reports section
 Department physiotherapy notes filed under Miscellaneous section.
Behaviour comments can be found in the computer records under Department
Case History under:
 Computer event notes
 Department Physiotherapy reports placed under documents
Circle 1-Yes or 0-No
Circle 9-N/A if the question is not applicable.
5.32 Child interaction with environment
Is there a record of a comment regarding the child’s behavior provided at least
once in the last 12 months? This may be observations during Intake
assessment, Department Physiotherapy assessment or during physiotherapy
interventions.
Behaviour comments can be found in the following areas of the Department
File:
 Department Intake Summary Report or Department Physiotherapy
Report filed under the Reports section
 Department physiotherapy notes filed under Miscellaneous section.
Behaviour comments can be found in the computer records under Department
Case History under:
 Computer event notes
 Department Physiotherapy reports placed under documents
Circle 1-Yes or 0-No
Circle 9-N/A if the question is not applicable.
5.33 Primary carer/child interaction
Is there a comment regarding the primary carer/child interaction provided at
least once in the last 12 months? This may be observations during Intake
assessment, Department Physiotherapy assessment or during physiotherapy
interventions.
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Primary carer/child comments can be found in the following areas of the
Department File:
 Department Intake Summary Report or Department Physiotherapy
Report filed under the Reports section
 Department physiotherapy notes filed under Miscellaneous section.
Primary carer/child comments can be found in the computer records under
Department Case History under:
 Computer event notes
 Department Physiotherapy reports placed under documents
Circle 1-Yes or 0-No
Circle 9-N/A if the question is not applicable.

Environment
5.34 Home environment
Is there a record regarding home environment? Issues discussed might
include access, safety issues, and assistance required.
Home environment records can be found in the following areas of the
Department File:
 Department Physiotherapy Report filed under the Reports section
 ASQ form, Paediatric Evaluation of Disability Inventory form or
physiotherapy notes filed under Miscellaneous section.
Musculoskeletal records can be found in the computer records under
Department Case History under:
 Computer event notes
 Department Physiotherapy reports placed under documents
Circle 1-Yes or 0-No
Circle 3-Unknown if there is documentation the information has been sought
but is not available.
Circle 9-N/A if the question is not applicable
5.35 School environment
Is there a record regarding preschool/school environment? Issues
discussed might include access, safety issues, and assistance required to
participate in school activities.
School environment records can be found in the following areas of the
Department File:
 Department Physiotherapy Report filed under the Reports section
 physiotherapy notes filed under Miscellaneous section.
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School environment records can be found in the computer records under
Department Case History under:
 Computer event notes
 Department Physiotherapy reports placed under documents
Circle 1-Yes or 0-No
Circle 3-Unknown if there is documentation the information has been sought
but is not available.
Circle 9-N/A if the question is not applicable
5.36 Is there a record of discussion regarding childcare? Issues discussed
might include access, safety issues, and assistance required.
Records can be found in the following areas of the Department File:
 Department Physiotherapy Report or Department Intake Summary
Report filed under the Reports section
 physiotherapy notes filed under Miscellaneous section.
Records can be found in the computer records under Department Case History
under:
 Computer event notes
 Department Physiotherapy reports placed under documents
Circle 1-Yes or 0-No
Circle 3-Unknown if there is documentation the information has been sought
but is not available.
Circle 9-N/A if the question is not applicable
5.37 Is there a record of discussion regarding equipment needs? Issues
discussed might include access, safety issues, and assistance required.
Records can be found in the following areas of the Department File:
 Department Physiotherapy Report or Department Intake Summary
Report filed under the Reports section
 physiotherapy notes filed under Miscellaneous section.
Records can be found in the computer records under Department Case History
under:
 Computer event notes
 Department Physiotherapy reports placed under documents
Circle 1-Yes or 0-No
Circle 3-Unknown if there is documentation the information has been sought
but is not available.
Circle 9-N/A if the question is not applicable
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Physiotherapists in the school and community often prescribe, organise,
fit and train children and staff in the used of community to assist children
to access their environment. Equipment is part of a total therapeutic
management program for a client that should augment home, school,
therapy home programs and lifestyle. (Burns and Mac Donald, 1996).

5.38 Is there a record of discussion regarding physical activity and rest?
Issues discussed might include type of play, amount of time involved in physical
activity each day, endurance level and rest required.
Records can be found in the following areas of the Department File:
 Department Physiotherapy Report or Department Intake Summary
Report filed under the Reports section
 Physiotherapy notes filed under Miscellaneous section.
Records can be found in the computer records under Department Case History
under:
 Computer event notes
 Department Physiotherapy reports placed under documents
Circle 1-Yes or 0-No
Circle 3-Unknown if there is documentation the information has been sought
but is not available.
Circle 9-N/A if the question is not applicable
Physiotherapists as clinicians who work with children with movement disorders
have a responsibility to understand and promote physical activity (Campbell et
al., 2012). This is particularly important with evidence reflecting the difficulties
children with cerebral palsy encounter accessing physical activity (Palisano et
al., 2012), the increasing prevalence of obesity and diabetes within Australian
Indigenous populations (Love et al., 2010, Pink and Allbon, 2008). Certain
conditions such as juvenile rheumatoid arthritis also require information on rest
and energy conservation (Campbell et al., 2012)

5.39 Gross Motor Functional Classification Score (GMFCS)
Is there a Gross Motor Functional Classification Score (GMFCS) recorded?
Records can be found in the following areas of the Department File:
 Department Physiotherapy Report, Medical or Specialist reports filed
under the Reports section
 physiotherapy notes filed under Miscellaneous section.
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Records can be found in the computer records under Department Case History
under:
 Computer event notes
 Department Physiotherapy reports placed under documents
Circle 1-Yes or 0-No
Circle 3-Unknown if there is documentation the information has been sought
but is not available.
Circle 9-N/A if the question is not applicable
GMFCS is a classification system that describes gross motor function of
children aged 0-18 years with cerebral palsy (Palisano et al., 1997). It
provides a reliable classification of the severity of CP on motor function and
is widely used in research and practice. (Campbell et al., 2012).

Motor Function
5.40 Functional Motor Scale (FMS)
If the child is between the ages 4-12 years is there a record of the FMS at least
once within the past 12 months?
In the Department file this information will be found in physiotherapy and
medical reports found in the Reports section, Department Physiotherapy CP
worksheet notes found in the Miscellaneous section.
In the Computer records this information will be recorded in the Department
Case History Computer notes and in the Department Physiotherapy Reports
under documents.
Circle 1-Yes or 0-No
Circle 3-Unknown if there is documentation the information has been sought
but is not available.
Circle 9-N/A if the question is not applicable
The FMS is a mobility scale is a valid and reliable tool used to describe the
child’s need for assistive mobility aides during functional (versus therapeutic)
mobility at distances of 5, 50 and 50 metres (Graham et al., 2004).

5.41 Gross Motor Functional Measure-66 (GMFM-66)
If the child is classified as GMFCS I-III is there a record of the GMFM-66
performed at least once in the last 12 months?
Records can be found in the following areas of the Department File:
 Department Physiotherapy Report under Reports section
171



physiotherapy notes filed under Miscellaneous section.

Records can be found in the computer records under Department Case History
under:
 Computer event notes(Nelson, 2007)
 Department Physiotherapy reports placed under documents
 Circle 1-Yes or 0-No or 8-Incomplete if not completed 9-N/A if not
applicable
The GMFM, is one of the most widely used tools to assess the gross motor
ability of children with CP. It is valid and reliable and used clinically and for
research (Gemus et al., 2001). GMFM-66 has been validated for use with
GMFCS 1 –III (Campbell et al., 2012).

5.42 Gross Motor Functional Measure-88 (GMFM-88)
If the child is classified as GMFCS IV-V is there a record of the GMFM-88
performed at least once in the last 12 months?
Records can be found in the following areas of the Department File:
 Department Physiotherapy Report or other physiotherapy reports filed
under the Reports section
 physiotherapy notes filed under Miscellaneous section.
Records can be found in the computer records under Department Case History
under:
 Computer event notes
 Department Physiotherapy reports placed under documents
 Circle 1-Yes or 0-No or 8-Incomplete if not completed 9-N/A if not
applicable
The GMFM, is one of the most widely used tools to assess children with CP. It is
valid and reliable and used clinically and for research . GMFM-88 has been
validated for use with GMFCS 1 –V (Gemus et al., 2001).

5.43 Sitting position
If child is over 6 months corrected age is a comment on type of sitting position
(e.g. w-sitting, tailor sitting, ring sitting) and amount of assistance required
recorded in the past 12 months?
Records can be found in the following areas of the Department File:
 Department Physiotherapy Report or other physiotherapy reports filed
under the Reports section
172



physiotherapy notes filed under Miscellaneous section.

Records can be found in the computer records under Department Case History
under:
 Computer event notes
 Department Physiotherapy reports placed under documents
 Circle 1-Yes or 0-No 8-Incomplete if not completed or 9-N/A if not
applicable
5.44 Transitional Positions
Is a comment recorded on the quality of transitional movements and assistance
required demonstrated in the last 12 months? Examples include rolling, lying to
sitting, sitting to standing, moving floor to chair, floor to walker with one person
assisting for balance or to help initiate movement.
Records can be found in the following areas of the Department File:
 Department Physiotherapy Report or other physiotherapy reports filed
under the Reports section
 physiotherapy notes filed under Miscellaneous section.
Records can be found in the computer records under Department Case History
under:
 Computer event notes
 Department Physiotherapy reports placed under documents
Circle 1-Yes or 0-No 8-Incomplete if not completed or 9-N/A if not applicable

5.45 Standing
Is a comment recorded on the quality of standing and assistance required
demonstrated in the last 12 months
Circle 1-Yes or 0-No 8-Incomplete if not completed or 9-N/A if not applicable
5.46 Independence Level
Is the level of independence required for transfers and transitional movements
recorded? This should include mobility assistance as well as aides.
Circle 1-Yes or 0-No 8-Incomplete if not completed or 9-N/A if not applicable
5.47 Self Care- Functional Level
Is there a record of a child’s self-care ability in the previous 12 months? This
may be contained as a referral to an Occupational Therapy report or within an
assessment such as the Pediatric Evaluation of Disability Inventory. Please
specify assessment used.
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Records can be found in the following areas of the Department File:
 Department Physiotherapy Report or other occupational therapy or
physiotherapy reports filed under the Reports section
 Physiotherapy/Occupational Therapy notes filed under Miscellaneous
section.
 Education Assessment Plan records filed under Miscellaneous section.
Records can be found in the computer records under Department Case History
under:
 Computer event notes
 Department Physiotherapy reports placed under documents
Circle 1-Yes or 0-No 8-Incomplete if not completed or 9-N/A if not applicable

Gait
5.48 Observational Gait Scale (OGS) or Physician’s Rating Scale (PRS)
If child is walking is there a record of an OGS or PRS to assess the gait in the
past 12 months?
Records can be found in the following areas of the Department File:
 Department Physiotherapy Report or other physiotherapy reports filed
under the Reports section
 Physiotherapy notes filed under Miscellaneous section.
Records can be found in the computer records under Department Case History
under:
 Computer event notes
 Department Physiotherapy reports placed under documents
Circle 1-Yes or 0-No 8-Incomplete if not completed or 9-N/A if not applicable
Observational gait analysis is a standard for physiotherapy practice for children
with cerebral palsy. Several gait assessment tools exist. A standardized gait tool
such as the Observational Gait Scale or PRS is recommended (Love et al., 2010).

5.49 Gait assistance required
If child is walking is there a record of assistance required at least once in the
past 12 months?
Records can be found in the following areas of the Department File:
 Department Physiotherapy Report or other physiotherapy reports filed
under the Reports section (GMFCS, FMS, OGS)
 physiotherapy notes filed under Miscellaneous section.
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Records can be found in the computer records under Department Case History
under:
 Computer event notes
 Department Physiotherapy reports placed under documents
Circle 1-Yes or 0-No 8-Incomplete if not completed or 9-N/A if not applicable
or 9-N/A if not applicable
5.50 Mobility equipment required
If child is walking is there a record of gait aides required at least once in the past
12 months?
Records can be found in the following areas of the Department File:
 Department Physiotherapy Report or other physiotherapy reports filed
under the Reports section
 physiotherapy notes filed under Miscellaneous section.
Records can be found in the computer records under Department Case History
under:
 Computer event notes
 Department Physiotherapy reports placed under documents
Circle 1-Yes or 0-No 8-Incomplete if not completed or 9-N/A if not applicable
5.51 Orthotics
If child is walking and uses orthotics is there a record of any orthotics used and
the type of orthotic at least once in the past 12 months?
Circle 1-Yes or 0-No 8-Incomplete if not completed or 9-N/A if not applicable
5.52 Two Dimensional (Standard) Gait Video
If the child is walking, is there a record of a 2 dimensional gait video recorded in
the last year with front, back and side views?
Records can be found in the Department File:
 A labeled CD/DVD at the front of the chart
 Department Physiotherapy reports placed under documents
Records can be found in the computer records under Department Case History
under:
 Computer event notes
 Department Physiotherapy reports placed under documents
Circle 1-Yes or 0-No 8-Incomplete if not complete or 9-N/A if not applicable
Two dimensional (standard) video of gait is valuable in classifying gait
patterns which lead to more informed orthotic prescription and longitudinal
175 of quality of gait over time within
monitoring, spasticity management and
the community (Harvey et al., 2009, Love et al., 2010). Community
therapists are often asked to video gait to be sent to the interstate medical,
surgical and physiotherapy specialists.

Measurements
In the following items records can be found in the following areas of the
Department File:
 Department Physiotherapy Report or other physiotherapy reports filed
under the Reports section
 physiotherapy notes filed under Miscellaneous section.
Records can be found in the computer records under Department Case History
under:
 Computer event notes
 Department Physiotherapy reports placed under documents
Lower Limb Musculoskeletal Measurements with goniometer
IF there is only a visual estimate: indicate VE next to measurement

Hip
5.53 Supine Abduction (hips 0)
R1
Is there a record of an R1 (catch) measurement of supine hip abduction with
hips at neutral at least once within the past 12 months?
Circle 1-Yes or 0-No, 7-VE if visual estimate only or 9-N/A if not applicable

5.54 Supine Abduction (hips 0)
R2
Is there a record of an R2 (Full passive range of motion) of supine hip abduction
at least once within the past 12 months?
Circle 1-Yes or 0-No, -VE if visual estimate only or 9-N/A if not applicable
5.55 Supine Abduction (hips 90)
R1
Is there a record of an R1 (catch) measurement of supine hip abduction with
hips flexed at 90 degrees at least once within the past 12 months?
Circle 1-Yes or 0-No, -VE if visual estimate only or 9-N/A if not applicable
5.56 Supine Abduction (hips 90)
R2
Is there a record of an R2 (Full passive range of motion) of supine hip abduction
at least once within the past 12 months?
Circle 1-Yes or 0-No, -VE if visual estimate only or 9-N/A if not applicable
5.57 Supine Flexion
Is there a record of supine hip flexion at least once within the past 12 months?
Circle 1-Yes or 0-No, -VE if visual estimate only or 9-N/A if not applicable
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5.58 Supine Hip Extension
Is there a record of supine hip extension at least once within the past 12
months?
Circle 1-Yes or 0-No, -VE if visual estimate only or 9-N/A if not applicable
5.59 Staheli test or Thomas test
Is there a record of the Staheli test or Thomas test at least once within the past
12 months?
Circle 1-Yes or 0-No, -VE if visual estimate only or 9-N/A if not applicable
5.60 Prone Hip External Rotation (ER)
Is there a record of prone hip external rotation at least once within the past 12
months?
Circle 1-Yes or 0-No, -VE if visual estimate only or 9-N/A if not applicable
5.61 Prone Hip Internal Rotation (IR)
Is there a record of supine hip internal rotation at least once within the past 12
months?
Circle 1-Yes or 0-No, -VE if visual estimate only or 9-N/A if not applicable

5.62 Duncan Ely
R1
Is there a record of Duncan Ely R1 measurement (point at which a catch is felt
upon quick passive movement) at least once within the past 12 months?
Circle 1-Yes or 0-No, -VE if visual estimate only or 9-N/A if not applicable

5.63 Duncan Ely
R2
Is there a record of Duncan Ely R2 measurement (full passive range of motion)
at least once within the past 12 months?
Circle 1-Yes or 0-No, -VE if visual estimate only or 9-N/A if not applicable
5.64 Knee Extension
Is there a record of knee extension at least once within the past 12 months?
Circle 1-Yes or 0-No, -VE if visual estimate only or 9-N/A if not applicable
5.65 Popliteal Angle
R1
Is there a record of popliteal angle R1 measurement at least once within the
past 12 months?
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Circle 1-Yes or 0-No, -VE if visual estimate only or 9-N/A if not applicable
5.66 Popliteal Angle
R2
Is there a record of popliteal angle R2 measurement at least once within the
past 12 months?
Circle 1-Yes or 0-No, -VE if visual estimate only or 9-N/A if not applicable
R1
5.67 Ankle dorsiflexion (knee 90)
Is there a record of ankle dorsiflexion with knees flexed 90 degrees R1
measurement at least once within the past 12 months?
Circle 1-Yes or 0-No, -VE if visual estimate only or 9-N/A if not applicable
R2
5.68 Ankle dorsiflexion (knee 90)
Is there a record of an ankle dorsiflexion with knees flexed 90 degrees R2
measurement at least once within the past 12 months?
Circle 1-Yes or 0-No, -VE if visual estimate only or 9-N/A if not applicable
5.69 Ankle dorsiflexion (knee 0)
R1
Is there a record of an ankle dorsiflexion with knees extended to 0 degrees R1
measurement at least once within the past 12 months?
Circle 1-Yes or 0-No, -VE if visual estimate only or 9-N/A if not applicable
5.70 Ankle dorsiflexion (knee 0)
R2
Is there a record of an ankle dorsiflexion with knees extended to 0 degrees R2
measurement at least once within the past 12 months?
Circle 1-Yes or 0-No, -VE if visual estimate only or 9-N/A if not applicable
5.71 Position noted (prone or supine)
Is there a record of the position in which measurement taken of calves?
Circle 1-Yes or 0-No, 7-VE if visual estimate only or 9-N/A if not applicable
Foot
Is there a record of the following measurements taken in the past 12 months?
Circle 1-Yes or 0-No, 7-VE if visual estimate only or 9-N/A if not applicable
5.72
5.73
5.74
5.75
5.76

Hindfoot varus or valgus
Midfoot supination/pronation (knee 90)
Hindfoot to forefoot alignment
Toes alignment
Great toe
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1-Yes
1-Yes
1-Yes
1-Yes
1-Yes

0-No
0-No
0-No
0-No
0-No

7-VE 9-N/A
7-VE 9-N/A
7-VE 9-N/A
7-VE 9-N/A
7-VE 9-N/A

Spine
5.77 Spinal position - standing
Is there a record of an evaluation of the spinal position in standing?
Circle 1-Yes or 0-No or 9-N/A if not applicable
5.78 Spinal position - sitting or lying
Is there a record of an evaluation of the spinal position in sitting or lying down in
contracture?
Circle 1-Yes or 0-No or 9-N/A if not applicable
5.79 Prone attempt spinal correction
Is there a record of an assessment of passive spinal in prone (or sitting or
supine if prone not tolerated)?
Circle 1-Yes or 0-No or 9-N/A if not applicable
Is there a record taken of the following measurements in the past 12 months?
Circle 1-Yes or 0-No or 9-N/A if not applicable

Pelvis/Leg length
Circle 3-Unknown when there is documentation that the assessment has been attempted but
unable to proceed (e.g. due to cooperation or pain).

5.80
5.81
5.82
5.83
5.84

Standing position
Sitting position
Passive correction
Hip dysplasia/dissociation/subluxation
Leg/Length difference

1-Yes
1-Yes
1-Yes
1-Yes
1-Yes

0-No
0-No
0-No
0-No
0-No

9-N/A
9-N/A
9-N/A
9-N/A
7-VE 9-N/A

Postural Alignment in standing:
Circle 3-Unknown when there is documentation that the assessment has been attempted but
unable to proceed (e.g. due to cooperation or pain).

5.85
5.86
5.87
5.88
5.89
5.90
5.91
5.92
5.93
5.94
5.95
5.96
5.97
5.98

Toes-frontal (Abd/add)
Toes- sagittal (ext/flex)
Forefoot-frontal (abd/add)

1-Yes 0-No

3-Unknown 9-N/A
1-Yes 0-No 3-Unknown 9-N/A
1-Yes 0-No 3-Unknown 9-N/A
Forefoot/midfoot-sagittal (cavus/planus) 1-Yes 0-No 3-Unknown 9-N/A
Forefoot/midfoot-transverse (supination/pronation) 1-Yes0-No 3-Unknown 9-N/A

Hindfoot-frontal (varus/valgus)
1-Yes
Ankle/Hindfoot-sagittal (DF/PF) 1-Yes
Ankles-frontal(inversion/eversion) 1-Yes
Knee –frontal view (valgus/varus) 1-Yes
Knee –sagittal view(crouch/recurvatum) 1-Yes
Hip-frontal (abd/add)
1-Yes
Hip-sagittal (flexion/extension)
1-Yes
Pelvis-frontal (obliquity)
1-Yes
Pelvis-sagittal (tilt)
1-Yes
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0-No
0-No
0-No
0-No
0-No
0-No
0-No
0-No
0-No

3-Unknown 9-N/A
3-Unknown 9-N/A
3-Unknown 9-N/A
3-Unknown 9-N/A
3-Unknown 9-N/A
3-Unknown 9-N/A
3-Unknown 9-N/A
3-Unknown 9-N/A
3-Unknown 9-N/A

5.99
5.100
5.101
5.102
5.103
5.104
5.105
5.106
5.107

Pelvis- transverse (rotation)
1-Yes 0-No
Lumbar–spine frontal (scoliosis) 1-Yes 0-No
Lumbar-spine sagittal (lordosis/kyphosis)1-Yes 0-No
Thoracic spine-frontal (scoliosis) 1-Yes 0-No
Thoracic spine-sagittal (lordosis/kyphosis)1-Yes0-No
Shoulder girdle-frontal (obliquity) 1-Yes 0-No

3-Unknown 9-N/A
3-Unknown 9-N/A
3-Unknown 9-N/A
3-Unknown 9-N/A
3-Unknown 9-N/A
3-Unknown 9-N/A
Shoulder girdle-sagittal (Retraction/Protraction/IR)1-Yes0-No3-Unknown 9-N/A
Cervical spine-frontal (sideflexion)1-Yes 0-No 3-Unknown 9-N/A
Cervical spine – sagittal (flex/ext) 1-Yes 0-No 3-Unknown 9-N/A

Motor Function
Lower Limb Strength
Muscle strength grades should be indicated in a 0/5-5/5 scale. Circle 3-Unknown when there is
documentation that the assessment has been attempted but unable to proceed (e.g. due to
cooperation or pain).

5.108 Hip Flexors
5.109 Hip Abductors
5.110 Hip Extensors
5.111 Quadriceps
5.112 Hamstrings
5.113 Ankle Dorsiflexors
5.114 Calves

1-Yes
1-Yes
1-Yes
1-Yes
1-Yes
1-Yes
1-Yes

0-No
0-No
0-No
0-No
0-No
0-No
0-No

3-Unknown 9-N/A
3-Unknown 9-N/A
3-Unknown 9-N/A
3-Unknown 9-N/A
3-Unknown 9-N/A
3-Unknown 9-N/A
3-Unknown 9-N/A

Motor Control
Circle 3-Unknown when there is documentation that the assessment has been attempted but
unable to proceed (e.g. due to cooperation or pain).

5.115 Selective Motor Control for dorsiflexion
Circle 1-Yes 0-No 3-Unknown or 9-N/A for not applicable.
The selective motor control test examines the child’s ability to dorsiflex and
the balance of muscle activity used (Boyd, Rodda and Graham, 1996).
Lower Limb Spasticity
Is there a record of the Modified Ashworth Scale (MAS) or the Australian
Spasticity Assessment Scale (ASAS) present for each of the following items in
the past 12 months?
5.116 Hip Flexors
1-Yes 0-No 3-Unknown 9-N/A
5.117 Hip Adductors
1-Yes 0-No 3-Unknown 9-N/A
5.118 Quadriceps
1-Yes 0-No 3-Unknown 9-N/A
5.119 Hamstrings
1-Yes 0-No 3-Unknown 9-N/A
5.120 Gastrocnemii
1-Yes 0-No 3-Unknown 9-N/A
5.121 Solei
1-Yes 0-No 3-Unknown 9-N/A
5.122 Physiotherapy Assessed Type and Typography
If there is no record of type and typography classification performed by medical
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specialists in the previous 12 months, is there a physiotherapy assessed type
and typography?
Circle 1-Yes 0-No 3-Unknown 9-N/A
Please see attachment entitled DESCRIPTION OF CEREBRAL PALSY for
details.
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Section 6

Equipment

If client does not need equipment, circle N/A.
Equipment is part of a total therapeutic management program for a child. The
equipment recommended should augment home, school, therapy home
programs and lifestyle. Equipment prescription and provision is a dynamic,
labour and financially intensive, complex and constantly changing process.
Equipment provision requires regular monitoring to ensure optimal use and
success for the children and carers involved (Burns and Mac Donald, 1996).

6.1
Standing Frame description
If a standing frame is used, is there a record of the type and model?
Circle 1-Yes 0-No 8-Incomplete or 9-N/A for not applicable
Assistance required for transfers/use
6.2
If a standing frame is used, is there a record of assistance required for transfer
in and out of the standing frame and while the child is using it?
Circle 1-Yes 0-No 8-Incomplete or 9-N/A for not applicable
Source of Issue
6.3
If a standing frame is used and has been issued in the past year or the client
has entered Department services in the past year, is there a record of where
the item was issued from? This may be from Territory Independent Mobility
Equipment Scheme, the family, Variety Club funding and so on.
Circle 1-Yes 0-No 8-Incomplete or 9-N/A for not applicable
6.4
Date of Issue
If a standing frame is used and has been issued in the past year or the client
has entered Department services in the past year, is there a record of where
the item was issued from?
Circle 1-Yes 0-No 8-Incomplete or 9-N/A for not applicable
6.5
Schedule of Use
If a standing frame is used, is the use of the standing frame including frequency
of sessions and time spent in the standing frame recorded?
Circle 1-Yes 0-No 8-Incomplete or 9-N/A for not applicable
6.6
Issues with use
If a standing frame is used, are any issues with use of standing frame recorded?
This may include compliance, disrepair, fit, or difficulties with transfers and fit of
standing frame.
Circle 1-Yes 0-No 8-Incomplete or 9-N/A for not applicable
6.7

Issues with condition
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If standing frame is used, are any issues with the condition and maintenance of
the item recorded?
Circle 1-Yes 0-No 8-Incomplete or 9-N/A for not applicable
6.8
Wheeled mobility description
If wheeled mobility is used, is there a record of the type (s) used and model(s)?
For instance, a child may use items such as a pram, manual wheelchair, power
wheelchair or a combination of such devices.
Circle 1-Yes 0-No 8-Incomplete or 9-N/A for not applicable
6.9
Wheeled seating description
If wheeled mobility is used, is there a record of the type (s) of seating used and
the seating model(s)? The type of seating and its features should be recorded.
For instance, a child may use a customized seat cushion with a variety of
features such as pummel, thigh guides and anti-thrust design and/or a modular
system made by a Invacare, Medifab and so on with similar features.
Circle 1-Yes 0-No 8-Incomplete or 9-N/A for not applicable
6.10 Assistance required for transfers
If wheeled mobility is used, is the amount and type of assistance recorded for
transfers. For example, a child may need one person to assist with a standing
transfer, or may need two people to assist with a hoist transfer.
Circle 1-Yes 0-No 8-Incomplete or 9-N/A for not applicable
6.11 Source of Issue
If wheeled mobility is used, is there a record of where the item was issued from?
This may be from Territory Independent Mobility Equipment Scheme, the family,
Interstate equipment schemes and so on.
Circle 1-Yes 0-No 8-Incomplete or 9-N/A for not applicable
6.12 Date of Issue
If wheeled mobility is used, is there a record of when the item was issued?
Circle 1-Yes 0-No 8-Incomplete or 9-N/A for not applicable
6.13 Issues with use
If wheeled mobility is used, are any issues with use of the item recorded? This
may include compliance, disrepair, fit, or difficulties with transfers.
Circle 1-Yes 0-No 8-Incomplete or 9-N/A for not applicable
6.14 Issues with condition
If wheeled mobility is used, are any issues with the condition and maintenance
of the item recorded?
Circle 1-Yes 0-No 8-Incomplete or 9-N/A for not applicable
6.15 Seating device description
If specialized seating is used, is there a record of the type and model? For
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example, a Kelly Chair with attachments such as pelvic strap and a mobile
base, size 3.
Circle 1-Yes 0-No 8-Incomplete or 9-N/A for not applicable
6.16 Assistance required
If specialized seating is used, is the amount and type of assistance recorded for
transfers. For example, a child may need one person to assist with a standing
transfer, or may need two people to assist with a hoist transfer.
Circle 1-Yes 0-No 8-Incomplete or 9-N/A for not applicable
6.17 Source of issue specialized seating
If specialized seating is used, is there a record of where the item was issued
from? This may be from Territory Independent Mobility Equipment Scheme, the
family, Interstate equipment schemes and so on.
Circle 1-Yes 0-No 8-Incomplete or 9-N/A for not applicable
6.18 Date of Issue
If specialized is used, is there a record of when the item was issued?
Circle 1-Yes 0-No 8-Incomplete or 9-N/A for not applicable

6.19 Issues with use
If specialized seating is used, are any issues with use of the item recorded?
This may include compliance, disrepair, fit, or difficulties with transfers.
Circle 1-Yes 0-No 8-Incomplete or 9-N/A for not applicable
6.20 Issues with condition
If specialized seating is used, are any issues with the condition and
maintenance of the item recorded?
Circle 1-Yes 0-No 8-Incomplete or 9-N/A for not applicable
6.21 Mobility Equipment Description
If mobility equipment is used, is there a record of the type and model of the
equipment. Examples of mobility equipment include: posterior walkers, elbow
crutches and gait trainers. Models might include Invacare Crocodile Walker or
Kaye walker.
Circle 1-Yes 0-No 8-Incomplete or 9-N/A for not applicable
6.22 Assistance required
If mobility equipment is used, is the amount and type of assistance recorded for
transfers. For example, a child may be independent using a walker or require
one person to assist with standing up into the walker and securing the
attachments.
Circle 1-Yes 0-No 8-Incomplete or 9-N/A for not applicable
6.23

Source of Issue
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If mobility equipment is used, is there a record of where the item was issued
from? This may be from Territory Independent Mobility Equipment Scheme, the
family, Interstate equipment schemes and so on
Circle 1-Yes 0-No 8-Incomplete or 9-N/A for not applicable
6.24 Date of Issue
If mobility equipment is used, is there a record of when the item was issued?
Circle 1-Yes 0-No 8-Incomplete or 9-N/A for not applicable
6.25 Issues with use
If mobility equipment is used, are any issues with use of the item recorded? This
may include compliance, disrepair, fit, or difficulties with transfers
Circle 1-Yes 0-No 8-Incomplete or 9-N/A for not applicable
6.26 Issues with condition
If mobility equipment is used, are any issues with the condition and
maintenance of the item recorded?
Circle 1-Yes 0-No 8-Incomplete or 9-N/A for not applicable
6.27 Orthotic review
If orthotics are used, is there a record of orthotic review in the past 12 months?
This includes fit and use.
Circle 1-Yes 0-No 8-Incomplete or 9-N/A for not applicable
6.28 Type of Orthotic Prescribed
If orthotics are used, is there a record of the type of orthotic prescribed the past
12 months (for example, articulated ankle foot orthotic, supramalleolar ankle
foot orthotic)?
Circle 1-Yes 0-No 8-Incomplete or 9-N/A for not applicable
6.29 Type of Orthotic Used
If orthotics are used, is there a record of the type of orthotic being used in the
past 12 months?
Circle 1-Yes 0-No 8-Incomplete or 9-N/A for not applicable
6.30 Aim of orthotic
If orthotics are used, is there a record of the aim of the orthotic prescribed in the
past 12 months?
Circle 1-Yes 0-No 8-Incomplete or 9-N/A for not applicable
6.31 Time worn (hours/day)
If orthotics are used, is there a record of the amount of time the orthotic is worn
(for example, hours per day, all day, half day in the past 12 months?
Circle 1-Yes 0-No 8-Incomplete or 9-N/A for not applicable
6.32 Duration worn (months)
If orthotics are used, is there a record of the number of months the present
185

orthotic type has been worn in the past 12 months? If issued within the past
year, the date of issue is acceptable.
Circle 1-Yes 0-No 8-Incomplete or 9-N/A for not applicable
6.33 Issues
If orthotics are used, is there any record of issues such as skin ulceration,
pressure sores, fit, compliance within the past 12 months?
Circle 1-Yes 0-No 8-Incomplete or 9-N/A for not applicable

Section 7

Results

Results of Assessments and Reviews
7.1 Discussion with Primary Carer
If a review or assessment was conducted in the last 12 months, is there a
record of discussion of results with primary carer?
Records can be found in the following areas of the Department File:
 Department Physiotherapy Report under the Reports section
 Physiotherapy notes filed under Miscellaneous section.
Records can be found in the computer records under Department Case History
under:
 Computer event notes
 Department Physiotherapy reports placed under documents
 Circle 1-Yes or 0-No or 9-N/A if not applicable
7.2 Action Plan
If a review or assessment was conducted in the last 12 months, is there a
record of an action plan made with the primary carer?
Records can be found in the following areas of the Department File:
 Department Physiotherapy Report under the Reports section
 Physiotherapy notes filed under Miscellaneous section.
Records can be found in the computer records under Department Case History
under:
 Computer event notes
 Department Physiotherapy reports placed under documents
Circle 1-Yes or 0-No or 9-N/A if not applicable
7.3 Action plan with other provider
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If a review or assessment was conducted in the last 12 months and there has
been no action plan made with the family/carer, is there a record of an action
plan made with the another provider (for example, a teacher or case manager)?
Circle 1-Yes 0-No or 9-N/A if not applicable
7.4 Referral to other agencies
If there is evidence of concern, is there a record of referral made to other
agencies (for example, pediatrician or audiology services)?
Records can be found in the following areas of the Department File:
 Department Intake Report of Physiotherapy Report under the Reports
section
 Physiotherapy notes filed under Miscellaneous section.
Records can be found in the computer records under Department Case History
under:
 Computer event notes
 Department Physiotherapy reports placed under documents
Circle 1-Yes or 0-No or 9-N/A if not applicable
7.5 Radiology referral
If child is identified at risk of hip dislocation, is there a record of referral made to
medical practitioner for hip surveillance x-ray? Records can be found in the
following areas of the Department File:
 Department Physiotherapy Report under the Reports section
 Physiotherapy notes filed under Miscellaneous section.
Records can be found in the computer records under Department Case History
under:
 Computer event notes
 Department Physiotherapy reports placed under documents
Circle 1-Yes or 0-No or 9-N/A if not applicable

Section 8

Goal Setting, Outcomes and Intervention

If client does not require intervention, circle N/A and skip to Item 8.7.
Goal setting is a standard requirement within physiotherapy practice (World
Confederation for Physical Therapy, Australian Physiotherapy Council).
Goal directed therapy has gained increased prominence within cerebral
palsy and a number of tools are available to assist with prioritization and
achievement of goals.
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8.1 Written Report
If intervention is required, is there a short written report with goals provided in
the past 12 months?
Records can be found in the following areas of the Department File:
 Department Physiotherapy Report under the Reports section
Records can be found in the computer records under Department Case History
under:
 Department Physiotherapy reports placed under documents
 Circle 1-Yes or 0-No or 9-N/A if not applicable
8.2 Goals stated
If intervention is required, is the establishment of measurable goals recorded in
the past 12 months? These can be any form of goal.
Records can be found in the following areas of the Department File:
 Department Physiotherapy Report under the Reports section
 Physiotherapy notes filed under Miscellaneous section.
Records can be found in the computer records under Department Case History
under:
 Computer event notes
 Department Physiotherapy reports placed under documents
Circle 1-Yes or 0-No or 9-N/A if not applicable
8.3 Canadian Occupational Performance Measure (COPM)
If intervention is required, is the establishment of COPM measures recorded in
the past 12 months?
Records can be found in the following areas of the Department File:
 Department Physiotherapy Report under the Reports section
 Physiotherapy notes or COPM form filed under Miscellaneous section.
Records can be found in the computer records under Department Case History
under:
 Computer event notes
 Department Physiotherapy reports placed under documents
Circle 1-Yes or 0-No or 9-N/A if not applicable
The COPM is a tool that measure client identified problems with daily function and
includes the areas of self-care, productivity and leisure. It can be used to measure
client outcome and goal achievement (Law et al., 1990, Sakzewski et al., 2007).
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8.4 Goal Attainment Scaling (GAS)
If intervention is required, is the establishment of GAS measures recorded in the
past 12 months?
Records can be found in the following areas of the Department File:
 Department Physiotherapy Report under the Reports section
 Physiotherapy notes filed under Miscellaneous section.
Records can be found in the computer records under Department Case History
under:
 Computer event notes
 Department Physiotherapy reports placed under documents
Circle 1-Yes or 0-No or 9-N/A if not applicable
The GAS is an individualized outcome measure, widely used to assess progress of
a client in attaining their individual goals that can measure client identified goals
and can be used independently or with other tools such as the COPM or
frameworks such as the ICF (MacDougall and Wright, 2009, Sakzewski et al.,
2007).

8.5 Review Plan
If intervention is required, is the establishment of a review plan to direct the
measurement of progress towards goal achievement recorded in the past 12
months?
Records can be found in the following areas of the Department File:
 Department Physiotherapy Report under the Reports section
 Physiotherapy notes filed under Miscellaneous section.
Records can be found in the computer records under Department Case History
under:
 Computer event notes
 Department Physiotherapy reports placed under documents
Circle 1-Yes or 0-No or 9-N/A if not applicable
8.6 Outcomes
If goals have been established, have outcomes been recorded in the past 12
months?
Records can be found in the following areas of the Department File:
 Department Physiotherapy Report under the Reports section
 Physiotherapy notes filed under Miscellaneous section.
Records can be found in the computer records under Department Case History
under:
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Computer event notes
Department Physiotherapy reports placed under documents

Circle 1-Yes or 0-No 8-Incomplete or 9-N/A if not applicable
8.7 Goal Attainment
If goals have been established, is there a record of goals being met in the past
12 months?
Records can be found in the following areas of the Department File:
 Department Physiotherapy Report under the Reports section
 Physiotherapy notes filed under Miscellaneous section.
Records can be found in the computer records under Department Case History
under:
 Computer event notes
 Department Physiotherapy reports placed under documents
Circle 1-Yes or 0-No 8-Incomplete or 9-N/A if not applicable
8.8 Focus of Intervention
If a child has received intervention in the past 12 months, please circle all of the
applicable areas recorded. Intervention focus may be on a variety of issues that
influence an outcome.
Circle all that may apply.
8.8 Circle 1 if on adaptive or therapeutic aides or equipment
8.9 Circle 2 if involving functional mobility training
8.10 Circle 3 if involving fitness training
8.11 Circle 4 if involving serial casting or splinting of a limb
8.12 Circle 5 if referring to external source
8.13 Circle 6 if other (Please specify interventions in space provided).
8.9 Mode of Delivery
If a child has received intervention in the past 12 months, please circle all of the
applicable areas recorded.
8.14 Circle 1 if individual session delivery provided at home, Department office,
Satellite Community
Clinic/ACCHO Clinic/childcare or school.
8.15 Circle 2 if group session delivery is provided. This may be done at
Department office,
Satellite Community Clinic, ACCHO, childcare or school.
8.16 Circle 3 if integrated if activities integrated into every day.
8.17 Circle 4 if a school program is provided in a consultation model.
8.18 Circle 5 if home program offered is provided in a consultation model.
8.19 Circle 6 if another mode of delivery is offered
Write in all additional modes of delivery.
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Items on focus and mode of delivery are relevant to looking at service delivery
from International Classification of Function (ICF) framework to determine if
various components of health and functioning have been addressed and to which
domains physiotherapy resources are most frequently directed (Wahlgren and
Palombaro, 2012).
Comments Box
Please include additional comments as seen fit in the box provided. Examples
may include observations regarding appointment contacts and follow up,
percentage of time involved in a particular activity or use of additional services
to organise appointments and so forth.
Other comments may address the focus of interventions on: participation in
physical sports and activities; intervention focuses on body structures and
functions (such as posture, quality of movement, fitness, motor skills and
musculoskeletal interventions) or contextual factors (such as changing the
environment or working on individual attitudes, health literacy or other personal
factors).
REFERENCES
ACCESS ECONOMICS 2008. The economic impact of cerebral palsy in Australia 2007. Access
Economics.
AUSTRALIAN PHYSIOTHERAPY COUNCIL. Australian Standards for Physiotherapy:Safe
and
effective
physiotherapy
July
2006
[Online].
Available:
http://www.physiocouncil.com.au/files/the-australian-standards-for-physiotherapy
2015].
BURNS, Y. 1992. N.S.M.D.A. Physiotherapy Assessment for Infants and Young Children,
Brisbane, CopyRight Publishing.
BURNS, Y. & MAC DONALD, J. (eds.) 1996. Physiotherapy and the growing child, London:
WB Saunders Ltd.
CAMPBELL, S. 2006. Physical therapy for children, St. Louis, Missouri, Saunders Elsevier.
CAMPBELL, S. K., PALISANO, R. & ORLIN, M. N. 2012. Physical therapy for children,
Saint Louis, Elsevier.
CEREBRAL PALSY ALLIANCE. 2012. Cerebral Palsy Alliance [Online]. Available:
www.cerebralpalsy.org.au [Accessed 31 October 2012].
CEREBRAL PALSY REGISTER. 2012. CP
Register [Online]. Available:
http://www.cpregister.com [Accessed 2 November 2012].
ELIASSON, A., KRUMLINDE, S. L., ROSBLAD, B., BECKUNG, E., ARENER, M.,
OHRVALL, A. & ROSENBAUM, P. 2006. The Manual Ability Classification System
(MACS) for children with cerebral palsy: scale development and evidence of validity
and reliability. Developmental Medicine & Child Neurology, 48, 549-554.
GEMUS, M., PALISANO, R., RUSSELL, D., ROSENBAUM, P., WALTER, S. D., GALUPPI,
B. & LANE, M. 2001. Using the gross motor function measure to evaluate motor
development in children with Down syndrome. Phys Occup Ther Pediatr, 21, 69-79.

191

GRAHAM, H. K., RODDA, J., NATTRASS, G. R. & PIRPIRIS, M. 2004. The functional
mobility scale (FMS). JPO, 24, 514-520.
HARVEY, A., ROSENBAUM, P., GRAHAM, H. K. & PALISANO, R. J. 2009. 'Current and
future uses of the Gross Motor Function Classification System'. Dev Med Child
Neurol, 51, 328-9.
HENDERSON, S.E., SUGDEN, D.A., & BARNETT, A.L. 2007. Movement Assessment
Battery for Children-2 examiners manual, Second edn, London, Harcourt.
LAW, M., BAPTISTE, S., MCCOLL, M., OPZOOMER, A., POLATAJKO, H. &
POLLOCK, N. 1990. The Canadian Occupational Performance Measure: an outcome
measure for occupational therapy. Canadian Journal of Occupational Therapy, 57,
82-87.
LOVE, S., NOVAK, I., KENTISH, M., DESLOOVERE, K., HEINEN, F., MOLENAERS,
G., O' FLAHERTY, S. & GRAHAM, H. K. 2010. Botulinum toxin assessment,
intervention and after-care for lower limb spasticity in children with cerebral palsy:
international consensus statement. European Journal of Neurology 17, 9-37.
MACDOUGALL, J. & WRIGHT, V. 2009. The ICF-CY and Goal Attainment Scaling:
benefits of their combined use for pediatric practice. Disabil Rehabil, 31, 1362-1372.
MCDONALD, E. & ROSS BAILIE, R. 2010. Hygiene improvement: essential to improving
child health in remote Aboriginal communities. Journal of Paediatrics and Child
Health 46 (2010) 491–496, 46, 491-496.
NELSON, A. 2007. Seeing white: a critical exploration of occupational therapy with
Indigenous Australian people. Occup Ther Int, 14, 237-55.
ONE21SEVENTY NATIONAL CENTRE FOR QUALITY IMPROVEMENT IN
INDIGENOUS PRIMARY HEALTH CARE & MENZIES SCHOOL OF HEALTH
RESEARCH 2011. Child health clinical audit tool 3 months to <15 years version 3.1.
Darwin: Menzies School of Health Reasearch.
PALISANO, R., ROSENBAUM, P., WALTER, S., RUSSELL, D., WOOD, E. & GALUPPI,
B. 1997. Development and reliability of a system to classify gross motor function in
children with cerebral palsy. Dev Med Child Neurol, 39, 214-23.
PALISANO, R. J., CHIARELLO, L. A., KING, G. A., NOVAK, I., STONER, T. & FISS, A.
2012. Participation-based therapy for children with physical disabilities. Disabil
Rehabil, 34, 1041-52.
PINK, B. & ALLBON, P. 2008. The Health and Welfare of Australia's Aboriginal and Torres
Strait Islander Peoples
Canberra: Australian Institue of Health and Welfare.
PIPER, M. C. & DARRAH, J. 1994. Motor assessment of the developing infant, Philadelphia,
W.B. Saunders.
SAKZEWSKI, L., BOYD, R. & ZIVIANI, J. 2007. Clinimetric properties of participation
measures for 5- to 13-year-old children with cerebral palsy: a systematic review. Dev
Med Child Neurol, 49, 232-240.
SQUIRES, J. 2012. Ages and Stages Questionnaire-version 3, .
WAHLGREN, A. & PALOMBARO, K. 2012. Evidence-based physical therapy for BPPV
using the International Classification of Functioning, Disability and Health model: a
case report. Journal of Geriatric Physical Therapy.
WORLD CONFEDERATION FOR PHYSICAL THERAPY. 2011. WCPT guideline for
standards of physical therapy practice [Online]. London: WCPT Secretariat.
Available:
http://www.wcpt.org/sites/wcpt.org/files/files/Guideline_standards_practice_complet
e.pdf
http://www.wcpt.org/guidelines/standards [Accessed 9 September 2012 2012].

192

WYNTER, M., GIBSON, N., KENTISH, M., LOVE, S., THOMASON & GRAHAM, H. K.
2011. The consensus statement on hip surveillance for children with cerebral palsy:
Australian standards of care. Journal of Pediatric Rehabilitation Medicine, 4, 183-195.

193

194

A tool for assessment of health service systems to support physiotherapy services for children
with gross motor delay or physical disability.

Physiotherapy Systems Assessment Tool
Version 1.1

3.5 PHYSIOTHERAPY SYSTEMS ASSESSMENT TOOL
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a) Clinical care services for those with a diagnosis with referred with a gross motor delay or diagnosed disease or condition impacting on
physical development
b) Clinical services for the prevention and early detection of disease (including screening, growth monitoring, case finding, brief
interventions/counseling-generally health centre based, one-to-one activities but may also include group activities
c) Population programs and activities (e.g. to promote physical activity)- generally community based.
Each of these three types of services is important in effective physiotherapy management and care of children with gross motor delay or physical
disability. The quality of systems in place to support them may differ within and between client groups accessing the same service.

The generic ABCD SAT incorporates: evidence-based decision-making; population focus; prevention focus; quality focus; integration; and
flexibility/adaptability. This physiotherapy version addresses the same areas. Services relevant to the physiotherapy services for children with
gross motor delay or physical disability similarly include:

The SAT has evolved from the Chronic Care Model and the associated Assessment of Chronic Illness Care (ACIC) tool (Bonomi et al., 2002) and
from the Innovative Care for Chronic Conditions (ICCC) Framework (WHO 2002) by the researchers developing the Audit of Best Practice for
Chronic Disease. The original SAT was designed for use by primary health care services for chronic disease care of Indigenous Australians, and
has been subsequently adapted for use for maternal and child health.

In the context of demands for limited resources, systems need to be put in place to meet the ongoing needs of specific client groups. Health
services need practical tools to guide these efforts and to evaluate changes made to their health service delivery systems. The generic Systems
Assessment Tool (SAT) has been designed to support and evaluate changes in providing primary health care services for Indigenous Australian
populations through a systematic assessment of a range of elements within the health services system that have been demonstrated to be
important. The tool provides for:
 an assessment of the state of development of the health service system
 guidance on next steps in planning improvements
 assessment of progress in achieving system improvements

Health during early childhood has long term and wide-ranging impacts on health, including the incidence of chronic disease and developmental
and neurological disorders. Promotion of good health in general and for priority groups such as pregnant women and children is recognised as
an important function for primary and other health care organisations while early intervention is deemed especially important for those babies
and children at risk of developmental delay and disability.
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The present tool has been adapted for use in quality improvement activities directed at physiotherapy services for children aged 0-18 years with
gross motor delay or physical disability.

The use of this tool provides a score for the state of development of different aspects of health centre systems. The scores may be used as a
guide for where improvements may be made, but the members of a physiotherapy service should base its priorities on the full range of
information available to them and the opportunity they have for improvement in different areas. References to resources relevant to different
client groups are provided at the end of the tool.

The prompts provide in this tool are intended only as a guide to some of the sorts of system issues that one might consider for scoring each item
of the tool. There prompts may not cover all the relevant issues for a physiotherapy service.
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Resource documents and guidelines relevant to the development of the One21seventy Systems Assessment Tool and the modifications for
physiotherapy service systems review are placed at the back of this document.

1. Delivery system design refers to the extent to which the design of the health service’s infrastructure, staffing and care processes
maximise the potential effectiveness of the service.
2. Information systems and decision support refers to information structures and processes to support the planning and delivery of care,
including decision support.
3. Self-management support refers to information structures and processes that support clients and families to play a major role in
maintaining their health, managing their health problems, and achieving safe and healthy environments.
4. Links with the community, other health services and other services and resources refers to the extent to which the health service uses
external linkages to inform service planning, links clients to outside resources, works out in the community, and contributes to regional
planning and resource development. It is primarily through this component of the tool that the quality of population programs and
activities is assessed.
5. Organisational influence and integration refers to the use of organisational influence to create a culture and support organisational
structures and processes that promote safe, high quality care; and how well all the system components are integrated across the
service.

The model components include:

Systems Assessment Tool Components

iv

iii

ii

i

Limited or no support
0
1
2
No team approach:
practitioners needed for team
approach not available

Definition of team roles, lines of
reporting and integration in
system design are fair
Fair communication and cohesion
within the team; team meets
irregularly; decision-making is fair

Basic support
3
4
5
Some efforts to establish a team
approach; practitioners needed
for team approach sometimes
available, but not secure or
ongoing
Team leadership not clearly
defined
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Good support
6
7
8
Team approach becoming well
established; practitioners needed
for team approach usually
available, becoming more secure
and ongoing
Team leadership becoming defined
and recognized, leader acquiring
formal authority
Definition of team roles, lines of
reporting and integration in system
design are fair
Good communication and cohesion
within the team; team meetings
becoming regular; decision-making
is good

Team leadership clearly defined
and recognized, leader has
formal authority
Definition of team roles, lines of
reporting and integration in
system design are very good
Very good communication and
cohesion within the team; team
meetings regular; decisionmaking is very good

Fully developed support
9
10
11
Fully established team approach;
secure, ongoing availability of
practitioners needed for team
approach

Item 1.1: Team structure and function
Elements for discussion:
i Team approach – is there security and ongoing availability of all the practitioners required?
ii Leadership – is it defined and recognized? Does the leader have an appropriate level of formal authority within the practice team?
Iii Definition of roles and responsibilities and lines of reporting – are these defined for all team members? Are these integrated into
delivery system design?
iv Communication and cohesion – does this exist within the team? Does the team meet regularly? Are there established processes for
effective decision making?
v. Developing team members’ skills and roles – is there a strategic approach?

Component 1: Delivery System Design
Effective delivery of a physiotherapy service requires that the service’s infrastructure, staffing and care processes are designed to meet the
specific needs of different client groups and their families. This involves more than adding interventions or programs to an existing system
focused on acute care. It often necessitates significant changes to the organisation of care.

iii

ii

i

v

Development of team members’
skills and roles is good

Development of team members’
skills and roles is very good

Limited or no support
0
1
2
No or minimal clinical
leadership
Contribution of clinical leadership
to centre’s vision for high quality
care is fair
Contribution of clinical leadership
to knowledge and application is
fair

Basic support
3
4
5
Clinical leadership emerging
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Good support
6
7
8
Clinical leadership becoming
established and recognised
Contribution of clinical leadership
to centre’s vision for high quality
care is good
Contribution of clinical leadership
to knowledge and application is
good

Fully developed support
9
10
11
Clinical leadership fully
established and recognised
Contribution of clinical
leadership to centre’s vision for
high quality care is very good
Contribution of clinical
leadership to knowledge and
application is very good

Elements for discussion:
i.
Clinical leadership –is it fully established and recognized in this area?
ii.
Contribution – does clinical leadership contribute to the service’s vision for high quality care for the client group?
iii.
Knowledge about research evidence- does clinical leadership help to ensure that the service remains knowledgeable about research
evidence? Is the evidence interpreted and appropriately applied to the service’s clinical services and programs?

Item 1.2 Clinical leadership

Development of team members’
skills and roles is fair

iii

ii

i

Specific clinics and/or
sessions not used
No or few community based
activities

Limited or no support
0
1
2
No appointment system

Specific clinics and/or sessions
used in ad hoc way
Scheduling of activities/programs
is ad hoc

Basic support
3
4
5
Some appointments made;
flexibility is ad hoc
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Good support
6
7
8
Appointment system becoming
established; flexibility becoming
systematic
Specific clinics and/or sessions
becoming part of routine practice
Planning/scheduling of
activities/programs becoming
routine practice

Fully developed support
9
10
11
Appointment system fully
established; flexibility is
systematic
Specific clinics and/or sessions
part of routine practice
Planning/scheduling of
activities/programs is routine
practice

Elements for discussion:
i.
appointment system – is there an established appointment system for this area? Does it have the flexibility to systematically
accommodate the needs of the client group including a) drop –in unanticipated urgent referrals/ issues b) long or unexpectedly
complex consultations; and c) clients seeing multiple providers in a single visit as required?
ii.
Specific clinics and/or sessions - are there clinics/sessions with specialist support available (as appropriate)? Are they part of routine
practice for this area?
iii.
Planning and scheduling- is it routine practice for the service’s community based activities and programs in this area to be
planned/scheduled ahead of time?

Item 1.3: Appointments and scheduling

ii

i

Care Planning

Limited or no support
0
1
2
No or minimal care planning
Some elements included

Basic support
3
4
5
Care planning is ad hoc
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Good support
6
7
8
Care planning becoming part of
routine practice
Most elements included

Fully developed support
9
10
11
Care planning part of routine
practice
All elements included

Elements for discussion:
i.
Routine practice – is care planning for clients part of routine practice?
ii.
Elements of care planning – is it consistent with best practice guidelines? Is it done jointly by providers and clients/families? Include
goal setting? Incorporates self-management goals and strategies?

Item 1.4:

No or minimal processes for
following up abnormal results

No or minimal use of available
resources to enhance followup

iii

iv

Use of available resources to
enhance follow-up is fair

Follow-up of abnormal test
results is ad hoc

Basic support
3
4
5
Reminders sometimes used to
support client care
Follow-up of clients for regular
reviews is ad hoc

Good support
6
7
8
Reminders usually used to support
client care
Follow-up of clients for regular
reviews is becoming part of routine
practice
Follow-up of abnormal assessment
results is becoming part of routine
practice
Use of available resources to
enhance follow-up is good

Follow-up of abnormal
assessment results is routine
practice
Use of available resources to
enhance follow-up is very good

Fully developed support
9
10
11
Reminders consistently used to
support client care
Follow-up of clients for regular
reviews is routine practice
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Consider reminders in relation to appointment reviews, equipment reviews, musculoskeletal monitoring (hip, spine, foot)

No or minimal follow-up of
clients

Limited or no support
0
1
2
No electronic reminders

ii

i

Systematic approach to follow-up

Elements for discussion:
i.
Electronic reminders – are they used to support client care in this area? Is their use consistent across the clinical area?
ii.
Regular services and reviews – are clients followed-up in accordance with best practice? Is this part of routine practice?
iii.
Abnormal assessment findings – is follow up a systematic part of routine practice?
iv.
Health service staff and community knowledge and resources are used to enhance follow-up? Does it balance duty of care with
client self-management?

Item 1.5:

ii

i

Continuity of care

No or minimal communication
between hospital and the
health service post-discharge
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Post-discharge communication
between hospital and the health
service is on an ad hoc basis only

Basic support
3
4
5
Delivery system beginning to be
designed to enhance continuity of
care (some elements in place)

System for routine post-discharge
communication between hospital
and the health service becoming
established

Good support
6
7
8
Delivery system quite well
designed to enhance continuity of
care (most elements in place)

Fully developed support
9
10
11
Delivery system very well
designed to enhance continuity
of care (all or almost all
elements in place)
System for routine postdischarge communication
hospital and the health service
fully established

Communication between hospital (s) and the health service – is the system effective to follow discharge of clients in this area?

Limited or no support
0
1
2
Delivery system is not
designed to enhance
continuity of care

ii.

Elements for discussion:
i.
Delivery system is designed to enhance continuity of care – in this area by having the following elements:
a. Well-organised electronic clinical records and clear documentation
b. Scheduled follow-up visits
c. Continuity of provider(s)
d. Team care
e. Case management
f. Shared client records
g. Orientation of health service staff to processes to enhance continuity of care

Item 1.6:

iv

iii

ii

i

Limited or no support
0
1
2
No or minimal attention given
to barriers
No or minimal attention given
to cultural competence; not
included in orientation and
training
No or minimal respect for
gender related issues
No or minimal respect for
Indigenous knowledge or AHW
experience
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Basic support
3
4
5
Barriers beginning to be
addressed but many remain
Level of attention to cultural
competence is fair; sometimes
included in orientation and
training
Respect for gender-related issues
is fair
Respect for Indigenous
knowledge and AHW experience
is fair
Respect for gender-related issues
is good
Respect for Indigenous knowledge
and AHW experience is good

Good support
6
7
8
Barriers addressed quite well but
some remain
Level of attention to cultural
competence is good; usually
included in orientation and training

Fully developed support
9
10
11
Barriers addressed very well and
few or none remain
Level of attention to cultural
competence is very good; always
included in orientation and
training
Respect for gender-related
issues is very good
Respect for Indigenous
knowledge and AHW experience
is very good

Elements for discussion:
i.
Physical, communication and transport barriers to access – do health service design and processes address client privacy and
confidentiality, the use of translators (as required) and transport support for referrals?
ii.
Staffing – is there a systematic approach to ensuring that all health service staff providing care are culturally competent through staff
orientation and training?
iii.
Gender-related issues – is there a process in place to ensure respect is applied for gender related issues?
iv.
Indigenous knowledge and AHW experience – are Indigenous knowledge and AHW experience respected? Does it inform clinical
practice and community based activities?

Item 1.7: Client access / cultural competence

iii

ii

i

Limited or no support
0
1
2
Physical infrastructure
unsuitable
Appropriateness and
availability of consumables is
poor
Equipment appropriateness,
quality and maintenance is
poor
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Equipment appropriateness,
quality and maintenance are fair

Basic support
3
4
5
Physical infrastructure somewhat
suitable
Appropriateness and availability
of consumables are fair
Equipment appropriateness,
quality and maintenance are good

Good support
6
7
8
Physical infrastructure quite
suitable
Appropriateness and availability of
consumables are good

Equipment appropriateness,
quality and maintenance are
very good.

Fully developed support
9
10
11
Physical infrastructure highly
suitable
Appropriateness and availability
of consumables are very good

Elements for discussion:
i.
Physical infrastructure – is it suitable for provision of care?
ii.
Supplies of consumables – are they appropriate and available?
iii.
Equipment – is it appropriate and available? Is it of good quality and very well maintained (e.g. does not need to be shared between
or borrowed from other consulting areas due to limited availability or poor maintenance)?

Item 1.8: Physical infrastructure, supplies and equipment

iv

iii

ii

i

(Think about different conditions and their care)

Basic support
3
4
5
List available but not reviewed and
out of date (covers less than 80%
of clients, up-to-date residence and
family member and contact
information sometimes recorded)
Use of the list to identify regular
clients for planning and delivery is
ad hoc
Use of the list to identify regular
clients with specific conditions for
planning and service delivery is ad
hoc
Implementation of strategies to
reach client groups is ad hoc
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Good support
6
7
8
List available, irregularly reviewed
and reasonably up-to-date (covers
80% or more of clients, up-to-date
residence and family member and
contact information recorded)
Use of the list to identify regular
clients for planning and delivery
becoming routine
Use of the list to identify regular
clients with specific conditions for
planning and service delivery
becoming routine
Implementation of strategies to
reach client groups becoming routine
practice

Fully developed support
9
10
11
List available, regularly reviewed
and up-to-date (covers all clients,
up-to-date residence and family
member and contact information
always recorded)
Use of the list to identify regular
clients for planning and delivery
is routine
Use of the list to identify regular
clients with specific conditions
for planning and service delivery
is routine
Implementation of strategies to
reach client groups is routine
practice

Electronic list of clients- Is one available? is it regularly reviewed according to an established protocol? Is it up to date, including record of place of
residence, postal address and contact details?
Regular clients – is electronic list routinely used to identify support service planning and delivery? For example, identifying clients for monitoring
(seating, orthotics, spasticity and contracture management, hip surveillance, spinal surveillance)
Regular clients with specific conditions – electronic list is used to identify support service planning and delivery? For example, to generate lists of
clients for follow-up or regularly scheduled services.
Reaching client groups – are strategies implemented as part of routine practice?

Limited or no support
0
1
2
No electronic list

iv.

iii.

ii.

i.

Item 2.1: Maintenance and use of electronic client list
Elements for discussion

Component 2: Information Systems and Decision Support
Effective health services ensure that electronic information systems contain up-to-date client information that is used to support the planning
and delivery of care, including decision support. Evidence based guidelines and other resources should be available through the systems in
formats that are appropriate and accessible for all members of the health team. In addition, advice may be available through specialist
collaborations and other mechanisms.

i

Basic support
3
4
5
Specialist-generalist collaboration
is fair

Good support
6
7
8
Specialist-generalist collaboration
is good

Fully developed support
9
10
11
Specialist-generalist
collaboration is very good
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Relevant collaborations include those between the health team and specialists in a variety of aspects of care including therapy, equipment needs
(standing frames, walking frames, alternative seating), wheelchair seating assessment and therapy.

Limited or no support
0
1
2
No or minimal specialistgeneralist collaboration – i.e.
traditional referral only

Elements for discussion:
i.
Specialist – generalist collaboration – is there a strategic approach to that results in:
a. enhanced decision support for clinical care
b. effective generalist-specialist communication about client needs and care?
c. culturally appropriate care across the spectrum of generalist-specialist care?
d. specialist engagement in the development of community-based programs that promote healthy social and physical
environments?

Item 2.2. Evidence based guidelines

Basic support
3
4
5
Fair support for self-management

Good support
6
7
8
Good support for self-management
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Self-management needs are
Assessment and documentation of
sometimes assessed on an ad hoc self-management needs becoming
basis only
routine practice
iii
No or minimal engagement of Clients/families engagement in
Clients/families engagement in
clients/families in assessment assessment and documentation is assessment and documentation
processes
ad hoc
becoming routine practice
iv
No or minimal use of client
Use of client held records is ad
Use of client held records
held records
hoc
becoming part of routine practice
Item 3.2: Self-management education and support, behavioural risk reduction and peer support

ii

i

Limited or no support
0
1
2
No or minimal support for
self-management
Self-management needs are
rarely assessed

Fully developed support
9
10
11
Very good support for selfmanagement
Assessment and documentation
of self-management needs is
routine practice
Clients/families engagement in
assessment and documentation
is routine practice
Use of client held records is part
of routine practice

Elements for discussion:
i.
Self-management for clients in this area is supported as a central, strategic part of health care.
ii.
Self-management needs for clients in this area are routinely assessed and documented in a standard way.
iii.
Clients/families in this area are routinely engaged in the assessment and documentation processes.
iv.
Use of client held records to promote self-management is part of routine practice in this area – i.e. tools that are designed to assist
clients to adhere to self-management programs and to set goals, track their progress and understand the reasons for health visits.

Item 3.1: Assessment and documentation

Self-management refers to the health service structures and processes that support clients and their families to play a major role in maintaining
their health, managing their health problems, and achieving safe and healthy environments. Effective self-management support strategies
include assessing and documenting self-management needs and activities, providing education and support and behavior change intervention
and promoting peer support. Involving clients’ families in these activities is important. Health services can organise internal and community
resources to maximize potential for community members to contribute to the creation and maintenance of their own health and to healthy
social and physical environments.

Component 3: Self-management Support

v

iv

iii

ii

No or minimal promotion or
support for peer support

No or minimal engagement of
families in education/support
activities
No or minimal use of
resources to support selfmanagement
No or minimal provision of
behavior change interventions
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Promotion and support for peer
support ad hoc

Some behavioural interventions
provided but by staff with limited
relevant training and skills

Engagement of families in
education/support activities but
on an ad hoc basis only
Some use of resources to support
self-management

Promotion and support for peer
support is becoming central,
strategic part of care

Engagement of families in
education/support activities
becoming routine practice
Use of resources to support selfmanagement becoming routine
practice
Behavioural interventions by staff
with relevant training and skills
becoming part of routine practice

Promotion and support for peer
support is a central, strategic
part of care

Behavioural interventions by
staff with relevant training and
skills part of routine practice

Engagement of families in
education/support activities is
routine practice
Use of resources to support selfmanagement is routine practice

Elements for discussion:
i.
Self-management education and support – are routinely provided by staff with recognized training and skills in self-management
support?
ii.
Involvement of families- are families involved in self-management education and support activities as part of routine practice?
iii.
Behavioural risk reduction – is there a systematic approach to behavior change interventions? For example, brief intervention for
weight reduction or increased exercise?
iv.
Education resources – are good quality educational resources used for clients and families to support behavioural risk reduction in
self-management? Is this part of routine practice?
v.
Community peer support – is promotion and support for programs and activities a central strategic part of health care?
Limited or no support
Basic support
Good support
Fully developed support
0
1
2
3
4
5
6
7
8
9
10
11
i
No or minimal selfSome self-management
Good self-management education Very good self-management
management
education and support by staff
and support by staff with relevant education and support by staff
Education or support
with limited training and skills
training and skills
with relevant training and skills

iv

iii

ii

i

Limited or no support
0
1
2
No community input to
governance
No service population
involvement in planning and
feedback
Client satisfaction never or
rarely assessed
No formal agreements with
Assessment of client satisfaction
is ad hoc
Formal agreements with other

Good support
6
7
8
Community input to governance is
good
Service population involvement in
planning and feedback becoming
systematic
Assessment of client satisfaction
becoming systematic and routine
Formal agreements with other
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Basic support
3
4
5
Community input to governance is
fair
Service population involvement in
planning and feedback is ad hoc

Fully developed support
9
10
11
Community input to governance
is very good
Service population involvement
in planning and feedback is
systematic and routine
Assessment of client satisfaction
is systematic and routine
Formal agreements with other

4.1 Communication and cooperation on governance and operation of the health service and other community based organisations and
programs
Elements for discussion:
i.
Community input to health service governance – are there well-functioning arrangements?
ii.
Involvement of service population – is there a systematic approach to inservice planning and feedback? Does it include input
through an annual general meeting and reference groups/committees? Does it have formal mechanisms for dissemination of health
service performance information?
iii.
Client satisfaction with the health service – are they systematically and routinely assessed?
iv.
Formal agreements between the health service and mainstream primary care services and other health and community services
relevant to this area – are agreement in place? Do they involve good communication and ongoing, strategic activities?
v.
Partnership with relevant community groups – are there well- functioning arrangements for the health service to work in? (for
example, municipal councils, schools, child health care centres, childcare centres, sport and recreation groups, cultural programs)?
Does this help to ensure community programs have a positive health impact?
vi.
Health orientation – do community, social, education and other programs and organisations have a strong health orientation?

Component 4: Links with the community, other health services, and other services and resources
Good links and partnerships between the health service and the community, and other community based organisations and programs are
important in primary, community and disability care. They allow the health service to have effective community input to planning, to link its
clients to outside resources, to work with population groups out in the community and to contribute to regional activities such as service
planning and the development of resources

vi

v

No or poor partnerships with
community groups
Health orientation of
community programs is weak

other services

Partnerships with community
groups are fair
Health orientation of community
programs is fair

Partnerships with community
groups are good
Health orientation of community
programs is good

services with good communication
and levels of activity
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services with fair communication
and levels of activity

services with very good
communication and levels of
activity
Partnerships with community
groups are very good
Health orientation of community
programs is very good

iii

ii

i

No or minimal integration of
linkage arrangements in staff
orientation or training

Integration of linkage
arrangements in staff orientation
or training is fair

Resource directorycomprehensiveness, updating
accessibility and use are fair

Integration of linkage
arrangements in staff orientation
or training is good

Good support
6
7
8
Arrangements for linking clients to
outside resources becoming
systematic
Resource directorycomprehensiveness, updating
accessibility and use are good
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Basic support
3
4
5
Arrangements for linking clients to
outside resources ad hoc.

Fully developed support
9
10
11
Arrangements for linking clients
to outside resources are
systematic
Resource directory –
comprehensiveness, updating
accessibility and use are very
good
Integration of linkage
arrangements in staff orientation
of training is very good

There are systematic arrangements in place to link individual clients in this area to outside health and health-related resources.
The resource directory that supports these arrangements is comprehensive, regularly updated, is easily accessible and widely
used by staff.
Linkage arrangements relating to these resources are well integrated into staff orientation and in-service training programs.

Limited or no support
0
1
2
No or minimal support for
linking clients to outside
resources.
No resource directory

iii.

i.
ii.

Elements for discussion:

4.2 Communication and cooperation on governance and operation of the health service and other community based organisations and
programs

iii

ii

i

Limited or no support
0
1
2
No or minimal staff
engagement in community
health
promotion/development
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Design of community activities is
fair
Integration of community
activities into service’s programs
is fair

Basic support
3
4
5
Level of staff engagement in
community health
promotion/development is fair
Design of community activities is
good
Integration of community
activities into service’s programs is
good

Good support
6
7
8
Level of staff engagement in
community health
promotion/development is good

Fully developed support
9
10
11
Level of staff engagement in
community health
promotion/development is very
good
Design of community activities is
very good
Integration of community
activities into service’s programs
is very good

Elements for discussion:
i.
Staff engagement – are staff engaged in community health promotion/development activities (For example, in pre-schools and
school; community centres; youth groups, play groups)
ii.
Design of community activities – are community activities well-designed? Do they meet identified needs of different groups?
iii.
Integration – are community activities fully integrated in the health service’s program?

4.3: Working out in the community

iii

ii

i

No or minimal use of
community plans

Limited or no support
0
1
2
No or minimal engagement in
regional planning
No or minimal contribution to
the development of resources
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Use of community plans is ad hoc

Basic support
3
4
5
Level of engagement in regional
planning is fair
Contribution to the development
of resources is fair
Use of community plans is
becoming systematic

Good support
6
7
8
Level of engagement in regional
planning is good
Contribution to the development
of resources is good

Fully developed support
9
10
11
Level of engagement in regional
planning is very good
Contribution to the
development of resources is
very good
Use of community plans is
systematic

Elements for discussion:
i.
Regional planning- are health service staff actively engaged in and promote regional planning?
ii.
Health resources – do health service staff actively contribute to the development and promotion of standard resources for health
services that have region-wide relevance in this area?
iii.
Local community plans – are plans systematically used to inform regional planning processes and allocation of resources?

4.4 Communication and cooperation on regional health planning and development of health resources
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Item 5.1: Organisational commitment
Elements for discussion:
i.
Strategic and business plans – do they reflect commitment to this client group (i.e. vision statement, policies, financing, staffing and
strategies)?
ii.
Funding – is there specific funding for this area that is at an adequate level and long-term?
iii.
Staffing – do staffing levels meet the established need? Are all the relevant roles defined and these roles reflected in job
descriptions?
iv.
Staff relationships and morale – are there good relationships and regular, clear communication among staff? Where is morale high?
Is there a feeling among the line staff that senior staff understand their work and needs?
v.
Training – what is the range of training and inservice opportunities for staff working in this area?
vi.
Service delivery strategies – is there a range of service delivery strategies in this area across individual clinical, group and population
based activities (as appropriate)?
Limited or no support
Basic support
Good support
Fully developed support
0
1
2
3
4
5
6
7
8
9
10
11
i
No plans; little or no interest
Plans in place; level of
Plans in place; level of
Plans in place; level of
in a plan
commitment is fair
commitment is good
commitment is very good
ii
No specific funding
Specific funding; level is fair
Specific funding; level is good
Specific funding; level is very
and/or short term
and/or medium term
good and/or long term
iii
Minimal staffing; no specific
Level of staffing is fair; some roles Level of staffing is good; most roles Level of staffing is very good; all
roles
defined
defined and reflected in job
roles defined and reflected in
descriptions
job description
iv
Poor relationships and little or Relationships and communication Relationships and communication
Relationships and
no communication
are fair
are good
communication are very good
Morale is low
Morale is fair
Morale is good
Morale is very good
v
Range of training and inservice Range of training and inservice
Range of training and inservice
Range of training and inservice
opportunities is poor
opportunities is fair
opportunities is good
opportunities is very good

Component 5: Organisational influence and integration
Health care services will be more effective if there is an organisational culture that is committed to addressing the needs of specific client
groups; promotes good relationships and communication and safe, high quality care and quality improvement. In addition, effective health care
requires the integration of the health service’s system components.

Range of service delivery
strategies is fair

Range of service delivery strategies
is good

Range of service delivery
strategies is very good

No electronic client
information system

No or minimal processes for
dealing with errors or

iii

iv

Limited or no support
0
1
2
No or minimal senior staff
support for quality
improvement
No or minimal quality
improvement processes
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Processes for dealing with errors
or problems are ad hoc

Use of the system for reporting
on service performance is ad hoc

Ad hoc quality improvement
processes

Basic support
3
4
5
Limited senior staff support for
quality improvement

Good support
6
7
8
Senior staff support quality
improvement but not fully or
consistently
Systematic quality improvement
processes but not used
consistently
Use of the system for reporting on
service performance becoming
routine
Processes for dealing with errors
becoming systematic

Use of the system for reporting
on centre performance is
routine
Processes for dealing with errors
systematic

Fully developed support
9
10
11
Quality improvement fully and
consistently supported by senior
staff
Systematic quality improvement
processes used consistently

Elements for discussion:
i.
Senior staff support for quality improvement – do senior staff support quality improvement? Is it resourced? Is staff training
provided? Is participation encouraged? Do staff members have authority to make improvements? Is effectiveness evaluated?
ii.
Quality improvement processes – are there systematic processes in place? Are they used consistently (for example, cyclical
processes of evidence-based assessment of health service performance using good quality data, review and planning involving the
whole team, and service improvement)?
iii.
Health service performance reporting – is the electronic client information system routinely used in this area (for example, including
profiles and needs of client groups, care delivery and client outcomes)
iv.
Processes for dealing with errors and problems – are systematic processes in place for dealing with errors with care delivery? Do
they include routine identification, examination of root causes and follow through (appropriate action and regular review)?

ii

i

Range of service delivery
strategies is poor

Item 5.2: Quality improvement strategies

vi

i

Limited or no support
0
1
2
No or minimal integration

Basic support
3
4
5
Fair level of integration

This is reflected in all documents/processes/activities including:
 business plan
 policy statements
 financing arrangements
 information system
 regulation/legislation
 deployment of human resources
 leadership and advocacy roles
 care processes
 education and inservice programs
 work outside the health service
 partnership arrangements
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Good support
6
7
8
Good level of integration

Fully developed support
9
10
11
Very good level of integration

Elements for discussion:
i.
Integration – there is clear recognition of the need for and importance of integration across the health service. For example:
 how well information system supports clinical decision making (by making guidelines accessible) or self-management (by
allowing recording of client goals)
 how well the funding and human resources arrangements support team care
 how well work within and outside the health center complement each other
 how well staff training supports continuity of care

Item 5.3: Integration of health system components

problems

WHO’S INVOLVED
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Table 2: Goals and strategies for improvement identified during action planning.
Goals
Strategies

PRIORITIES
1.
2.
3.

Table 1: Priorities for improvement identified during participatory interpretation.

WHO’S INVOLVED

TIMELINE

TIMELINE

From the clinical audits and systems assessment data, decide what aspects of your health centre systems require the most
development in order to improve delivery of services. Tables 1 and 2 are templates your organisation may wish to use to
document goals and strategies for improvement

Physiotherapy Goal Setting Tool (One21seventy Goal Setting Template)

3.6 PHYSIOTHERAPY GOAL SETTING TOOL
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World Confederation for Physical Therapy. WCPT guideline for standards of physical therapy practice
London: WCPT Secretariat; 2011 [updated 18 October 2011; cited 2012 9 September 2012]. Available
from: http://www.wcpt.org/sites/wcpt.org/files/files/Guideline_standards_practice_complete.pdf
http://www.wcpt.org/guidelines/standards.

One21seventy National Centre for Quality Improvement in Indigenous Primary Health Care, Menzies
School of Health Research. Child health clinical audit protocol 3 months to < 15 years version 3.1.
Darwin: Menzies School of Health Research; 2011.

One21Seventy National Centre for Quality Improvement in Indigenous Primary Health Care, Menzies
School of Health Research. Child health clinical audit tool 3 months to <15 years version 3.1. 2011

One21seventy National Centre for Quality Improvement in Indigenous Primary Health Care, Menzies
School of Health Research. Child health clinical audit protocol 3 months to < 15 years version 3.1.
Darwin: Menzies School of Health Research; 2011.
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School of Health Research. Child health clinical audit tool 3 months to <15 years version 3.1. 2011
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Clinical Indicators
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3.7 DEVELOPMENT OF THE TOOL CONTENT: SELECTION OF INDICATORS
USED TO ASSESS QUALITY OF PHYSIOTHERAPY SERVICES
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Section 5 Clinical Services for Clients with
Cerebral Palsy
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 Known syndromes
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 Surgical interventions
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General Appearance
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Child interaction with environment
Primary carer / child interaction
Home
Preschool/School (if applicable)
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Equipment Needs
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Short Written assessment report
Goals set
COPM goals
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Review plan developed to direct the
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achievement of goals
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Outcomes obtained
Adaptive/therapeutic aides/equipment
Functional mobility training
Fitness
Referral to external source
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Section 8 Outcomes and Interventions




3.8 RESULTS OF CLINICAL AUDIT 2013
Physiotherapy Clinical Audit Report
Indigenous clients Children 0-18 years
Audit Date: 29 April 2013
Period Audited: 28 February 2012- 28 February 2013

Section One: General Information

Client Composition
Client Gender
AGE

Male
Female
0-2yrs
2-3yr
3
4-6
6-8yr
8-10yr
10-12yr
12-14yr
14-18 yr

60% (21/35)
40% (14/35)
17% (6/35)
23% (8/35)
0% (0/35)
14% (5/35)
11% (4/35)
9% (3/35)
11% (4/35)
6% (2/35)
9% (3/35)

31% (11/35)
Diagnosis/Classification/Category CP=
Prematurity
26% (9/35)
Physical Disabilities
17% (6/35) Gross
Motor Delay*
17% (6/35)
3% (1/35) Other
* an additional 4 counted in other Neurological Issues
6% (2/35)
areas of 3 prem,1 phys disability
Indigenous Status
Aboriginal
91% (32/35)
Torres Strait Islander
3% (3/35)
Both
6% (2/35)
Family Background
Indigenous Carer
69%(24/35)
Non-Indigenous Foster Carer 14% (5/35)
Foster Carer Not Stated
11% (4/35)
Non-Indigenous Carer
3% (1/35)
Indigenous Foster Carer
3% (1/35)
Home Language
English
49% (17/35)
Not Stated
43% (15/35)
Indigenous Language
3% (1/35)
Aboriginal English
3% (1/35)
Indigenous and English
3% (1/35)
Referral Source
Educator
23% (8/35)
Physiotherapist
17% (6/35)
Nurse
17% (6/35)
Other Allied Health
11% (4/35)
Paediatrician
9% (3/35)
No referral
9% (3/35)
Parent/Carer
6% (2/25)
Other
6% (2/35)
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Location of Referral Source

GP
Aboriginal Health Worker
ATSIC Liaison Officer
Orthopaedist
Neurologist

3% (1/35)
0% (0/35)
0% (0/35)
0% (0/35)
0% (0/35)

Dept of Ed/Catholic Ed Office
Public Hospital
Other
Community Care Clinic
No referral found
Private Hospital
Indigenous Medical Centre
EI Disability Services
Interstate Hospital
Private Practice
AHT

23%(8/25)
20%(7/35)
20% (7/35)
17% (6/35)
9%(3/35)
6% (2/35)
6% (2/35)
0
0
0
0

Section Two: Attendance

Number attended in the last 12
months

83% 29/35 attended in the last year
(6 did not attend)

If client has not attended initial
appointment, Follow up attempted

Attempt to contact primary carer pre
apt

Follow up attempted
67%(4/35)
No follow up attempted
17%(1/35)
Not applicable
17%(1/35)
Not able to extract. Maximum number 4
recorded.
No attempt recorded
57% (20/35)
Attempt recorded
43% (15/35)

Successful Attempt to contact
primary carer pre appointment

Unsuccessful
Successful contact

Primary Carer Attended

Primary Carer present
Primary Carer absent
Not recorded
Follow up
No follow up
Office
Other
School
Hospital
Telephone
Not recorded
No contact

Number of attempts made

Follow up attempt with primary carer
Location of family consultation
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66% (23/35)
34%(12/35)
60% (21/35)
37% (13/35)
3% (1/35)
46%(6/13)
54% (7/13)
54% (19/35)
11% (4/35)
9% (3/35)
3% (1/35)
8.5% (3/35)
8.5% (3/35)
6% (2/35)

Interpreter use

No interpreter used
Interpreter used

100% (18/18)
0% (0/18)

Section Three: Background Information
(of those seen for first time during year audited)
Background Information
Birth History
General Medical History
*asked but missing
Developmental History
Family History

Social History
Education History
Diagnosis

Risk Factors

Recorded
Not recorded
Recorded
Not recorded
Unknown*
Recorded
Not recorded
Not recorded
Recorded
Unknown*
Recorded
Not recorded
Not recorded
Recorded
Recorded
Not recorded
Not applicable
Unknown
Recorded
Not recorded

79% (11/14)
21% (3/14)
86% (12/14)
7% (1/14)
7% (1/14)
79% (11/14)
21% (3/14)
43% (6/14)
29% (4/14)
29% (4/14)
79% (11/14)
21% (3/14)
93% (13/14)
7% (1/14)
37% (13/35)
3% (1/35)
6% (21/35)
0% (0/35)
86% (12/14)
14% (2/14)

Section Four: Clinical Services for Gross Motor Delay
Subjective
Pain

Primary Carer’s Needs
*question asked but pc did not know
Child’s Needs
** below age 8 or severe intellectual
impairment
Primary Carer’s Goals
*pc with no concerns
Child’s Goals

Not recorded
Recorded
Not applicable
Recorded
Not recorded
Unknown*
Not applicable**
Not recorded
Recorded
Unknown
Not recorded
Recorded
Not applicable*
Not applicable**
Not recorded
Recorded
Unknown
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78.2% (18/23)
17.4% (4/23)
4.4% (1/23)
61% (14/23)
35% (8/23)
4% (1/23)
83% (19/23)
13% (3/23)
4% (1/23)
0% (0/23)
74%(17/23)
13% (3/23)
13% (3/23)
78.26% (18/23)
17.39% (4/23)
4.35% (1/23)
0% (0/23)

Strengths

Weaknesses

Primary Carer’s Priorities

Child’s Priorities

Observation
General appearance
Behaviour
Child interaction with environment

Primary Carer/child interaction

Gross Motor Function
ASQ

AIMS

NSMDA

M ABC

Neurological

Musculoskeletal
Mobility
Gait

Not applicable**
Not recorded
Recorded
Unknown
Not applicable**
Not recorded
Recorded
Unknown
Not recorded
Recorded
Unknown*
Not applicable**
Not applicable
Not recorded
Recorded
Unknown

61% (14/23)
30% (7/23)
9% (2/23)
0% (0/23)
61% (14/23)
30% (7/23)
9% (2/23)
0% (0/23)
70%(16/23)
13% (3/23)
4% (1/23)
13% (3/23)
74%(17/23)
17% (4/23)
9% (2/23)
0% (0/23)

Not recorded
Recorded
Recorded
Not recorded
Recorded
Not recorded
Not applicable
Not recorded
Recorded

65%(15/23)
35% (8/23)
78%(18/23)
22% (5/23)
57%(13/23)
39% (9/23)
4% (1/23)
87%(20/23)
13% (3/23)

Recorded
Not applicable
Not recorded
Not applicable
Not recorded
Recorded
Not recorded
Not applicable
Recorded
Incomplete
Not applicable
Not recorded
Recorded
Recorded
Not recorded
Incomplete
Recorded
Not recorded
Recorded
Not recorded
Not applicable

52%(12/23)
39% (9/23)
9% (2/23)
61%(14/23)
21% (5/23)
17% (4/23)
61%(14/23)
22% (5/23)
13% (3/23)
4% (1/23)
78.26%(18/23)
17.39% (4/23)
4.35% (1/23)
52% (12/23)
17% (9/23)
9% (2/23)
52% (12/23)
48% (11/23)
78% (18/23)
22% (5/23)
39% (9/23)
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Recorded
Not recorded
Incomplete
Environment
Home
Preschool/school

Childcare
Equipment needs

Physical Activity and Rest

Not recorded
Recorded
Not applicable
Recorded
Not recorded
Not applicable
Not recorded
Not applicable
Not recorded
Recorded
Not recorded
Not applicable
Recorded

30% (7/23)
26% (6/23)
4% (1/23)

83% (19/23)
17% (4/23)
57% (13/23)
26% (6/23)
17% (4/23)
87% (20/23)
13% (3/23)
56.5% (13/23)
21.7% (5/23)
21.7% (5/23)
39% (9/23)
35% (8/23)
26% (6/23)

Section Five: Clinical Service with Cerebral Palsy
Clinical Details
CP Classification made at diagnosis

Age at diagnosis

CP type and typography
MACS

Birth Defects present
Known syndromes
Presence of epilepsy
Intellectual impairment
Visual impairment

Hearing impairment

Communications impairment

Recorded
Not recorded
Unknown
Not recorded
Recorded
Unknown
Recorded
Not recorded
Recorded
Not recorded
Not applicable
Recorded
Not recorded
Not recorded
Recorded
Recorded
Not recorded
Not recorded
Recorded
Recorded
Not recorded
Unknown
Recorded
Unknown
Not recorded
Recorded
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58.3% (7/12)
33.3% (4/12)
8.3% (1/12)
58.33% (7/12)
33.33% (3/12)
16.66% (2/12)
91% (10/11)
9% (1/11)
50% (6/12)
17% (4/12)
33% (2/12)
75% (9/12)
25% (3/12)
83% (10/12)
17% (2/12)
58% (7/12)
42% (5/12)
58% (7/12)
42% (5/12)
83.3% (10/12)
8.3% (1/12)
8.3% (1/12)
75% (9/12)
17% (2/12)
8% (1/12)
83% (10/12)

Sleep issues
Respiratory issues
Pain issues
Skin integrity/health
Surgical interventions history
Medical interventions history
Details of hip x-ray in last 12 months

Results of hip x-ray in last 12 months

Measurements in the last 12 months
Pain
Primary carer’s needs

Child’s needs

Primary carer’s goals
Child’s goals

Teacher’s goals
Strengths

Weaknesses

Primary carer’s priorities
Child’s priorities

Not recorded
Not recorded
Recorded
Recorded
Not recorded
Not recorded
Recorded
Not recorded
Recorded
Not recorded
Recorded
Recorded
Not recorded
Not recorded
Recorded
Not applicable

17% (2/12)
83% (10/12)
17% (2/12)
58% (7/12)
42% (5/12)
67% (8/12)
33% (4/12)
67% (8/12)
33% (4/12)
58% (7/12)
41% (5/12)
92% (11/12)
8% (1/12)
66.67% (8/12)
16.67% (2/12)
16.67% (2/12)

Not recorded
Not applicable

83%(10/12)
17% (2/12)

Not recorded
Recorded
Not recorded
Recorded
Unknown
Not applicable
Not recorded
Recorded
Not recorded
Recorded
Not applicable
Not recorded
Recorded
Not recorded
Not applicable
Not recorded
Not applicable
Recorded
Not recorded
Not applicable
Recorded
Not recorded
Recorded
Not applicable
Not recorded
Recorded

67% (8/12)
33% (4/12)
50% (6/12)
42% (5/12)
8% (1/12)
58% (7/12)
25% (3/12)
17% (2/12)
83% (10/12)
17% (2/12)
58% (7/12)
25% (3/12)
17% (2/12)
75% (9/12)
25% (3/12)
58.3% (7/12)
33.3% (4/12)
8.3% (1/12)
58.3% (7/12)
33.3% (4/12)
8.3% (1/12)
75% (9/12)
25% (3/12)
58% (7/12)
25% (3/12)
17% (2/12)
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Observation
General appearance
Behaviour
Child interaction with environment
Primary carer/child interaction

Environment
Home
Preschool/school

Childcare
Equipment needs

Physical activity and rest

Mobility
Functional Mobility
GMFCS
FMS

Gross Motor Function Measure -88
(if GMFCS Level (IV-V)
Gross Motor Function Measure -66
(if GMFCS Level (I-III)
Sitting position

Transitional movements
Standing

Independence level

Not recorded
Recorded
Recorded
Not recorded
Recorded
Not recorded
Not recorded
Recorded

92% (11/12)
8% (1/12)
58% (7/12)
42% (5/12)
58% (7/12)
42% (5/12)
92% (11/12)
8% (1/12)

Not recorded
Recorded
Recorded
Not recorded
Not applicable
Not applicable
Not recorded
Recorded
Not recorded
Not applicable
Not recorded
Recorded

83% (10/12)
17% (2/12)
50% (6/12)
42% (5/12)
8% (1/12)
83% (10/12
17% (2/12)
66.67% (8/12)
16.67% (2/12)
16.67% (2/12)
58% (7/12)
42% (5/12)

Recorded
Not recorded
Not recorded
Recorded
Not applicable
Not recorded
Not applicable
Not applicable
Not recorded
Recorded
Not recorded
Recorded
Incomplete
Not applicable
Recorded
Not recorded
Recorded
Not recorded
Incomplete
Recorded
Not recorded
Not applicable

58% (7/12)
42% (5/12)
67% (8/12)
25% (3/12)
8% (1/12)
50% (6/12)
50% (6/12)
25% (3/12)
67% (8/12)
8% (1/12)
42% (5/12)
33% (4/12)
17% (2/12)
8% (1/12)
67% (8/12)
33% (4/12)
58.33% (7/12)
33.33% (4/12)
8.33% (1/12)
50% (6/12)
33% (4/12)
17% (2/12)
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Self –care functional level

Not recorded
Recorded
Incomplete
Not applicable

Self-care assessment used

Not recorded
50% (6/12)
Recorded
33.3% (4/12)
Unknown
8% (1/12)
Not applicable…………… 8% (1/12)

Gait
Observational Gait Scale or Physician
Ratings Scale
Assistance required

Equipment required

Orthotics used

2D VGA

Not recorded
Recorded
Not applicable
Recorded
Not recorded
Not applicable
Recorded
Not recorded
Not applicable
Not recorded
Recorded
Not applicable
Not recorded
Not applicable
Recorded

50% (6/12)
33.3% (4/12)
8.3% (1/12)
8.3% (1/12)

66.67%
16.67%
16.67%
41.67%
41.67%
16.67%
41.67%
41.67%
16.67%
45.45%
36.36%
18.18%
67%
25%
8%

(8/12)
(2/12)
(2/12)
(5/12)
(5/12)
(2/12)
(5/12)
(5/12)
(2/12)
(5/12)
(4/12)
(2/12)
(8/12)
(3/12)
(1/12)

Lower Limb Musculoskeletal Measurements (with a goniometre)
Hips
Supine Abduction with hips at 0 – R1
Supine Abduction with hips at 0 – R2
Supine Abduction with hips at 90 –R1
Supine Abduction with hips at 90 –R2
Supine Flexion
Supine Extension
Staheli test or Thomas Test
Prone ER
Prone IR
Duncan Ely – R1

Not recorded
Recorded
Not recorded
Recorded
Not recorded
Recorded
Not recorded
Recorded
Not recorded
Recorded
Not recorded
Recorded
Not recorded
Not recorded
Recorded
Not recorded
Recorded
Not recorded
Recorded
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83% (10/12)
17% (2/12)
67% (8/12)
33% (4/12)
83% (10/12)
17% (2/12)
75% (9/12)
25% (3/12)
83% (10/12)
17% (2/12)
67% (8/12)
33% (4/12)
100%(12/12)
75% (9/12)
25% (3/12)
75% (9/12)
25% (3/12)
75% (9/12)
17% (2/12)

Duncan Ely – R2

Knees
Knee Extension
Popliteal Angle – R1
Popliteal Angle – R2

Visual Estimate
Not recorded
Recorded
Visual Estimate

8%
75%
17%
8%

Not recorded
Recorded
Not recorded
Recorded
Not recorded
Recorded

67% (8/12)
33% (4/12)
75% (9/12)
25% (3/12)
75% (9/12)
25% (3/12)

Ankles
Ankle Dorsiflexion with knees at 90–R1

Not recorded
Recorded
Not recorded
Recorded
Not recorded
Recorded
Not recorded
Recorded
Not recorded

Ankle Dorsiflexion with knees at 90–R2
Ankle Dorsiflexion with knees at 0–R1
Ankle Dorsiflexion with knees at 0–R2
Position noted

Feet (non-weight bearing)
Hindfoot (varus or valgus)

Not recorded
Visual Estimate
Not recorded
Visual Estimate
Not recorded
Visual Estimate
Not recorded
Visual Estimate
Not recorded
Visual Estimate

Midfoot (pronation/supination)
Hindfoot to fore foot alignment
Toe alignment
Great toe alignment

Spine
Standing position

Sitting position
Prone attempt spinal correction

Not recorded
Recorded
Not applicable
Not recorded
Recorded
Not recorded
Not applicable

Pelvis/Leg length
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(1/12)
(9/12)
(2/12)
(1/12)

75% (9/12)
25% (3/12)
67% (8/12)
33% (4/12)
75% (9/12)
25% (3/12)
67% (8/12)
33% (4/12)
100% (12/12)

92% (11/12)
8% (1/12)
92% (11/12)
8% (1/12)
92% (11/12)
8% (1/12)
92% (11/12)
8% (1/12)
92% (11/12)
8% (1/12)

83.37% (10/12)
8.3% (1/12)
8.3% (1/12)
75% (9/12)
25% (3/12)
92% (11/12)
8% (1/12)

Standing position

Not recorded
Recorded
Not applicable
Not recorded
Recorded
Not recorded
Not applicable
Not recorded
Recorded
Not recorded
Recorded
Visual Estimate

Sitting position
Passive correction
Hip dysplasia/dissociation/subluxation
Leg length difference

Standing posture/alignment
Toes-frontal view (ABD-ADD)

Toes – sagittal view (Ext-Flexion)
Forefoot –frontal view (ABD/ADD)

Forefoot/midfoot sagittal view
(Cavus/Planus)
Forefoot/midfoot transverse view
(Supination/Pronation)
Ankle-sagittal view (DF/PF)

Ankle- frontal view (INV/EV)

Knee –frontal view (valgus/varus)
Knee –sagittal view (crouch/recurvatum)

Hip-frontal view(ABD/ADD)
Hip-sagittal view(Flex/ext)

Pelvis-frontal (obliquity)
Pelvis-sagittal (tilt)

Pelvis-transverse(rotation)

Not recorded
Recorded
Not applicable
Not recorded
Not applicable
Not recorded
Recorded
Not applicable
Not recorded
Recorded
Not applicable
Not recorded
Recorded
Not applicable
Not recorded
Recorded
Not applicable
Not recorded
Recorded
Not applicable
Not recorded
Not applicable
Not recorded
Recorded
Not applicable
Not recorded
Not applicable
Not recorded
Recorded
Not applicable
Not recorded
Not applicable
Not recorded
Recorded
Not applicable
Not recorded
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83.3% (10/12)
8.3% (1/12)
8.3% (1/12)
75%
(9/12)
25%
(3/12)
92% (11/12)
8%
(1/12)
83% (10/12)
17%
(2/12)
83.3% (10/12)
8.3% (1/12)
8.3% (1/12)

83.3% (10/12)
8.3% (1/12)
8.3% (1/12)
92% (11/12)
8%
(1/12)
83.3% (10/12)
8.3% (1/12)
8.3% (1/12)
83.3% (10/12)
8.3% (1/12)
8.3% (1/12)
83.3% (10/12)
8.3% (1/12)
8.3% (1/12)
83.3% (10/12)
8.3% (1/12)
8.3% (1/12)
83.3% (10/12)
8.3% (1/12)
8.3% (1/12)
92% (11/12)
8%
(1/12)
83.3% (10/12)
8.3% (1/12)
8.3% (1/12)
92% (11/12)
8%
(1/12)
83.3% (10/12)
8.3% (1/12)
8.3% (1/12)
92% (11/12)
8%
(1/12)
83.3% (10/12)
8.3% (1/12)
8.3% (1/12)
92% (11/12)

Lumbar spine-frontal

Lumbar spine-sagittal
(lordosis/kyphosis)
Thoracic spine-frontal view (scoliosis)

Thoracic spine-sagittal view
(lordosis/kyphosis)
Shoulder girdle-frontal view (obliquity)
Shoulder girdle-sagittal view (IR)

Cervical Spine –frontal view
(sideflexion)
Cervical Spine –sagittal view (flex/ext)

Not applicable
Not recorded
Recorded
Not applicable
Not recorded
Recorded
Not applicable
Not recorded
Recorded
Not applicable
Not recorded
Recorded
Not applicable
Not recorded
Not applicable
Not recorded
Recorded
Not applicable
Not recorded
Not applicable
Not recorded
Recorded
Not applicable

8%
(1/12)
83.3% (10/12)
8.3% (1/12)
8.3% (1/12)
83.3% (10/12)
8.3% (1/12)
8.3% (1/12)
83.3% (10/12)
8.3% (1/12)
8.3% (1/12)
83.3% (10/12)
8.3% (1/12)
8.3% (1/12)
92% (11/12)
8%
(1/12)
83.3% (10/12)
8.3% (1/12)
8.3% (1/12)
92% (11/12)
8%
(1/12)
83.3% (10/12)
8.3% (1/12)
8.3% (1/12)

Not recorded
Not applicable
Recorded
Not recorded
Not applicable
Recorded
Not recorded
Recorded
Not applicable
Not recorded
Not applicable
Recorded
Not recorded
Not applicable
Recorded
Not recorded
Not applicable
Recorded
Not recorded
Not applicable
Recorded

75% (9/12)
17% (2/12)
8% (1/12)
75% (9/12)
17% (2/12)
8% (1/12)
75% (9/12)
8% (1/12)
17% (2/12)
75% (9/12)
17% (2/12)
8% (1/12)
75% (9/12)
17% (2/12)
8% (1/12)
75% (9/12)
17% (2/12)
8% (1/12)
75% (9/12)
17% (2/12)
8% (1/12)

Motor Function
Lower Limb Strength
Hip flexors

Hip abductors

Hip extensors

Quadriceps

Hamstrings

Ankle dorsiflexors

Calves

Selective Motor Control
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Ankle dorsiflexion

Not recorded
Recorded
Not applicable

Lower LimbSpasticity
Hip Flexors
Hip Adductors

Not recorded
Not recorded
Recorded
Not recorded
Recorded
Not recorded
Recorded
Not recorded
Recorded
Not recorded
Recorded

Quadriceps
Hamstrings
Gastrocnemii
Solei

CP Type and Typography
Physiotherapy assessed type and
typography (if not provided by doctors)

Not recorded
Not applicable
Recorded
Unknown

66.67% (8/12)
16.67% (2/12)
16.67% (2/12)

100% (12/12)
83% (10/12)
17% (2/12)
83% (10/12)
17% (2/12
75% (9/12)
25% (3/12)
75% (9/12)
25% (3/12)
75% (9/12)
25% (3/12)

50%
33.3%
8.3%
8.3%

(6/12)
(4/12)
(1/12)
(1/12)

Section Six: Equipment

Standing Frames
Standing frame description
Assistance required for transfers/use

Source of equipment
Date of issue

Schedule of use (frequency/ session
time)
Issues with use

Issues with condition

Not applicable
Recorded
Not applicable
Recorded
Not recorded
Not applicable
Recorded
Not applicable
Recorded
Not recorded
Not applicable
Recorded
Not recorded
Not applicable
Not recorded
Recorded
Not applicable
Not recorded
Recorded

Wheeled mobility

238

89% (32/35)
11% (3/35)
89% (32/35)
9% (2/35)
3% (1/35)
91% (32/35)
9% (3/35)
91% (32/35)
6% (2/35)
3% (1/35)
91% (32/35)
6% (2/35)
3% (1/35)
91% (32/35)
6% (2/35)
3% (1/35)
94% (33/35)
3% (1/35)
3% (1/35)

Wheeled mobility description

Not applicable
Recorded
Incomplete
Not applicable
Incomplete
Recorded
Not recorded
Not applicable
Recorded
Not recorded
Incomplete
Not applicable
Recorded
Not recorded
Not applicable
Recorded
Not recorded
Not applicable
Recorded
Not recorded
Not applicable
Not recorded

74% (26/35)
23% (8/35)
3% (1/35)
74% (26/35)
14% (5/35)
9% (3/35)
3% (1/35)
74% (26/35)
20% (7/35)
3% (1/35)
14% (1/35)
74% (26/35)
23% (8/35)
3% (1/35)
74.29% (26/35)
17.14% (6/35)
8.57% (3/35)
74.29% (26/35)
17.14% (6/35)
8.57% (3/35)
89% (31/35)
11% (4/35)

Not applicable
Recorded
Not recorded
Not applicable
Recorded
Not recorded
Not applicable
Recorded
Not recorded
Incomplete
Not applicable
Recorded
Not recorded

83% (29/35)
14% (5/35)
3% (1/35)
83% (29/35)
8.57% (3/35)
8.57% (3/35)
82.86% (29/35)
8.57% (3/35)
5.71% (2/35)
3%
(1/35)
83% (29/35)
11%
(4/35)
6%
(2/35)

Issues with use

Not applicable
Recorded
Not recorded

74% (26/35)
17% (6/35)
9%
(3/35)

Issues with condition

Not applicable
Not recorded
Recorded

83% (29/35)
14% (5/35)
3% (1/35)

Not applicable
Recorded
Incomplete

80% (28/35)
17% (6/35)
3% (1/35)

Wheeled seating description

Assistance required for transfers

Source of equipment

Date of issue

Issues with use

Issues with condition

Alternative seating
Seating device description

Assistance required for transfers

Source of equipment

Date of issue

Mobility Equipment: Gait Aides
Equipment description
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Assistance required

Source of equipment

Date of issue

Issues with use

Issues with condition

Lower Limb Orthotics
Lower limb orthotics been reviewed

Type prescribed

Type child is using

Aim of orthotic

Schedule/Time Worn (hours/day)

Duration worn (number of months)

Issues (skin ulceration, compliance)

Not applicable
Recorded
Incomplete
Not applicable
Recorded
Not recorded
Incomplete
Not applicable
Recorded
Not recorded
Not applicable
Recorded
Not recorded
Not applicable
Not recorded

80% (28/35)
17% (6/35)
3% (1/35)
80% (28/35)
8.57% (3/35)
8.57% (3/35)
2.57% (1/35)
80% (28/35
14% (5/35)
6% ( 2/35)
80% (28/35)
17% (6/35)
3% (1/35)
89% (31/35)
11% (4/35)

Not applicable
Recorded
Not recorded
Not applicable
Recorded
Not recorded
Not applicable
Recorded
Not recorded
Not applicable
Recorded
Not recorded
Incomplete
Not applicable
Not recorded
Recorded
Incomplete
Not applicable
Not recorded
Recorded
Not applicable
Recorded
Not recorded

71% (25/35)
23% (8/35)
6% (2/35)
71% (25/35)
20% (7/35)
9% (3/35)
71% (25/35)
23% (8/35)
6% (2/35)
71% (25/35)
17% (6/35)
9% (3/35)
3% (1/35)
71.43% (25/35)
22.86% (8/35)
2.86% (1/35)
2.86% (1/35)
71.43% (25/35)
25.71% (9/35)
2.86% (1/35)
71% (25/35)
23% (8/35)
6% (2/35)

Recorded
Not recorded
Not applicable
Not recorded
Recorded

48.6% (17/35)
48.6% (17/35)
2.86% (1/35)
49% (17/35)
43% (15/35)

Section Seven: Results

Results
Discussion with primary carer of results

Action/support plan made with primary
carer
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Action/support plan made with other
provider (e.g. teacher)
Referral to other agencies (e.g.
paediatrician, audiology)
Referral if X-Ray required at time of
assessment

Not applicable
Not recorded
Not applicable
Recorded
Recorded
Not recorded
Not applicable
Not applicable
Not recorded
Recorded

9% (3/35)
37% (13/35)
49% (14/35)
23% (8/35)
37% (13/35)
31% (11/35)
31% (11/35)
74% (26/35)
20% (7/35)
6% (2/35)

Section
Eight: Outcomes and Interventions

Goal Setting and Outcomes
Short written assessment report

Goals set

COPM goals

GAS goals

Review plan developed to direct
measurement of progress towards
achievement of goals
Outcomes recorded

Outcomes obtained

Not recorded
Recorded
Not applicable
Not recorded
Recorded
Not applicable
Not recorded
Not applicable
Recorded
Not recorded
Not applicable
Recorded
Not applicable
Not recorded
Recorded
Not applicable
Incomplete
Recorded
Not recorded
Not applicable
Recorded
Not recorded
Incomplete

Intervention Type
Adaptive/therapeutic aides/equipment
Functional mobility training
Exercise (fitness, therapeutic)
Casting/splinting
Referral to external source
Other

14
14
9
2
4
25

Mode of Delivery
Individual Sessions
Group Sessions

26
6
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46% (16/35)
51% (18/35)
3% (1/35)
54% (19/35)
34% (12/35)
3% (4/35)
80% (28/35)
14% (5/35)
6% (2/35)
83% (29/35)
14% (5/35)
3% (2/35)
63% (22/35)
23% (8/35)
14% (5/35)
60% (21/35)
20% (7/35)
11% (4/35)
9% (3/35)
60% (21/35)
11% (4/35)
14% (5/35)
14% (5/35)

Integrated into everyday activities
School program
Home program
Other

2
15
5
11
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Results of Systems Assessment Tool Discussion 2013

3.9 RESULTS OF THE SYSTEMS ASSESSMENT TOOL 2013

Organisation
Influence and
Integration

Links

4.7
2.6

1.2 2.1

4.4

Service Delivery
Design

Self-Management
support

Information Systems
and Decision Support

Systems Assessment Tool
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11
9
7
5
3
1
-1

Systems Assessment Tool-PT

9-11 Fully Developed Support

6-8 Good Support

KEY: 0-2 No or Limited Support 3-5 Basic Support

4.0 BASIC-PT

Level of Support
4.35 BASIC -AHT
2.6 LIMITED
2.1 LIMITED
1.2 LIMITED
4.7 BASIC

Component
Delivery System Design
Information Systems and Decision Support
Self-management Support
Links with the community, other health services and other services and resources
Organisational influence and integration

Summary of Results
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Weaknesses (No or Limited Support):
Absence of clinical leadership
Lack of routine planning of appointments
Lack of cultural access competence in availability of Indigenous health workers
Lack of maintenance and use of electronic client list to identify support planning and delivery for general client population and those with
special needs.
Lack of use of electronic client list to reach specific client groups
Lack of strategic approach to specialist generalist collaboration to provide evidence-based guidelines
Lack of support for self-management needs of clients really needing support.
Absence of self-management training for staff.
Limited support for self-management education, support, involvement of family, behavioural risk reduction resources.
Absence of health program provision with strong health orientation.
Lack of community health promotion/development activities and integration into health service’s program.
Absence of regularly updated resource directory and integration in staff orientation and inservice programs.
Absence of community input to health service governance, involvement of service population formal agreements between health service
and mainstream primary care services

Strengths (Good and Fully Developed Support):
Team approach
Team leadership structure within entire AHT
Communication and cohesion (PT greater than entire AHT but both in the good category)
Staffing and staff relationships and morale.
Support for developing team member’s skills and roles
General training and inservice opportunities
Ability to identify abnormal findings
Ability to follow-up on abnormal findings using staff and community knowledge.
Identification and process to address gender-related issues
Availability of electronic list of clients
Availability of physical infrastructure
Availability of consumables
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Absence of input of health service on region – wide planning and allocation of resources.
Limited organisational commitment to services for client group in strategic and business plans.
Absence of funding services for client group in strategic and business plans.
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1.5 iii Abnormal assessment findings
1.5 iv Health service staff and community knowledge and resources used to enhance follow up
1.7 iii Gender – related issues
1.8 i Physical infra structure
1.8 ii Supplies of consumables
2 Information Systems and Decision Support
2.1 i Electronic lists of clients available
9
5 Organisational influence and integration
5.1 ii Staffing
5.1 iv Staff relationships and morale

1.1 v Developing team member’s skills and roles

1.1 iv Communication and cohesion

1.1 ii Team Leadership

Delivery System Design
1.1 i Team approach

Areas of Strength

8
8

AHT 6
PT 8
AHT 8
PT 7
9
8
7
6
8

AHT 5
PT 8
AHT 9
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1.7 iv Client access/cultural competence - Indigenous knowledge and experience
2 Information Systems and Decision Support
2.1 ii Maintenance and use of electronic client list - regular client list routinely used to identify
support service planning and delivery
2.1 iii Maintenance and use of electronic client list - client with specific needs list routinely used to
identify support service planning and delivery
2.1 iv Maintenance and use of electronic client list - strategies in place to reach client groups part
of routine practice
2.2 i Evidence based guidelines – strategic approach to specialist-generalist collaboration
3 Self-management Support
3.1 ii Assessment and documentation -routine assessment and standard documentation of self –
management needs of clients
3.2 i Routine provision of self-management education by staff with recognized training and skills
in self – management support
3.2 ii Routine involvement of families in self-management education
3.2 iii Systematic approach to behavior change interventions for risk reduction
3.2 iv Routine use of good quality education resources used for clients and families to support
behavioural risk reduction in self-management
4 Links with the community, other health services, and other services and resources
4.1 i. Community input to health service governance
4.1 ii Communication and cooperation on governance and operation of the health service and
other community based organisations and programs – involvement of service population
4.1 iv Formal agreements between health service and

1. Delivery System Design
1.2 i Clinical Leadership establishment
ii Clinical Leadership contribution
iii Clinical Leadership contribution to knowledge about research evidence
1.3 iii Appointments Planning and scheduling community-based activities routine practice

Areas of Weakness

0

0
0

2
0

0

0

2

0

1

1

1

AHT 0 Not Available = 0
Not Available = 0
Not Available = 0
2
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mainstream primary care services
4.1 vi Health orientation in community, social, education and other programs
4.2 ii Regularly updated, accessible and widely used resource directory
4.2 iii Linkage arrangements integrating resources into staff orientation and inservice training
programs
4.3 i Staff engagement in community health promotion development activities
4.3 iii Integration of community activities in health service program
4.4 i Health service staff actively engaged in and promoting regional planning
4.4 ii Health service staff actively contribute to the development and promotion of standard
resources for health services with region-wide relevance.
4.5 iii Local community plans systematically used to inform regional planning processes and
allocation of resources
5 Organisational influence and integration
5.1i Reflection of commitment to client group in strategic and business plans
5.1 ii Specific adequate and long term funding for this area
5.2 ii Quality improvement processes systematic
5.2 iii Electronic client information used routinely for health service performance reporting
5.3 iv Systematic processes for dealing with errors and problems
1
0
0
0
0

0

1
0
0
0

0
0
0

1.1 Team Structure and Function
i. Team approach
ii. Leadership
iii. Definition of roles and responsibilities and lines of reporting
iv. Communication and cohesion
v. Developing team members’ skills and roles
1.2 Clinical Leadership
i. Clinical Leadership
ii. Contribution
iii. Knowledge about research evidence
1.3 Appointments and Scheduling
i. Appointment system
ii. Specific clinics and/or sessions
iii. Planning and scheduling
1.4 Care Planning
i. Routine practice
ii. Elements of care planning
1.5 Systematic Approach to Follow -Up
i. Electronic Reminders
ii. Regular services and reviews
iii. Abnormal assessment findings
iv. Health service staff and community knowledge and resources
used to enhance follow up
1.6 Continuity of Care
i. Delivery system designed to enhance continuity of care
ii. Communication between hospital and health service
1.7 Client Access/Cultural Competence

Component One: Delivery System Design
Averaging item scores
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AHT 3.5 (BASIC)
4
3
AHT 3.75 (BASIC)

AHT 7 (GOOD)
5
9
7
6
8
AHT 0 (NO SUPPORT)
NA (not available =0)
NA (not available =0)
NA (not available =0)
AHT 3.7 (BASIC)
5
4
2
AHT 3.5 (BASIC)
4
3
AHT 6.25 (GOOD)
5
3
9
8

AHT 4.35 (BASIC)
3.957
PT 5.6 (BASIC)
8
0
5
8
7
PT 0 (NO SUPPORT)
NA (not available =0)
NA (not available =0)
NA (not available =0)

PT 4.04 (BASIC)
3.76
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3.1 Assessment and documentation
i. Self-management for clients in this area is central and strategic part of health care
ii. Self-management needs for clients in this area are routinely
assessed and documented in a standard way
iii. Clients/families in this area are routinely engaged in the
assessment and documentation processes.
iv. Use of client held records to promote self-management part of
routine practice in this area
3.2 Self-management education and support, behavioral risk reduction and peer support
i. Self-management education and support routine provided by staff with recognized
training and skills in self-management support
ii. Involvement of families in self-management education
iii. Behavioural risk reduction

Component Three: Self-management Support

2.1 Maintenance and Use of Electronic Client List
i. Electronic list of clients
ii. Regular clients
iii. Regular clients with specific conditions
iv. Reaching client groups
2.2 Evidence Based Guidelines
i. Specialist-generalist collaboration

Component Two: Information Systems and Decision Making

i. Physical, communication and transport barriers to access
ii. Staffing
iii. Gender-related issues
iv. Indigenous knowledge and AHW experience

2
0

AHT 1.5
0

4

3

AHT 3.25
6
0

AHT 2.11

AHT 2.75
9
1
1
0
AHT 2
2

AHT 2.6

3
4
7
1
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0
0

AHT 1.67 (LIMITED SUPPORT)
1
4
0
AHT 0 (NO SUPPORT)

0

0

5

4
0
AHT 1.67 (LIMITED SUPPORT)

0
0
4
0

AHT 1.33 (LIMITED SUPPORT)

0
4
AHT 1.2 (LIMITED SUPPORT)

4.1 Communication and Cooperation on Governance and Operation of the Health service
and Other Community Based Organisations and Programs
i. Community input to health service governance
ii. Involvement of service population
iii. Client satisfaction with the health service
iv. Formal agreements between the health service and mainstream
primary care services and other health and community services
v. Partnerships with relevant community groups
vi. Health orientation
4.2 Communication and Cooperation on Governance and Operation
of the Health service and Other Community Based Organisations
and Programs
i. There are systematic arrangements in place to link individual
clients in this area to outside health and health-related services
ii. Resource directory that supports these arrangements is
comprehensive, regularly updated and easily accessible.
iii. Linkage arrangements relating to these resources are wellintegrated into staff orientation and in-service training programs
4.3 Working Out in the Community
i. Staff engagement
ii. Design of community activities
iii. Integration
4.4 Communication and cooperation on regional health planning and development of
health resources
i. Regional planning
ii. Health resources

iv. Education resources
v. Community peer support
Component Four: Links with the community, other health services,
and other services and resources

Component Five: Organisational influence and integration
Averaging scores
5.1 Organisational commitment
i. Strategic and business plans
ii. Funding
iii. Staffing
iv. Staff relationships and morale
v. Training
vi. Service delivery strategies
5.2 Quality improvement strategies
i. Senior staff support for quality improvement
ii. Quality improvement processes
iii. Health service performance reporting
iv. Processes for dealing with errors and problems
5.3 Integration of health system components
i. Integration

iii. Local community plans
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AHT 2.9(LIMITED SUPPORT)
2.14
4.67 (BASIC SUPPORT)
1
0
8
8
6
5
0.75 (LIMITED SUPPORT)
3
0
0
0
1 (LIMITED SUPPORT)
1

0

3 AHT

ii Elements of Care is it
consistent with best
practice guidelines? Is it
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Ad hoc… don’t do with every client

AHT 3 BASIC

Established system
Has ad hoc flexibility but not for initial appointment
Lacks drop in clinic
Good support between disciplines (if intake appt needs outside of PT service)
System generally does not meet needs of Indigenous clients
Much room for improvement… system made more for efficiency
Meeting our needs rather than the client needs

AHT 5 BASIC

5 AHT

i.

Appointment system
– is there an
established
appointment system
for this area? Does it
have the flexibility to
systematically
accommodate the
needs of the client
group including a)
drop –in
unanticipated urgent
referrals/ issues b)
long or unexpectedly
complex
consultations; and c)
clients seeing
multiple providers in
a single visit as
required?

AHT 3.6

Item 1.3: Appointments and scheduling

Examples of item scores and components

Regular services and
reviews – are clients
followed-up in
accordance with best
practice? Is this part
of routine practice?

ii.

3 AHT

5 AHT
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Clients not followed up in accordance with best practice
Wheelchair users do not have regular pressure care follow up.
Ad hoc reviews

AHT 3 BASIC

Not consistently used by all staff (individually, yes… across the team, no)
Very helpful to some
Does not work with some of the job roles… for instance if only doing review on request mode.
There are CP charts to ensure things done every year but entire team does not fill out.
VPRS is reminder to AHT re hip x-ray but some kids do not go often and they are the Indigenous
kids despite lots of effort by PT
Interest in using reminders.

AHT 5 BASIC

Item 1.8: Physical infrastructure, supplies and equipment AHT 6

Electronic reminders
– are they used to
support client care in
this area? Is their use
consistent across the
clinical area?

AHT 6.25

Miss goal setting … depends on how much the client participates.
Happens with OCF staff, otherwise just with families.
Work with everyone but probably not doing best practice.

Systematic approach to follow-up

i.

Item 1.5:

done jointly by providers
and clients/families?
Include goal setting?
Incorporates selfmanagement goals and
strategies

Physical infrastructure – is it
suitable for provision of care?

Supplies of consumables – are
they appropriate and
available?

Equipment – is it appropriate
and available? Is it of good
quality and very well
maintained (e.g. does not
need to be shared between or
borrowed from other
consulting areas due to limited
availability or poor
maintenance)?

i.

ii.

iii.

4 AHT

8 AHT

6 AHT
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AHT 8 GOOD
We get what we want
Nothing we need that we cannot get but it is not easy to get… we have to fill in forms and
wait weeks.
AHT 4 BASIC
Equipment to loan is very limited – e.g. books, toys
Maintenance is basic, when you think something is fixed [after being serviced] and it’s still
not fixed.
Basic when considering best practice.

AHT 6 GOOD
Office space available
Condition of office space poor – filthy and cold
Lift is problem

.

60%(21/35)
40%(14/35)

Client Gender

Male
Female

2013

Client
Composition

Section One: General Information
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62.5% (20/32)
37.5%(12/32)

2014

0%

20%

40%

60%

80%

100%

2013

Male, 21

Female,14

Physiotherapy Clinical Audit Report
Indigenous clients Children 0-18 years
Audit Date: 28 April 2014
Period Audited: 29 February 2012- 28 February 2014

2014

Male, 20

Female, 12

3.10 COMPARISON OF THE CLINICAL AUDITS RESULTS 2013/ 2014

Age

0-2years
2-3year
3years
4-6years
6-8years
8-10years
10-12years
12-14yea s
14-18 years

17% (6/35)
23% (8/35)
0% (0/35)
14% (5/35)
11% (4/35)
9% (3/35)
11% (4/35)
6% (2/35)
9% (3/35)
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16% (5/32)
9% (3/32)
16% (5/32)
6% (2/32)
22% (7/32)
3% (1/32)
9% (3/32)
13% (4/32)
6% (2/32)

0

1

2

3

4

5

6

7

8

9

5
3
0

5

5
2

4

7

3
1

4

3

2

4

3

2

0-2
2-3
3-4
4-6
6-8
8-10 10-12 12-14 14-18
Years Years Years Years Years Years Years Years Years

6

8

2014

2013

Diagnosis/
Classification/
/Category

CP
Prematurity
Physical Disabilities
Gross Motor Delay*
Neurological Issues
Other

31% (11/35)
26% (9/35)
17% (6/35)
17% (6/35)
3% (1/35)
6% (2/35)
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34% (11/32)
22% (7/32)
13% (4/32)
31% (10/32)

Gross
Motor
Delay
17%
Physical
Disabiliti
es
17%

Neurolo
gical
Issues
3%
Other
6%

Prematu
rity
26%

Cerebral
Palsy
31%

2013

Physical
Disabiliti
es
13%

Gross
Motor
Delay
31%

Other
0%

Cerebral
Palsy
34%

Prematu
rity
22%

Neurolo
gical
Issues
0%

2014

Indigenous
Status

Aboriginal
Torres Strait Islander
Both
6% (2/32)
9% (3/32)

3% (1/35)
6% (2/35)
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84% (27/32)

91%(32/35)

0

5

10

15

20

25

30

35

32

2013

1

11

2013

0%

11

2014

2

50%

9

7

27

6

4

2014

2

0

3

100%

6 12

10

Both

Torres Strait Islander

Aboriginal

Other

Neurological Issues

Gross Motor Delay

Physical Disabilities

Prematurity

Cerebral Palsy

Home
Language

Family
Background

English
Not Stated
Indigenous Language
Aboriginal English
Indigenous and English
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78%(25/32)
3% (1/32)
13% (4/32)
3% (1/32)
3% (1/32)

9% (3/32)

11% (4/35)

49%(17/35)
43%(15/35)
3% (1/35)
3% (1/35)
3% (1/35)

16% (5/32)

14%(5/35)

Non-Indigenous Foster Carer

Foster Carer Not
Stated

63% (20/32)
3% (1/32)
9% (3/32)

69%(24/35)
3% (1/35)
3% (1/35)

Indigenous Carer
Non-Indigenous Carer
Indigenous Foster
Carer

0

5

10

15

20

25

30

30
25
20
15
10
5
0

1

4

1 1

1 1

1 3

1 1

5 5

15

4 3

1

English Indigenous Aboriginal Indigenous Not Stated
English
and
English

17

20

25

24

2014

2013

2014

2013

Location of
Referral
Source

Referral
Source

*Early Intervention
**Allied Health Team

Dept of Ed/Cath Ed Office
Public Hospital
Other
Community Care Clinic
No referral found
Private Hospital
Indigenous Medical
Centre
EI* Disability Service
Interstate
Private Practice
AHT**

Orthopaedist
Neurologist

ATSIC Liaison Officer

Aboriginal Health Worker

Educator
Physiotherapist
Nurse
Other Allied Health
Paediatrician
No referral
Parent/Carer
Other
GP

23%(8/25)
20%(7/35)
20% (7/35)
17% (6/35)
9%(3/35)
6% (2/35)
6% (2/35)
0% (0/35)
0% (0/35)
0% (0/35)
0% (0/35)
0% (0/35)

23% (8/35)
17% (6/35)
17% (6/35)
11% (4/35)
9% (3/35)
9% (3/35)
6% (2/25)
6% (2/35)
3% (1/35)
0% (0/35)
0% (0/35)
0%(0/35)
0% (0/35)
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rounding error

31% (10/32)
6% (2/32)
22% (7/32)
19% (6/32)
9% (3/32)
9% (3/32)
0% (0/32)
0% (0/32)
0% (0/32)
0% (0/32)
0% (0/32)
6% (2/32)

31% (10/32)
6% (2/32)
16% (5/32)
22% (7/32)
9% (3/32)
9% (3/32)
6% (2/32)
0% (0/32)
0% (0/32)
0% (0/32)
0% (0/32)
0% (0/32)
0% (0/32)
12
10
8
6
4
2
0
1

10
8 7 77
65
2
33 23 2

6 65 7
4 33 33 22 2
2

12
10
8
6
4
2
0

10
8

2

2014

2013

2014

2013

57% (20/35)
43% (15/35)
0%

Not Recorded
Recorded
Not applicable

Attempt to
contact primary
carer –
before initial
appointment
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34% (11/32)
56.3% (18/32)
9.3% (3/32)

No
observations

No
observations
as all listed
have
attended.

0% (0/36)

17% (6/35)

67% (4/35)
17% (1/35)
17% (1/35)

100%(32/32)

83% (29/35)

Not able to
extract.
Maximum
number 4
recorded.

Follow up
attempted
No follow up
attempted
Not applicable

Follow up
attempted
(If client has
not attended
initial
appointment)

2014

2013

Number of
attempts made

Attended
Not attended

Attendance

Section Two: Attendance

2013

2014

2013

2014

2013

2014

0

0

0

3

0
0
0

0%

1
1

5

11

1

20%

15

10

20

18

2

4

40%

29

32

15

3

60%

20

4

80%

6

25

5

100%

Recorded

Not Recorded

Not Applicable

Recorded

Not Recorded

Not Applicable

Not Attended

Attendend

Follow Up
Attempt with
Primary Carer

Primary Carer present
Primary Carer absent

Primary Carer
Attended

Follow up
No follow up

Not recorded

Recorded
Not recorded
Not applicable

Successful
Attempt to
Contact Primary
Carer prior to
Appointment

46% (6/13)
54% (7/13)

60% (21/35)
37% (13/35)
3% (1/35)

0% (0/35)

34% (12/35)
66% (23/35)
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55% (6/11)
45% (5/11)

63% (20/32)
38% (12/32)

56.3%
(18/32)
34%
(11/32)
9.3%
(3/32)

2013

2014

2013

2014

2013

2014

0

0

0

0

3

2

23

6

6

10

7

21

20

10

18

5

14

12

5

5

12

11

4

15

15

6

20

20

8

25

25

Recorded

Not Recorded

Recorded

Not Recorded

Recorded

Not Recorded

Not Applicable

Interpreter use

Location of
Family
consultation

No interpreter
used
Interpreter used

*Allied Health Team

AHT* Office
Other
School
Hospital
Telephone
Not recorded
No contact
Email

100% (18/18)
0% (0/18)

54% (19/35)
11% (4/35)
9% (3/35)
3% (1/35)
8.5% (3/35)
8.5% (3/35)
6% (2/35)
0% (0/35)

(17/32)
(3/32)
(5/32)
(0/32)
(3/32)
(2/32)
(1/32)
(0/32)
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100% (7/7)
0% (0/7)

53.0%
9%
15.6%
0%
9%
6%
3%
0%

2013

2014

0

5

10

15

20

0

01

35

5

1917

10

10

33

15

00

43

20

32

2014

Recorded

Not Recorded

21

2013

79% (11/14)
21% (3/14)

Recorded
Not recorded

Recorded
Not recorded
Unknown*

Birth History

General
Medical History

86% (12/14)
7% (1/14)
7% (1/14)

2013

Background Information

100%(15/15)
0% (0/15)

100%(15/15)
0% (0/15)

2014

Section Three: Background Information
(of those seen for first time during year audited)
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2013

2014

0

3
11

15

Recorded

Not Recorded

Recorded
Not recorded

Not recorded
Recorded
Unknown*

Developmental
History

Family History

information

*asked but missing

43% (6/14)
29% (4/14)
29% (4/14)

79% (11/14)
21% (3/14)

7% (1/15)
67% (10/15)
27% (4/15)

100% (15/15)
0% (0/15)
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2013

2014

2013

2014

2013

2014

0

0

1

1
1

75%

2

4

4

4

5

80%

12

6

12

4

15

9

85%

10

15

6

90%

1

8

15

95%

1

10

20

100%

Recorded

Not Recorded

Unknown

Recorded

Not Recorded

Unknown

Unknown

Not Recorded

Recorded

Recorded
Not recorded

Recorded
Not recorded
Unknown*

Recorded
Not recorded
Unknown
Not Applicable

Social History

Education
History

Diagnosis

37%
3%
0%
6%

(13/35)
(1/35)
(0/35)
(21/35)

7% (1/14)
93% (13/14)

79% (11/14)
21% (3/14)

34% (11/32)
6% (2/32)
6% (2/32)
53% (17/32)

40% (6/15)
53% (8/15)
7% (1/15)

93% (14/15)
7% (1/15)
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2013

2014

2013

2014

2013

2014

0

0

0

1

0
1

1

0

1

2
2

3

6

8

5

11

5

5

11

13

13

14

10

10

10

15

15

15

Recorded

Not Recorded

Unknown

Recorded

Not Recorded

Unknown

Recorded

Not Recorded

Recorded
Not recorded

86% (12/14)
14% (2/14)

80% (12/15)
20% (3/15)

Recorded
Not recorded
Unknown*

Primary
Carer’s Needs

*question asked
but pc did not
know

Not recorded
Recorded
Not
applicable

Pain

Subjective

61% (14/23)
35% (8/23)
4% (1/23)

78.2% (18/23)
17.4% (4/23)
4.4% (1/23)

95% (19/20)
5% (1/20)

80% (16/20)
20% (4/20)

Section Four: Clinical Services for Gross Motor Delay

Risk Factors

0

2

3

5

12

12

10

15

Recorded

Not Recorded
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2013

2014

0

2…

2…

0

0

0
1

4

4

8
5

5

14

16

10

10

19

18

15

15

20

20

Recorded

Unrecorded

Not Applicable

Recorded

Unrecorded

Not Applicable

NOTE: Subset of overall records –those referred in past
12 months of audit

2013

2014

Child’s Goals

Primary
Carer’s Goals

Child’s Needs

Not recorded
Recorded
Unknown

* no concerns
Not applicable**

Not
applicable*

Not recorded
Recorded

** below age 8 or
severe intellectual
impairment

Not recorded
Recorded
Unknown

Not applicable**

78.26%(18/23)
17.39% (4/23)
4.35% (1/23)
0% (0/23)

74%(17/23)
13% (3/23
13% (3/23)

83% (19/23)
13% (3/23)
4% (1/23)
0% (0/23)

(19/20)
(0/20)
(1/20)
(0/20)

95%
0%
5%
0%

(19/20)
(0/20)
(1/20)
(0/20)

45% (9/20)
5% (1/20)
50% (10/20)

95%
0%
5%
0%
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2013

2014

2013

2014

2013

2014

0

0

0

1

0
1

1

1

0
1

4

3
3

3

5

5

10
9

5

10

10

18

19

17

10

19

19

15

15

15

20

20

20

Recorded

Unrecorded

Not Applicable

Recorded

Unrecorded

Not Applicable

Recorded

Unrecorded

Not Applicable

Not
applicable**
Not recorded
Recorded
Unknown

Not recorded
Recorded
Unknown*
Not
applicable**

Primary
Carer’s
Priorities

Not recorded
Recorded
Unknown

Not applicable**

Weaknesses

Strengths

70%(16/23)
13% (3/23)
4% (1/23)
13% (3/23)

61% (14/23)
30% (7/23)
9% (2/23)
0% (0/23)

61% (14/23)
30% (7/23)
9% (2/23)
0% (0/23)

(10/20)
( 8/20)
(2/20)
(0/20)

(10/20)
(9/20)
(1/20)
(0/20)

15% (3/20)
60% (12/20)
0% (0/20)
25% (5/20)

50%
40%
10%
0%

50%
45%
5%
0%
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2013

2014

2013

2014

2013

2014

0

0

0

1

0

3
3

3

2

2

2

1

5

5

10

5

12

8

5

7

7

10
9

16
10

14

14

10

10

15

20

15

15

Recorded

Unrecorded

Not Applicable

Unknown

Recorded

Unrecorded

Not Applicable

Recorded

Unrecorded

Not Applicable

Not recorded
Recorded

Recorded
Not recorded

Behaviour

Not recorded
Recorded
Unknown

Not applicable

General
Appearance

Observation

Child’s
Priorities
95% (19/20)
0% (0/20)
5% (1/20)
0% (0/20)

78% (18/23) 90% (18/20)
22% (5/23)
10% (2/20)

65% (15/23) 70% (14/20)
35% (8/23)
30% (6/20)

74% (17/23)
17% (4/23)
9% (2/23)
0% (0/23)
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2013

2014

2013

2014

2013

2014

0

0

0

2

2

0
1
4

5

6
8

5

5

5

15

14

18
10

10

10

18

17

19

15

15

15

20

20

20

Recorded

Not Recorded

Recorded

Not Recorded

Recorded

Unrecorded

Not Applicable

Unknown

Not recorded
Recorded

Not applicable

Recorded
Not recorded

Ages and
Stages
Questionnaire

Recorded
Not applicable
Not recorded

Gross Motor Function

Primary
Carer/Child
Interaction

Interaction

Child/Environment

52%(12/23)
39% (9/23)
9% (2/23)

70% (14/20)
30% (6/20)
0% (0/20)

87% (20/23) 65% (13/20)
13% (3/23)
35% (7/20)

57% (13/23) 80% (16/20)
39% (9/23)
20% (4/20)
4% (1/23)
0% (0/20)
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2

2013

3

4

0

0

0

0

1

0

2014

2013

2014

2013

2014

7

6

5

13

5

9

9

5

13

12

10

20

16

14

10

15

10

20

15

15

25

20

Recorded

Not Recorded

Not Applicable

Recorded

Not Recorded

Recorded

Not Recorded

Not Applicable

Recorded
Not recorded
Incomplete

52% (12/23)
17% (9/23)
9% (2/23)

20% (4/20)
15% (3/20)

17.4% (4/23)
4.35% 1/23)

Neurological

65% (13/20)

78.3%(18/23)

Movement- ABC Not applicable
-2
Not recorded
Recorded

50% (10/20)
50% (10/20)
0% (0/20)

(4/20)
(9/20)
(6/20)
(1/20)

20%
45%
30%
5%

61%(14/23)
22% (5/23)
13% (3/23)
4% (1/23)

Not recorded
Not applicable
Recorded
Incomplete

70% (14/20)
20% (4/20)
10% (2/20)

Neurological
Sensory Motor
Developmental
Assessment

61%(14/23)
21% (5/23)
17% (4/23)

Not applicable
Not recorded
Recorded

Alberta Infant
Motor Scale

274

2013
0

2

0

4

2013

2014

4
3

3

2014

0

1

2013

1

1

0

0

2

2014

2013

2014

4

4

4

5

5

6

5

5

9
5

10
10

13

9

5

12

10

18

14

14

14

10

10

10

15

15

20

15

15

Recorded

Not Recorded

Incomplete

Recorded

Not Recorded

Not Applicable

Recorded

Not Recorded

Incomplete

Not Applicable

Recorded

Not Recorded

Not Applicable

Not applicable
Recorded
Not recorded
Incomplete

Gait

Home

Not recorded
Recorded

Recorded
Not recorded

Mobility

Environment

Recorded
Not recorded

Musculoskeletal

(9/23)
(7/23)
(6/23)
(1/23)

83% (19/23)
17% (4/23)

39%
30%
26%
4%

78% (18/23)
22% (5/23)

52% (12/23)
48% (11/23)

(6/20)
(13/20)
(1/20)
(0/20)

70% (14/20)
30% (6/20)

30%
65%
5%
0%

100% (20/20)
0% (0/20)

50% (10/20)
50% (10/20)
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2013

2014

0

1

2013

0

0
1

0

0

9

2014

2013

2014

2013

2014

4

5

6

10
10

6

6

5

5

7

10

11

9

14

5

11

10

19

13

10

18

20

12

15

10

15

20

12

20

15

25

13

Recorded

Not Recorded

Recorded

Not Recorded

Incomplete

Not Applicable

Recorded

Not Recorded

Recorded

Not Recorded

Not applicable
Recorded
Not recorded

Not applicable
Not recorded

Not applicable
Not recorded
Recorded

Not recorded
Not applicable
Recorded

Preschool/scho
ol

Childcare

Equipment
Needs

Physical Activity
and Rest

0%
20%

21.7% (5/23
21.7%(5/23)

39% (9/23)
35% (8/23)
26% (6/23)

80%

56.5%(13/23)

10% (2/20)
15% (3/20)
65% (13/20)

(0/20)
(4/20)

(16/20)

95% (19/20)
5% (1/20)

55% (11/20)
40% (8/20)
5% (1/20)

87% (20/23)
13% (3/23)

57% (13/23)
26% (6/23)
17% (4/23)
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2013

2014

2013

0

0

2

0

3
0

2013

2014

1
0

0

0

1

2014

2013

2014

3

5
5

4

4

6

5

6

8

5

8

9
5

13

5

13

13

16

10

20

19

11

10

15

10

10

15

20

15

20

25

15

Recorded

Not Recorded

Not Applicable

Recorded

Not Recorded

Not Applicable

Recorded

Not Recorded

Not Applicable

Recorded

Not Recorded

Not Applicable

CP Type and
Typography

Noted that clients
were referred by
their type of
damage without
the words CP
used by doctors
(e.g. traumatic
brain injury,
lissencephaly)
Age at diagnosis

CP Classification
made at
diagnosis

Recorded
Not recorded

Not recorded
Recorded
Unknown

Recorded
Not recorded
Unknown

91% (10/11)
9% (1/11)

58% (7/12)
33% (3/12)
16% ( 2/12)

58% (7/12)
33% (4/12)
8% (1/12)
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100% (12/12)
0% (0/12)

41.7% (5/12)
41.7% (5/12)
16.7% (2/12)

66.6% (8/12)
16.6% (2/12)
16.6% (2/12)

Section Five: Clinical Services with Cerebral Palsy
Clinical Details

0
0
1
1
2013
0

0

2014

2013

2014
2

2

3
2

5
5

5

10

Chart not available

12

7
4

10

6

15

NB: Smaller subset of overall population

8

Recorded

Not Recorded

Unknown

Recorded

Not Recorded

Unknown

Recorded
Not recorded
Not applicable

Recorded
Not recorded
Unknown

Not recorded
Recorded
Unknown

Recorded
Not recorded

MACS

Birth Defects
Present

Known
Syndromes

Presence of
Epilepsy

(9/12)
(3/12)
(0/12)

58%
42%

(7/12)
(5/12)

83% (10/12)
17% (2/12)
0% (0/12)

75%
25%
0%

50% (6/12)
17% (4/12)
33% (2/12)

(11/12)
(1/12)
(0/12)

58%
42%
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(7/12)
(5/12)

58.3% (7/12)
33.3% (4/12)
8.3% (1/12)

58.3% (7/12)
33.3% (4/12)
8.3% (1/12)

92%
8%
0%

2013

2014

2013

2014

2013

2014

2013

2014

0

0

0

0

0
2

1

0

1

2

0
1

4

3

4

2

4

6

2

7

5

5

5

10

7

5

4

11

7

7

9

4

6

10

10

6

8

8

15

10

15

Recorded

Not Recorded

Recorded

Not Recorded

Unknown

Recorded

Not Recorded

Unknown

Recorded

Not Recorded

Not Applicable

Recorded
Not recorded

Recorded
Not recorded
Unknown

Recorded
Unknown
Not recorded

Intellectual
Impairment

Visual
impairment

Hearing
impairment

(5/12)
(7/12)

75%
17%
8%

(9/12)
(2/12)
(1/12)

83.3%(10/12)
8.3% (1/12)
8.3% (1/12)

42%
58%

(9/12)
(3/12)
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100% (12/12)
0% (0/12)
0% (0/12)

100% (12/12)
0% (0/12)
0% (0/12)

75%
25%

1
1

2013

0
0
2
1

2014

2013
0

0
0

0

0

2014

2013

2014

3

2

5

9
5

5

10

7

12

12

4

9

6

10

10

8

15

15

10

Recorded

Not Recorded

Unknown

Recorded

Not Recorded

Unknown

Recorded

Not Recorded

Recorded
Unknown
Not recorded

Not recorded
Recorded

Recorded
Not recorded

Communications
impairment

Sleep issues

Respiratory
Issues

58%
42%

(7/12)
(5/12)

83% (10/12)
17% (2/12)

83% (10/12)
17% (2/12)
0% (0/12)

58%
42%

58%
42%
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(7/12)
(5/12)

(7/12)
(5/12)

100% (12/12)
0% (0/12)
0% (0/12)

5

10

5
2

7

2013

5

5

0

0

2

0

0

5

10

2014

2013

2014

0
2

2013
0

0
0

2014

7

7

12

4

10

10

6

8

15

15

Recorded

Not Recorded

Unknown

Recorded

Not Recorded

Unknown

Recorded

Not Recorded

Unknown

Recorded
Not recorded

Recorded
Not recorded

Recorded
Not recorded

Pain Issues

Skin
Integrity/Health

Surgical
interventions
history

41%
58%

33%
67%

33%
67%

(5/12)
(7/12)

(4/12)
(8/12)

(4/12)
(8/12)

58%
41%

67%
33%

75%
25%

281

(7/12)
(5/12)

(8/12)
(4/12)

(9/12)
(3/12)

2013

2014

2013

2014

2013

2014

0

0

0

3

2

4

2

4

4

2

4

5

7
4

8

4

8

8

4

8

9

6

6

6

8

8

8

10

10

10

Recorded

Not Recorded

Unknown

Recorded

Not Recorded

Recorded

Not Recorded

Recorded
Not recorded
Not applicable

Recorded
Not recorded
Not applicable

Details of hip xray in last 12
months

Results of hip xray in last 12
months

Measurements in the
last 12 months

Recorded
Not recorded

Medical
interventions
history

0% (0/12)
83% (10/12)
17% (2/12)

16.67%(2/12)
66.67%(8/12)
16.67%(2/12)

92% (11/12)
8% (1/12)
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67% (8/12)
8% (1/12)
25% (3/12)

67% (8/12)
8% (1/12)
25% (3/12)

100% (12/12)
0% (0/12)

2013

2014

2013

2014

2013

2014

0

0

0

0

2

1

1

1

0

3

2

2

3

2

8

5

10

5

4

8

8

11

12

6

10

10

8

15

10

15

Recorded

Not Recorded

Not Applicable

Recorded

Not Recorded

Not Applicable

Recorded

Not Recorded

Recorded
Not recorded

Recorded
Not recorded
Unknown

Not applicable
Recorded
Not recorded

Pain

Primary
Carer’s
Needs

Child’s
Needs
58%
17%
25%

42%
50%
8%

33%
67%

(7/12)
(2/12)
(3/12)

(5/12)
(6/12)
(1/12)

(4/12)
(8/12)

58% (7/12)
42% (5/12)
0% (0/12)

75% (9/12)
25% (3/12)
0% (0/12)

75% (9/12)
25% (3/12)
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1

2

0

2013

2014

2013

2014

0

0

0

2

1

0

0

0

3

3

3

2

2

2

4

5

5

6

7

7

4

4

8

4

9

9

6

6

6

8

8

8

10

10

Recorded

Not Recorded

Not Applicable

Not
Recorded
Recorded

Unknown

Recorded

Not Recorded

Not Applicable

75%
25%
0%

58.3% (7/12)
8.3% (1/12)
33.3% (4/12)

Not recorded
Not applicable
Recorded

Not recorded
Recorded
Not applicable

Strengths

(9/12)
(3/12)
(0/12)

(7/12)
(2/12)
(3/12)

Teacher’s
Goals

58%
17%
25%

Not applicable
Recorded
Not recorded

Child’s goals

83%
(10/12)
17% (2/12)

Not recorded
Recorded

Primary
carer’s goals

50%
42%
8%

67%
25%
8%

58%
33%
8%
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(6/12)
(5/12)
(1/12)

(8/12)
(3/12)
(1/12)

(7/12)
(4/12)
(1/12)

75% (9/12)
25% (3/12)

2013

2014

2013

2014

2013

2014

2013

2014

0

0

0

0

1

1

0

1

1

2

3

3

2

3

2

3

2

4

2

4

5

5

4

8

6

10

9

7

9

7

7

4

4

6

10

6

6

8

8

10

8

15

Recorded

Not Recorded

Not Applicable

Recorded

Not Recorded

Not Applicable

Recorded

Not Recorded

Not Applicable

Recorded

Not Recorded

Recorded
Not recorded

Not applicable
Recorded
Not recorded

Primary
Carer’s
Priorities

Child’s
Priorities

Observation

Not recorded
Recorded
Not applicable

Weaknesses

58%
17%
25%

25%
75%

(7/12)
(2/12)
(3/12)

(3/12)
(9/12)

58.3% (7/12)
8.3% (1/12)
33.3% (4/12)

(7/12)
(5/12)

(8/12)
(3/12)
(1/12)
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58.3% (7/12)
33.3% (4/12)
8.3% (1/12)

58%
42%

67%
25%
8%

2013

2014

2013

2014

2013

2014

0

0

0

1

1

1

2

3

3

3

2

2

4

2

4

5
7

7

4

4

8

7

7

9

4

6

6

6

8

8

8

10

10

Recorded

Not Recorded

Not Applicable

Recorded

Not Recorded

Recorded

Not Recorded

Not Applicable

Recorded
Not recorded

Recorded
Not recorded

Recorded
Not recorded

General
Appearance

Behaviour

Child
Interaction
With
Environment

58%(7/12)
42%(5/12)

58%(7/12)
42% (5/12)

8%(1/12)
92%(11/12)

67% (8/12)
33% (4/12)

83%(10/12)
17% (2/12)

58% (7/12)
42% (5/12)

0
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2013

2014

0

2013

2014

2013

2014

1

0

2

2

2

2

4

5

5

5

7

4

7

7

4

8

4

6

10

11

6

6

8

8

8

10

10

12

10

12

Recorded

Not Recorded

Not Applicable

Recorded

Not Recorded

Recorded

Not Recorded

Recorded
Not applicable
Not recorded

Preschool/School

50% (6/12)
8% (1/12)
42% (5/12)

2013

2014

287

75% (9/12)
17% (2/12)
8% (1/12)

67% (8/12)
33% (4/12)

75% (9/12)
25% (3/12)

17% (2/12)
83% (10/12)

92%(11/12)
8% (1/12)

Recorded
Not recorded

Not recorded
Recorded

Home

Environment

Primary
Carer/Child
Interaction

2013

2014

2013

2014

0

1

0

0

1

2

2

2

1

3

4

2

5

8

6

5

10

4

9

4

9

11

6

6

10

8

8

10

15

10

Recorded

Not Recorded

Not Applicable

Recorded

Not Recorded

12

Recorded

Not Recorded

Not applicable
Recorded
Not recorded

Recorded
Not applicable
Not recorded

Recorded
Not recorded

Childcare

Equipment
Needs

Physical activity
and rest

42%
58%

(5/12)
(7/12)

66.67% (8/12)
16.67% (2/12)
16.67% (2/12)

83% (10/12)
0% (0/12)
17% (2/12)

288

92% (11/12)
8% (1/12)

83% (10/12)
17% (2/12)
0% (0/12)

92% (11/12)
8% (1/12)
0% (0/12)

2013
0

1

2
2

2013

2014

2
0

2014

0

2
0

2013
0

0
1

2014

5

7

8

5

11

5

10

5

10

11

10

10

10

15

15

15

Recorded

Not Recorded

Recorded

Not Recorded

Not Applicable

Recorded

Not Recorded

Not Applicable

Recorded
Not applicable
Not recorded

Not applicable
Not recorded
Recorded

FMS

Gross Motor
Function Measure 88 (if GMFCS Level

(IV-V)

Recorded
Not recorded

GMFCS

Mobility
Functional Mobility

50%
50%
0%

25%
8%
67%

58%
42%

(6/12)
(6/12)
(0/12)

(3/12)
(1/12)
(8/12)

(7/12)
(5/12)

67%
25%
8%
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(8/12)
(3/12)
(1/12)

83% (10/12)
17% (2/12)
0% (0/12)

92% (11/12)
8% (1/12)

2013

2014

2013

2014

2013

2014

0

0

0

0

1

1

0

1

2

3

3

2

2

2

5

6
6

7

4

8

4

4

8

10

6

6

11

6

8

8

8

10

10

10

12

12

Recorded

Not Recorded

Not Applicable

Recorded

Not Recorded

Not Applicable

Recorded

Not Recorded

Recorded
Not recorded
Incomplete
Not applicable

Recorded
Not recorded

Transitional
Movements

Not applicable
Not recorded
Recorded

Sitting Position

(I-III)

Gross Motor
Function Measure 66 (if GMFCS Level

67%
33%

33%
42%
17%
8%

25%
67%
8%

(8/12)
(4/12)

(4/12)
(5/12)
(2/12)
(1/12)

(3/12)
(8/12)
(1/12)

(7/12)
(4/12)
(1/12)
(0/12)

(7/12)
(5/12)
(0/12)
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83% (10/12)
17% (2/12)

58.3%
33.3%
8.3%
0%

58%
42%
0%

2013
0

2

1

2013

2014

1
0

0

0

1

0

2014

2013

2014

2

2

4

3

2

2

4

4

5

4

8

5

7

7

10

4

8

6

4

6

8

6

8

10

12

8

10

Recorded

Not Recorded

Recorded

Not Recorded

Not Applicable

Incomplete

Recorded

Not Recorded

Not Applicable

Recorded
Not applicable
Not recorded
Incomplete

Recorded
Not recorded
Not applicable

Recorded
Not recorded
Incomplete
Not applicable

Not recorded
Recorded
Unknown
Not applicable

Standing

Independence Level

Self –Care
Functional Level

Self-care
assessment used

50%
33.3%
8%
8%

33.3%
50%
8.3%
8.3%

50%
33%
17%

(6/12)
(4/12)
(1/12)
(1/12)

(4/12)
(6/12)
(1/12)
(1/12)

(6/12)
(4/12)
(2/12)

58.33% (7/12)
0% (0/12)
33.33%(4/12)
8.33% (1/12)

(8/12)
(3/12)
(1/12)
(0/12)

(6/12)
(4/12)
(1/12)
(1/12)
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92% (11/12)
8% (1/12)
0% (0/12)
0% (0/12)

50%
33.3%
8%
8%

92% (11/12)
8% (1/12)
0% (0/12)

67%
25%
8%
0%

2013

2

1
1

0
1

1
1

0

0

0

1
0

0
1

2014

2013

2014

2013

2014

2

4

3

2

4

2

4

4

6
4

7

6

6

4

8

11

6

4

6

8

6

10

8

12

10

8

Recorded

Not Recorded

Not Applicable

Incomplete

Recorded

Not Recorded

Not Applicable

Recorded

Not Recorded

Not Applicable

Incomplete

Recorded
Not recorded
Not applicable

Recorded
Not recorded
Not applicable

Recorded
Not applicable
Not recorded

Observational Gait Scale
or Physician Ratings
Scale

Assistance Required

Equipment Required

Gait

41.67% (5/12)
16.67% (2/12)
41.67% (5/12)

41.67% (5/12)
41.67% (5/12)
16.67% (2/12)

16.67% (2/12)
66.67% (8/12)
16.67% (2/12)
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67% (8/12)
33% (4/12)
0% (0/12)

67% (8/12)
8% (1/12)
25% (3/12)

50% (6/12)
25% (3/12)
25% (3/12)

2013

2014

2013

2014

2013

2014

0

0

0

0

1

2

2

2

2

3

3
3

4

5
5

5
5

6

8

8

8

5

5

5

10

10

10

Recorded

Not Recorded

Not Applicable

Recorded

Not Recorded

Not Applicable

Recorded

Not Recorded

Not Applicable

Not recorded
Recorded
Not applicable

2D VGA

67%
8%
25%

(8/12)
(1/12)
(3/12)

36.36% (4/12)
45.45% (5/12)
18.18% (2/12)

42% (5/12)
33% (4/12)
25% (3/12)

67% (8/12)
33% (4/12)
0% (0/12)

Hips
Supine Abduction with
hips at 0 – R1

Recorded
Not recorded

17% (2/12)
83%(10/12)

293

75% (9/12)
25% (3/12)

Lower Limb Musculoskeletal Measurements (with a goniometre)

Recorded
Not recorded
Not applicable

Orthotics Used

2013

2014

2013

2014

2013

2014

0

0

0

2

2

3

1

0

3

3
4

4

4

5

5

5

10

9

8

8

5

5

10

15

10

10

Recorded

Not Recorded

Recorded

Not Recorded

Not Applicable

Recorded

Not Recorded

Not Applicable

Recorded
Not recorded

Recorded
Not recorded

Recorded
Not recorded

Supine Abduction with
hips at 0 – R2

Supine Abduction with
Hips at 90 –R1

Supine Abduction with
Hips at 90 –R2

25% (3/12)
75% (9/12)

17% (2/12)
83% (10/12)

33% (4/12)
67% (8/12)
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83% (10/12)
17% (2/12)

75% (9/12)
25% (3/12)

83% (10/12)
17% (2/12)

2013

2014

2013

2014

2013

2014

0

0

0

2

2

2

3

3

4

8

9
5

10

5

10

9

5

10

10

10

10

15

15

15

Recorded

Not Recorded

Recorded

Not Recorded

Recorded

Not Recorded

Recorded
Not recorded

Recorded
Not recorded

Staheli test or Thomas
Test

Recorded

Visual Estimate

Not recorded

Supine Extension

Supine Flexion

295

17% (2/12)
83% (10/12)

100%(12/12)

0 (0/12)

83% (10/12)
17% (2/12)

58% (7/12)
25% (3/12)
17% (2/12)

33% (4/12)
67% (8/12)

83% (10/12)
0% (0/12)
17% (2/12)

2013

2014

2013

2014

2013

2014

0

0

0

0

2

0

0
2

2

0

2

4

3

8

7

5

10

5

10

5

12

10

10

10

10

15

15

15

Recorded

Not
Recorded

Recorded

Not Recorded

Visual Estimate

Recorded

Not Recorded

Visual Estimate

Recorded
Not recorded

Recorded
Not recorded

Prone IR

Duncan Ely – R1

Visual Estimate

Recorded
Not recorded

Prone ER

17% (2/12)
75% (9/12)
8% (1/12)

25% (3/12)
75% (9/12)

25% (3/12)
75% (9/12)
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67% (8/12)
33% (4/12)
0% (0/12)

75% (9/12)
25% (3/12)

75% (9/12)
25% (3/12)

2013

2014

2013

2014

2013

2014

0

0

0

2

3

3

2

4

2

3

3

8

4

9

9

9

4

5

9

9

6

6

8

8

10

10

10

Recorded

Not Recorded

Recorded

Not Recorded

Recorded

Not Recorded

33% (4/12)
67% (8/12)
0% (0/12)

25% (3/12)
75% (9/12)

Recorded
Not recorded
Visual Estimate

Recorded
Not recorded

Popliteal
Angle – R1

Visual Estimate

Recorded
Not recorded

Knee
Extension

Knees

Duncan Ely – R2

67% (8/12)
33% (4/12)

58.3%(7/12)
33.3%(4/12)
8.3%(1/12)

17% (2/12)
75% (9/12)
8% (1/12)

0

0

297

2013

2014

2013

2014
0

1

67% (8/12)
33% (4/12)
0% (0/12)

3
2

4

2

4

4

2013

2014

0

7

2

4

8

4

8

9

2

4

6

6

4

8
9
6

8

8

8

10

10

10

Recorded

Not Recorded

Recorded

Not Recorded

Visual Estimate

Recorded

Not Recorded

Recorded
Not recorded

Ankle Dorsiflexion with
Knees at 90–R2

25% (3/12)
75% (9/12)

Recorded
Not recorded

Not
recorded

Recorded

Ankle Dorsiflexion with
Knees at 90–R1

Ankles

Popliteal
Angle – R2

33% (4/12)
67% (8/12)

25% (3/12)
75% (9/12)

298

67% (8/12)
33% (4/12)

67% (8/12)
33% (4/12)

67% (8/12)
33% (4/12)

0

2013

2014

2013

2014

2013

2014

0

0

4

4

4

2

3

3

4

8

8

8

4

8

9

9

5

5

6

8

10

10

10

Recorded

Not Recorded

Recorded

Not Recorded

Recorded

Not Recorded

Recorded
Not recorded

Recorded
Not recorded

Not recorded

Ankle Dorsiflexion with
Knees at 0–R1

Ankle Dorsiflexion with
Knees at 0–R2

Position Noted

100% (12/12)

33%(4/12)
67% (8/12)

25% (3/12)
75% (9/12)

299

100% (12/12)

67% (8/12)
33% (4/12)

67% (8/12)
33% (4/12)

2013

2014

2013

2014

2013

2014

0

0

0

0

0

3

4

4

4

5

12

12

8

8

8
9

5

5

10

15

10

10

Recorded

Not Recorded

Not
Recorded
Recorded

Recorded

Not Recorded

Hindfoot to
fore foot
alignment

(Pronation/Supin
ation)

Midfoot

or Valgus)

Hindfoot (Varus

Visual Estimate

Not recorded
Recorded

Visual Estimate

Not recorded
Recorded

Visual Estimate

Not recorded
Recorded

Feet (non-weight bearing)

92%(11/12)
0% (0/12)
8% (1/12)

92%(11/12)
0% (0/12)
8% (1/12)

92%(11/12)
0% (0/12)
8% (1/12)

75% (9/12)
25% (3/12)
0% (0/12)

83% (10/12)
17% (2/12)
0% (0/12)

75%(9/12)
25% (3/12)
0% (0/12)

300

2013

2014

2013

2014

2013

2014

0

0

0

0

1

0

0

1

0

1
0

0

2

3

3

2

2

2

4

4

4

9

9

11

11

10

11

6

6

6

8

8

8

10

10

10

12

12

12

Recorded

Not Recorded

Visual Estimate

Recorded

Not Recorded

Visual Estimate

Recorded

Not Recorded

Visual Estimate

Standing
Position

Spine

Great Toe
Alignment

Toe alignment

Not recorded
Recorded
Not applicable

Visual Estimate

Not recorded
Recorded

Visual Estimate

Not recorded
Recorded
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0

0

0

1

1

0

0

1

1

0

2013

2014

2013

2014

2013

2014

41.67% (5/12)
41.67% (5/12)
16.67% (2/12)

92% (11/12)
8% (1/12)
0% (0/12)

92% (11/12)
8% (1/12)
0% (0/12)

83.4% (10/12)
8.3% (1/12)
8.3% (1/12)

92%(11/12)
0% (0/12)
8% (1/12)

92%(11/12)
0% (0/12)
8% (1/12)

0

1

1

2

2

2

5
5

4

4

5

10

11

11

11

11

6

6

8

8

10

10

10

15

12

12

Recorded

Not Recorded

Not Applicable

Recorded

Not Recorded

Visual Estimate

Recorded

Not Recorded

Visual Estimate

Standing Position

Recorded
Not recorded
Not applicable

Not applicable
Not recorded
Recorded

Prone
Attempt
Spinal
Correction

Pelvis/Leg length

Not recorded
Recorded

Sitting
Position

(9/12)
(3/12)

8.3% (1/12)
83.3% (10/12)
8.3% (1/12)

8% (1/12)
92% (11/12)
0% (0/12)

75%
25%

(6/12)
(5/12)
(1/12)

42% (5/12)
33% (4/12)
25% (3/12)

50%
42%
8%

50% (6/12)
50% (6/12)
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0

0

2013

2014

2013

2014

201
3

201
4

0

0

1

1

1

1

5

6

4

5

2

3

3

6
6

5

5

10

11

4

9

6

10

10

8

15

15

10

Recorded

Not Recorded

Not Applicable

Recorded

Not Recorded

Not Applicable

Recorded

Not Recorded

Not recorded
Recorded

Recorded
Not recorded
Not applicable

Recorded
Not recorded
Not applicable

Sitting Position

Passive
Correction

Hip Dysplasia/
Dissociation/
Subluxation

17%
83%
0%

0%
92%
8%

75%
25%

(2/12)
(10/12)
(0/12)

(0/12)
(11/12)
(1/12)

(9/12)
(3/12)

303

25% (3/12)
42% (5/12)
33% (4/12)

25% (3/12)
58% (7/12)
17% (2/12)

58% (7/12)
42% (5/12)

2013

2014

2013

2014

2013

2014

0

0

0

0
2

1

0

2

3

3

4
5

3
2

7

5

4

5

10

5

11

7

9

6

10

10

8

15

15

10

Recorded

Not Recorded

Not Applicable

Recorded

Not Recorded

Not Applicable

Recorded

Not Recorded

Visual Estimate

Recorded
Not recorded

Recorded
Not recorded
Not applicable

Recorded
Not recorded
Not applicable

Toes – Sagittal View
(Ext-Flexion)
0% (0/12)
92% (11/12)
8% (1/12)

2013

2014

304

33% (4/12)
42% (5/12)
25% (3/12)

33% (4/12)
42% (5/12)
25% (3/12)

17% (2/12)
83% (10/12)
0% (0/12)

8.3% (1/12)
83.3% (10/12)
8.3% (1/12)

8.3% (1/12)
83.3% (10/12)
8.3% (1/12)

Toes-Frontal View
(ABD-ADD)

Standing posture/alignment

Leg Length
Difference

0

2013

2014

2013

2014

1

1

2

0

0

0

0

1

1

1

5
4

3

5
4

3

5

10

10

5

11

5

10

10

10

10

15

15

15

Recorded

Not Recorded

Not Applicable

Recorded

Not Recorded

Not Applicable

Recorded

Not Recorded

Visual Estimate

Not recorded
Recorded
Not applicable

Recorded
Not recorded
Not applicable

Recorded
Not recorded
Not applicable

Forefoot –Frontal View
(ABD/ADD)

Forefoot/Midfoot
Sagittal View
(Cavus/Planus)

Forefoot/Midfoot
Transverse View
(Supination/Pronation)

8.3% (1/12)
83.3% (10/12)
8.3% (1/12)

8.3% (1/12)
83.3% (10/12)
8.3% (1/12)

83.3% (10/12)
8.3% (1/12)
8.3% (1/12)
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50% (6/12)
25% (3/12)
25% (3/12)

33% (4/12)
42% (5/12)
25% (3/12)

42% (5/12)
33% (4/12)
25% (3/12)

2013

2014

2013

2014

2013

2014

0

0

0

1

1

1

1

6

5
4

3

3
3

1

1

5
4

3

5

10

5

10

5

10

10

10

10

15

15

15

Recorded

Not Recorded

Not Applicable

Recorded

Not Recorded

Not Applicable

Recorded

Not Recorded

Not Applicable

Recorded
Not recorded
Not applicable

Recorded
Not recorded
Not applicable

Recorded
Not recorded
Not applicable

Hindfoot- Sagittal View

Ankle-Sagittal View
(DF/PF)

Ankle- Frontal View
(Inversion/Eversion)

8.3% (1/12)
83.3% (10/12)
8.3% (1/12)

8.3% (1/12)
83.3% (10/12)
8.3% (1/12)

8.3% (1/12)
83.3% (10/12)
8.3% (1/12)

306

42% (5/12)
33% (4/12)
25% (3/12)

33% (4/12)
42% (5/12)
25% (3/12)

50% (6/12)
25% (3/12)
25% (3/12)

2013

2014

2013

2014

2013

2014

0

0

0

1

1

1

1

1

1

3
4
5

3
4
5

3
4
5

5

10

5

10

5

10

10

10

10

15

15

15

Recorded

Not Recorded

Not Applicable

Recorded

Not Recorded

Not Applicable

Recorded

Not Recorded

Not Applicable

Recorded
Not recorded
Not applicable

Recorded
Not recorded
Not applicable

Recorded
Not recorded
Not applicable

Knee –Frontal View
(Valgus/Varus)

Knee –Sagittal View
(Crouch/Recurvatum)

Hip-Frontal View
(ABDuction/ADDuction
)

(0/12)
(11/12)
(1/12)

0%
92%
8%

(0/12)
(11/12)
(1/12)

8.3% (1/12)
83.3% (10/12)
8.3% (1/12)

0%
92%
8%

307

42% (5/12)
33% (4/12)
25% (3/12)

42% (5/12)
33% (4/12)
25% (3/12)

33% (4/12)
42% (5/12)
25% (3/12)

0

2013

2014

2013

2014

2013

2014

0

1

1

0

3
4

3
4
5

0

1

0

1

5
4

3

5

5

11

5

11

5

10

10

10

15

15

Recorded

Not Recorded

Not Applicable

10

Not
Applicable
Not
Recorded
Recorded

Recorded

Not Recorded

Not Applicable

Recorded
Not recorded
Not applicable

Not recorded
Recorded
Not applicable

Recorded
Not recorded
Not applicable

Hip-Sagittal View
(Flexion/Extension)

Pelvis-Frontal
(Obliquity)

Pelvis-Sagittal (Tilt)

8.3% (1/12)
83.3% (10/12)
8.3% (1/12)

92% (11/12)
0%
(0/12)
8%
(1/12)

8.3% (1/12)
83.3% (10/12)
8.3% (1/12)

308

42% (5/12)
33% (4/12)
25% (3/12)

42% (5/12)
33% (4/12)
25% (3/12)

42% (5/12)
33% (4/12)
25% (3/12)

2013

2014

2013

2014

2013

2014

0

0

0

1

1

5

5

4

4

3

3

0

1

1

1

3
4
5

5

11

5

10

5

10
10

10

10

15

15

Recorded

Not Recorded

Not Applicable

15

Recorded

Not Recorded

Not Applicable

Recorded

Not Recorded

Not Applicable

Not recorded
Recorded
Not applicable

Not recorded
Recorded
Not applicable

Recorded
Not recorded
Not applicable

PelvisTransverse(Rotation)

Lumbar spine-frontal

Lumbar spine-sagittal
(lordosis/kyphosis)

(11/12)
(0/12)
(1/12)

8.3% (1/12)
83.3% (10/12)
8.3% (1/12)

83.3%(10/12)
8.3% (1/12)
8.3% (1/12)

92%
0%
8%

309

42% (5/12)
33% (4/12)
25% (3/12)

42% (5/12)
33% (4/12)
25% (3/12)

42% (5/12)
33% (4/12)
25% (3/12)

2013

2014

2013

2014

2013

2014

0

0

0

1

1

1

1

5
4

3
4
5

3

1
0

5
3
4

5

10

5

10

5

11

10

10

10

15

15

15

Recorded

Not Recorded

Not Applicable

Recorded

Not Recorded

Not Applicable

Recorded

Not Applicable

Not Recorded

Not recorded
Recorded
Not applicable

Not recorded
Recorded
Not applicable

Recorded
Not recorded
Not applicable

Thoracic spine-frontal
view (scoliosis)

Thoracic spine-sagittal
view
(lordosis/kyphosis)

Shoulder girdle-frontal
view (obliquity)

0%
92%
8%

(0/12)
(11/12)
(1/12)

83.3% (10/12)
8.3% (1/12)
8.3% (1/12)

83.3% (10/12)
8.3% (1/12)
8.3% (1/12)

310

42% (5/12)
33% (4/12)
25% (3/12)

50% (6/12)
25% (3/12)
25% (3/12)

50% (6/12)
25% (3/12)
25% (3/12)

2013

2014

2013

2014

2013

2014

0

0

0

3

3

0

1

3
4
5

1

1

1

1

3

3

6

6

5

11

5

10

5

10

10

10

10

15

15

15

Recorded

Not Recorded

Not Applicable

Recorded

Not Recorded

Not Applicable

Not
Applicable
Not
Recorded
Recorded

Not recorded)
Recorded
Not applicable

Not recorded
Recorded
Not applicable

Not recorded
Recorded
Not applicable

Shoulder girdle-sagittal
view
(protraction/retraction)

Cervical Spine –frontal
view (sideflexion)

Cervical Spine –
sagittal view
(flexion/extension)

(11/12)
(0/12)
(1/12)

83.3% (10/12)
8.3% (1/12)
8.3% (1/12)

92%
0%
8%

83.3% (10/12)
8.3% (1/12)
8.3% (1/12)

311

42% (5/12)
33% (4/12)
25% (3/12)

42% (5/12)
33% (4/12)
25% (3/12)

50% (6/12)
25% (3/12)
25% (3/12)

2013

2014

2013

2014

2013

2014

0

0

0

1

1

0

1

1

1

6

5
4

3

5
4

3

3

3

5

10

5

11

5

10

10

10

10

15

15

15

Recorded

Not Recorded

Not Applicable

Recorded

Not Recorded

Not Applicable

Recorded

Not Recorded

Not Applicable

Not applicable
Not recorded
Recorded

Not applicable
Recorded
Not recorded

Hip
Extensors

Not recorded
Recorded

Not applicable

Hip
Abductors

Hip Flexors

Lower Limb Strength

Motor Function

17% (2/12)
8% (1/12)
75% (9/12)

17% (2/12)
75% (9/12)
8% (1/12)

17% (2/12)
75% (9/12)
8% (1/12)

58% (7/12)
25% (3/12)
17% (2/12)

58% (7/12)
25% (3/12)
17% (2/12)

58% (7/12)
25% (3/12)
17% (2/12)

312

2013

2014

2013

2014

2013

2014

0

0

0

1

1

1

2

2

2

2

2

2

3

3

3

2

2

7

7

4

4

7

9

9

9
5

6

6

8

8

10

10

10

Recorded

Not Recorded

Not Applicable

Recorded

Not Recorded

Not Applicable

Recorded

Not Recorded

Not Applicable

Not applicable
Not recorded
Recorded

Not applicable
Recorded
Not recorded

Not applicable
Recorded
Not recorded

Quadriceps

Hamstrings

Ankle
Dorsiflexors

17% (2/12)
8% (1/12)
75% (9/12)

17% (2/12)
8% (1/12)
75% (9/12)

17% (2/12)
75% (9/12)
8% (1/12)

58% (7/12)
25% (3/12)
17% (2/12)

58% (7/12)
25% (3/12)
17% (2/12)

58% (7/12)
25% (3/12)
17% (2/12)

313

2013

2014

2013

2014

2013

2014

0

0

0

1

1

1

2

2

2

2

2

2

3

3

3

2

2

2

7

7

7

4

4

4

9

9

9

6

6

6

8

8

8

10

10

10

Recorded

Not Recorded

Not Applicable

Recorded

Not Recorded

Not Applicable

Recorded

Not Recorded

Not Applicable

Not applicable
Not recorded
Recorded

Hip Flexors

Not recorded
Recorded

Lower Limb Spasticity

Not applicable

Selective Motor Control
Recorded
Ankle
Not recorded
Dorsiflexion

Calves

100%(12/12)
0% (0/12)

16.67% (2/12)
66.67% (8/12)
16.67% (2/12)

(5/12)
(4/12)
(3/12)

314

83%(10/12)
17% (2/12)

42%
33%
25%

17%(2/12)
58.3%(7/12)
75% (9/12) 33.3% (4/12)
8% (1/12)
8.3% (1/12)

0

1

1

2013

2014

2013

2014

2013

2014

0

0

2

0

2

2

2

3

2

4

2

4
5

7

5

12

4

8

10

4

9

6

6

10

8

8

15

10

10

Recorded

Not Recorded

Recorded

Not Recorded

Not Applicable

Recorded

Not Recorded

Not Applicable

Recorded
Not recorded

Recorded
Not recorded

Recorded
Not recorded

Hip Adductors

Quadriceps

Hamstrings

25%
75%

(3/12)
(9/12)

17% (2/12)
83% (10/12)

17% (2/12)
83%(10/12)

315

67% (8/12)
33% (4/12)

67% (8/12)
33% (4/12)

67%(8/12)
33% (4/12)

2013

2014

2013

2014

2013

2014

0

0

0

2

2

3

4

4

2

4

8

8

5

10

5

10

4

8
9
6

10

10

8

10

15

15

Recorded

Not Recorded

Recorded

Not Recorded

Recorded

Not Recorded

Recorded
Not recorded

Solei

CP Type and Typography
Recorded
Physiotherapy
Not recorded
assessed type
Not applicable
and typography Unknown
(if not provided
by doctors)

Recorded
Not recorded

Gastrocnemii

8.3% (1/12)
50% (6/12)
33.3% (4/12)
8.3% (1/12)

25%
75%

25%
75%

2013

2014

1

1

0
0
1

316

0

67% (8/12)
33% (4/12)

67% (8/12)
33% (4/12)

92% (11/12)
8% (1/12)
0% (0/12)
0% (0/12)

(3/12)
(9/12)

(3/12)
(9/12)

2

4

6

2013

2014

2013

2014

0

0

4

3

3

11

2

4

2

4

6

4

8

4

8

9

9

8

6

6

10

8

8

12

10

10

Recorded

Not Recorded

Not Applicable

Unknown

Recorded

Not Recorded

Recorded

Not Recorded

Not applicable
Recorded

Not applicable
Recorded
Not recorded

Not applicable
Recorded
Not recorded

Standing
Frame
Description

Assistance
Required for
Transfers/
Use

Source of
Equipment

Equipment
Standing Frames

91% (32/35)
9% (3/35)
0% (0/35)

89% (32/35)
9% (2/35)
3% (1/35)

89% (32/35)
11% (3/35)

94% (30/32)
3% (1/32)
3% (1/32)

94% (30/32)
6% (2/32)
0% (0/32)

94% (30/32)
6% (2/32)

0
3

2013

317

1
1

0

0

1
3

2

2014

2013

2014

0
4

2013

0

0
2

2014

10

10

10

30

28

31

31

31

30

20

20

20

30

30

30

40

40

40

Recorded

Not Recorded

Not Applicable

Recorded

Not Recorded

Not Applicable

Recorded

Not Recorded

Not Applicable

Not applicable
Recorded
Not recorded

Not applicable
Recorded
Not recorded

Schedule of
Use

Issues with
Use

(Frequency/
Session Time)

Not applicable
Recorded
Not recorded

Date of
Issue

91% (32/35)
3% (1/35)
6% (2/35)

91% (32/35)
6% (2/35)
3% (1/35)

91% (32/35)
6% (2/35)
3% (1/35)

94% (30/32)
6% (2/32)
0% (0/32)

94% (30/32)
6% (2/32)
0% (0/32)

94% (30/32)
3% (1/32)
3% (1/32)

1
2

2013

2
1

2013
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0
2

2014

0

0
2

2014

0

1
2

2013
0

1
1

2014

10

10

10

32

30

32

30

31

29

20

20

20

30

30

30

40

40

40

Recorded

Not Recorded

Not Applicable

Recorded

Not Recorded

Not Applicable

Recorded

Not Recorded

Not Applicable

Not applicable
Not recorded
Recorded

Not applicable
Recorded
Incomplete
Not recorded

Not applicable
Recorded
Incomplete
Not recorded

Wheeled
Mobility
Description

Wheeled
Seating
Description

Wheeled mobility

Issues with
Condition

(26/35)
(8/35)
(1/35)
(0/35)

74% (26/35)
9% (3/35)
14% (5/35)
3% (1/35)

74%
23%
3%
0%

94% (33/35)
3% (1/35)
3% (1/35)

72%(23/32)
28% (9/32)
0% (0/32)
0% (0/32)

72%(23/32)
28% (9/32)
0% (0/32)
0% (0/32)

94% (30/32)
6% (2/32)
0% (0/32)
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2013
0

2013

1
3

0
0

1
0

2014

0
0

2014

0

1
1

2013
0

2
0

2014

5

5

9

8

9

10

15

20

26

23

10

10

26

23

33

30

20

20

30

25

30

30

40

Recorded

Not Recorded

Not Applicable

Incomplete

Recorded

Not Recorded

Not Applicable

Incomplete

Recorded

Not Recorded

Not Applicable

Not applicable
Recorded
Not recorded
Incomplete

Not applicable
Recorded
Not recorded

Not applicable
Recorded
Not recorded

Not applicable
Recorded
Not recorded

Not applicable

Assistance
Required for
Transfers

Source of
equipment

Date of
issue

Issues with
Use

Issues with

89% (31/35)

74.3%(26/35
)
17.1 %
(6/35)
8.6%
(3/35)
74.29%
(26/35)
17.14%
(6/35)
8.57%
(3/35)

74% (26/35)
23% (8/35)
3% (1/35)

74% (26/35)
20% (7/35)
3% (1/35)
14% (1/35)

(23/32)
(6/32)
(3/32)
(0/32)

78%(25/32)

72% (23/32)
22% (7/32)
6% (2/32)

72%(23/32)
28% (9/32)
0% (0/32)

72% (23/32)
28% (9/32)
0% (0/32)

72%
19%
9%
0%
2013

1

2013

3

2013

7

6

9
8

7

6
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Chart not available

2

2014

0

0

2014

0

1
1
0

0
3

2014

10

26

23

10

26

23

10

26

23

20

20

20

30

30

30

Recorded

Not Recorded

Not Applicable

Recorded

Not Recorded

Not Applicable

Recorded

Not Recorded

Not Applicable

Incomplete

Recorded
Not recorded

83% (29/35)
14% (5/35)
3% (1/35)

83% (29/35)
8.6% (3/35)
8.6% (3/35)

82.86%(29/35)
8.57% (3/35)
5.71% (2/35)
3%
(1/35)

Not applicable
Recorded
Not recorded

Not applicable
Recorded
Not recorded

Not applicable
Recorded
Not recorded
Incomplete

Assistance
Required for
Transfers

Source of
Equipment

0% (0/35)
11% (4/35)

Seating
Device
Description

Alternative seating

Condition

97% (31/32)
3% (1/32)
0% (0/32)
0% (0/32)

97% (31/32)
3% (1/32)
0% (0/32)

97%(31/32)
3% (1/32)
0% (0/32)

16% (5/32)
6% (2/32)

3
3

2013

1
2
3
2013

321

0
0
1

2014

0

0
1

2014

0

1
5

2013
0

0
1

2014

10

10

10

29

31

29

31

29

31

20

20

20

30

30

30

40

40

40

Recorded

Not Recorded

Not Applicable

Incomplete

Recorded

Not Recorded

Not Applicable

Recorded

Not Recorded

Not Applicable

17%
9%
74%

3%
14%
83%

Recorded
Not recorded
Not applicable

Recorded
Not recorded
Not applicable

Issues with
Use

Issues with
Condition

83%
11%
6%

Not applicable
Recorded
Not recorded

Date of Issue

(1/35)
(5/35)
(29/35)

(2/35)
(4/35)
(29/35)

(29/35)
(4/35)
(2/35)

3% (1/32)
0% (0/32)
97% (31/32)

3% (1/32)
0% (0/32)
97% (31/32)

97% (31/32)
3% (1/32)
0% (0/32)

5
1

2013
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0
1

2014

0

2
4

2013
0

0
1

2014

10

10

29

31

29

31

20

20

30

30

40

40

Recorded

Not Recorded

Not Applicable

Recorded

Not Recorded

Not Applicable

Not applicable
Recorded
Incomplete

Not applicable
Recorded
Not recorded
Incomplete

Not applicable
Recorded
Not recorded
Incomplete

Equipment
Description

Assistance
Required

Source of
Equipment

Mobility Equipment: Gait
Aides

80% (28/35)
8.6% (3/35)
8.6% (3/35)
2.6% (1/35)

80% (28/35)
17% (6/35)
0% (0/35)
3% (1/35)

80% (28/35)
17% (6/35)
3%
(1/35)

(27/32)
(5/32)

84% (27/32)
16% (5/32)
0% (0/32)
0% (0/32)

84.38% (27/32)
9.38% (3/32)
6.25% (2/32)
0%
(0/32)

84%
16%

1
3
3
2013
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0
0

0

0

2014

2013

1
0

0
2
3

2013

2014

1
0
0

0
0

2014

5

6

6

5

10

10

10

28

27

28

27

28

27

20

20

20

30

30

30

Recorded

Not Recorded

Not Applicable

Incomplete

Recorded

Not Recorded

Not Applicable

Incomplete

Recorded

Not Recorded

Not Applicable

Incomplete

Not applicable
Recorded
Not recorded

Not applicable
Recorded
Not recorded

Recorded
Not recorded
Not applicable

Date of
Issue

Issues
with Use

Issues
with
Condition

0% (0/35)
1% (4/35)
89% (31/35)

80% (28/35)
17% (6/35)
3% (1/35)

80% (28/35)
14% (5/35)
6% (2/35)

3% (1/32)
13% (4/32)
84% (27/32)

84% (27/32)
9% (3/32)
6% (2/32)

84% (27/32)
16% (5/32)
0% (0/32)

2013

0
4
0

2013
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0
4
1

2014

0

0
1

5

5

0
2
3

0

0

2

0

2014

2013

2014

6

10

31

27

10

10

20

28

27

28

27

20

20

30

40

30

30

Incomplete
Not Applicable
Not Recorded

Recorded

Not Recorded

Not Applicable

Incomplete

Recorded

Not Recorded

Not Applicable

Incomplete

Recorded
Not recorded
Not applicable

Recorded
Not recorded
Not applicable

Type
prescribed

Type child is
using

Lower Limb Orthotics
Lower Limb
Recorded
Orthotics
Incomplete
Review
Not recorded
Not applicable

23% (8/35)
6% (2/35)
71% (25/35)

20% (7/35)
9% (3/35)
71% (25/35)

23% (8/35)
0% (0/35)
6% (2/35)
71% (25/35)

37.5%(12/32)
0% (0/32)
62.5%(20/32)

37.5%(12/32)
0% (0/32)
62.5%(20/32)

34% (11/32)
3% (1/32)
0% (0/32)
63% (20/32)
2013

0
3

2013

0
2

2013
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0
0

2014

0

0
0

2014

0

0
2
0

1
0

2014

8

7

8

12

12

11

10

20

10

20

10

20

25

25

25

20

20

20

30

30

30

Recorded

Not Recorded

Not Applicable

Incomplete

Recorded

Not Recorded

Not Applicable

Incomplete

Recorded

Not Recorded

Not Applicable

Incomplete

Not applicable
Not recorded
Recorded
Incomplete

Not applicable
Not recorded
Recorded

Schedule/Time
Worn
(hours/day)

Duration
Worn (number

of months)

Not applicable
Recorded
Not recorded
Incomplete

Aim of
orthotic

63% (20/32)
28% (9/32)
9% (3/32)

71.4%(25/35)

25.7%(9/35)
2.86%(1/35)

63% (20/32)
28% (9/32)
9% (3/32)
0% (0/32)

63% (20/32)
31% (10/32)
6% (2/32)
0% (0/32)

71%(25/35)
22.9%(8/35)
2.9%(1/35)
2.9%(1/35)

71% (25/35)
17% (6/35)
9% (3/35)
3% (1/35)
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2013

2014

2013

0

0

1

0

3

0

1

1

3

0

2013

2014

1
3
0

0
2

2014

9

9

5

9

8

6

10

10

20

10

20

10

20

25

25

25

15

20

20

20

25

30

30

30

Recorded

Not Recorded

Not Applicable

Incomplete

Recorded

Not Recorded

Not Applicable

Incomplete

Recorded

Not Recorded

Not Applicable

Incomplete

Issues (skin
ulceration,
compliance)

Not applicable
Recorded
Not recorded

71% (25/35)
23 % (8/35)
6% (2/35)

63% (20/32)
31% (10/32)
6% (2/32)
2013

327

0
2
0

0
2

2014

8
5

10

10

20

25
15

20

25

30

Recorded

Not Recorded

Not Applicable

Incomplete

Recorded
Not recorded
Not
applicable

Recorded
Not recorded
Not
applicable

Recorded
Not recorded
Not
applicable

Discussion of
Results with
Primary Carer

Action/Suppor
t Plan –
Made with
Primary Carer

Action/Suppor
t Plan - Made
with Other
Provider (e.g.
teacher)

Section Seven: Results
Results

(15/35)
(17/35)
(3/35)

23% (8/35)
37% (13/35)
49% (14/35)

43%
49%
9%

48.6% (17/35)
48.6% (17/35)
2.86% (4/35)

22% (7/32)
19% (6/32)
59% (19/32)

47%(15/32)
31%(10/32)
22% (7/32)

78%(25/32)
22% (7/32)
0% (0/32)
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2013

2014

2013

2014

2013

2014

0

0

0

3

4

0
7

8

6
7

7

5

5

10

10

10

19

17
15

15

14
13

10

14
17

25

20

15

15

20

20

30

Recorded

Not Recorded

Not Applicable

Recorded

Not Recorded

Not Applicable

Recorded

Not Recorded

Not Applicable

Recorded
Not recorded
Not
applicable

Referral if XRay Required
At time of
Assessment

6% (2/35)
20% (7/35)
74% (26/35)

37% (13/35)
31% (11/35)
31% (11/35)

Short Written
Assessment Report

Recorded
Not recorded
Not applicable

2013

2014

2013

2014
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91% (29/32)
9% (3/32)
0% (0/32)

25% (8/32)
3% (1/32)
72% (23/32)

56% (18/32)
3%
(1/32)
41% (13/32)

51% (18/35)
46% (16/35)
3% (1/35)

Section Eight: Outcomes and Interventions
Goal Setting and Outcomes

Recorded
Not recorded
Not
applicable

Referral to
Other
Agencies (e.g.
paediatrician,
audiology)

0

0

2

1

1

2013

2014

7

8

0

1

0
3

5

10

16
18

29

10

18

26

23

10

11
11
13

13

20

20

15

30

40

30

20

Recorded

Not Recorded

Not Applicable

Recorded

Not Recorded

Not Applicable

Recorded

Not Recorded

Not Applicable

GAS goals

COPM Goals

Goals Set

Not recorded
Not applicable
Recorded

Not applicable

Recorded
Not recorded

Not applicable

Recorded
Not recorded

83% (29/35)
14% (5/35)
3% (2/35)

6% (2/35)
80% (28/35)
14% (5/35)

34% (12/35)
54% (19/35)
3% (4/35)
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56% (18/32)
41% (13/32)
3% (1/32)

6% (2/32)
53% (17/32)
41% (13/32)

31% (10/32)
28% (9/32)
41% (13/32)

2013

2014

2013

2014

2013

2014

0

0

0

1

5

1

2

5

2

4

13

10

13
18

29

10

13
17

5

12

9
10

20

28

10

19

20

30

15

40

30

20

Recorded

Not Recorded

Not Applicable

Recorded

Not Recorded

Not Applicable

Recorded

Not Recorded

Not Applicable

60% (21/35)
11% (4/35)
14% (5/35)
14% (5/35)

Not applicable

Outcomes
Obtained

Recorded
Not recorded
Incomplete

11% (4/35)
9% (3/35)
20% (7/35)
60% (21/35)

Recorded
Not recorded
Incomplete
Not applicable

Outcomes
Recorded

14% (5/35)
23% (8/35)
63% (22/35)

Recorded
Not recorded
Not applicable

Review Plan
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78% (25/32)
16% (5/32)
6% (2/32)
0%(0/32)

16% (5/32)
6% (2/32)
0%(0/32)
78% (25/32)

22% (7/32)
6% (2/32)
72% (23/32)

5
5
4
2013

3
4

8

7

7

0
2
5

0
2
5

0

0

0

5

2

2014

2013

2014

2013

2014

20

30

30

25

10

21

10

21

25

20

20

30

Recorded

Not Recorded

Not Applicable

Incomplete

Recorded

Not Recorded

Not Applicable

Incomplete

Recorded

Not
Recorded

22

10

Not
Applicable

23

2013
14
14
9
2
4
25

2013
26
6
2
15
5
11

Intervention Type

Adaptive/therapeutic aides/equipment
Functional mobility training
Exercise (fitness, therapeutic)
Casting/splinting
Referral to external source
Other

Mode of Delivery

Individual Sessions
Group Sessions
Integrated into everyday activities
School program
Home program
Other

30
3
4
14
14
11

332

2014

13
22
5
2
15
17

2014
30
25
20
15
10
5
0

35
30
25
20
15
10
5
0

2014

2013

2014

2013
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KEY: 0-2 No or Limited Support

Organisational influence and integration

2013
4.35 BASIC -AHT
2.6 LIMITED
2.1 LIMITED
1.2 LIMITED
4.7 BASIC
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2014
7.7 GOOD -AHT
7 GOOD
6.5 GOOD
2.5 LIMITED
6.45 GOOD

9-11 Fully Developed

Level of Support

3-5 Basic Support
6-8 Good Support
Support
2013 Results in Red
2014 Results in Black

Links with the community, other health services and other services and resources

Delivery System Design
Information Systems and Decision Support
Self-management Support

Table of Component Scores
Component

7.7

4.4

2013

Delivery System
Design

2014

9
8
7
6
5
4
3
2
1
0

KEY: 0-2 No or Limited Support

Bar Chart

Level of Support

3-5 Basic Support

2.6

7

Information Systems
and Decision Support
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1.2

2.5

6-8 Good Support

Components

2.1

6.5

Self-Management
Support

Links with the
community, other
health services and
other services and
resources

Systems Assessment Tool Results

9-11 Fully Developed Support

4.7

6.45

Organizational
influence and
Integration

2013

2014
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3.1 Assessment and documentation
3.2 Self-management education and support, behavioral risk reduction and peer
support

Component Three: Self-management
LIMITED

2.1 Maintenance and Use of Electronic Client List
2.2 Evidence Based Guidelines

Component Two: Information Systems and Decision Making
LIMITED

AHT 6.5
AHT 6.4

3.25
1.5

5.6
0
0
NA
NA
NA

2013 AHT 2.6

5.6
2.3
10
7
NA
8

2013 AHT 2.1

PT 8.5 NA
PT 6
NA

PT
PT
PT
PT
PT
PT

2014 AHT 6.5 GOOD

AHT 8.5 2.75
AHT 6 2

2014 AHT 7 GOOD

7
0
3.7
3.5
6.25
5
3.75
6

8.6
3.7
10
7
9
8
7
7.3

1.1 Team Structure and Function
1.2 Clinical Leadership
1.3 Appointments and Scheduling
1.4 Care Planning
1.5 Systematic Approach to Follow -Up
1.6 Continuity of Care
1.7 Client Access/Cultural Competence
1.8 Physical infrastructure, supplies and equipment

AHT
AHT
AHT
AHT
AHT
AHT
AHT
AHT

2014 AHT 7.69 GOOD 2013 AHT 4.35

Item and Component Scores
Component One: Delivery System Design
BASIC

Scores

KEY: 0-2 No or Limited Support

1 .67

AHT 3

6.8
4.67
6.25 0.75
5
1

2014 AHT 6 BASIC

AHT 3. 1.67
AHT 0 0

1.33

AHT 3.5
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9-11 Fully Developed

2013 AHT 2.9LIMITED

PT 3.5 NA

2014 AHT 2.45 LIMITED 2013 AHT1.2

3-5 Basic Support
6-8 Good Support
Support
2013 Results in Red
2014 Results in Black

5.1 Organisational commitment
5.2 Quality improvement strategies
5.3 Integration of health system components

Component Five: Organisational influence and integration

Component Four: Links with the community, other health services,
LIMITED
and other services and resources
4.1 Communication and Cooperation on Governance and Operation of the Health
service and Other Community Based Organisations and Programs
4.2 Communication and Cooperation on Governance and Operation
of the Health service and Other Community Based Organisations
and Programs
4.3 Working Out in the Community
4.4 Communication and cooperation on regional health planning and development
of health resources

i. Electronic Reminders

i. Appointment system
ii. Specific clinics and/or sessions
iii. Planning and scheduling
1.4 Care Planning
i. Routine practice
ii. Elements of care planning
1.5 Systematic Approach to Follow -Up

i. Clinical Leadership
ii. Contribution
iii. Knowledge about research evidence
1.3 Appointments and Scheduling

1.2 Clinical Leadership

PT 4.04 BASIC
1.1 Team Structure and Function
i. Team approach
ii. Leadership
iii. Definition of roles and responsibilities and lines of reporting
iv. Communication and cohesion
v. Developing team members’ skills and roles

Element and Item Scores
Component One: Delivery System Design
4.35 BASIC
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2013 AHT

6 5

AHT 9 FULLY DEV 6.25
NA

10 5
10 4
10 2
AHT 7 GOOD 3.5
9 4
5 3

AHT 10 FULLY DEV 3.7
NA

?6 NA

PT 9 FULLY DEV

10 NA
10 NA
10 NA
PT 7 GOOD NA
9 NA
5 NA

PT 10 FULLY DEV

AHT 8.6 GOOD 7
PT 5.6 BASIC 5.6
11 5
11 8
10 9
0 0
9 7
0 5
10 6
10 8
3 8
7 7
(Support 11 Strategy 3) (Support 11 Strategy 7)
AHT 3.7 GOOD 0
PT 2.3 LIMITED
0
0 0
0 0
4 0
0 0
7 0
7 0

PT 7.03 GOOD

2014 AHT 7.69 GOOD

i. Electronic list of clients
ii. Regular clients
iii. Regular clients with specific conditions
iv. Reaching client groups
2.2 Evidence Based Guidelines

Component Two: Information Systems and Decision Making
LIMITED
2.1 Maintenance and Use of Electronic Client List

i. Physical infrastructure
ii. Supplies of consumables
iii. Equipment

ii. Regular services and reviews
iii. Abnormal assessment findings
iv. Health service staff and community knowledge and resources
used to enhance follow up
1.6 Continuity of Care
i. Delivery system designed to enhance continuity of care
ii. Communication between hospital and health service
1.7 Client Access/Cultural Competence
i. Physical, communication and transport barriers to access
ii. Staffing
iii. Gender-related issues
iv. Indigenous knowledge and AHW experience
1.8 Physical infrastructure, supplies and equipment
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AHT 8.5 GOOD 2.75
NA
10 9
10 1
7 1
7 0
AHT 6 BASIC 2

2014 AHT 7 GOOD

PT 8 GOOD NA
9 NA
7 NA
PT 7 GOOD NA
7 NA
8 NA
7 NA
6 NA
PT 7.3 GOOD

AHT 8 GOOD 3.5
9 4
7 3
AHT 7 GOOD 3.75
7 3
8 4
7 7
6 1
AHT 7.3 GOOD 6
NA
6 6
10 8
6 4

10
10
7
7
PT 6 GOOD

PT 8.5 GOOD

2013 AHT 2.6

6 NA
10 NA
6 NA

10 NA
11 NA
10 NA

9 3
11 9
10 8
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Component Four: Links with the community, other health services,
LIMITED
and other services and resources

Component Three: Self-management Support
LIMITED
3.1 Assessment and documentation
i. Self-management for clients in this area is central and strategic part of health
care
ii. Self-management needs for clients in this area are routinely
assessed and documented in a standard way
iii. Clients/families in this area are routinely engaged in the
assessment and documentation processes.
iv. Use of client held records to promote self-management part of
routine practice in this area
3.2 Self-management education and support, behavioral risk reduction and peer
support
i. Self-management education and support routine provided by staff with
recognized training and skills in self-management support
ii. Involvement of families in self-management education
iii. Behavioural risk reduction
iv. Education resources
v. Community peer support

i. Specialist – generalist collaboration

2
0
0
4

2013 AHT 2.11

6

2014 AHT 2.45 LIMITED 2013 AHT 1.2

9
2
3
8

10 0

AHT 6.4 GOOD 1.5

9 4

9 3

4 0

AHT 6.5 GOOD 3.25
4 6

2014 6.5 AHT GOOD

NA
6 2
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4.1 Communication and Cooperation on Governance and Operation of the Health
service and Other Community Based Organisations and Programs
i. Community input to health service governance
ii. Involvement of service population
iii. Client satisfaction with the health service
iv. Formal agreements between the health service and mainstream
primary care services and other health and community services
v. Partnerships with relevant community groups
vi. Health orientation
4.2 Communication and Cooperation on Governance and Operation
of the Health service and Other Community Based Organisations
and Programs
i. There are systematic arrangements in place to link individual
clients in this area to outside health and health-related services
ii. Resource directory that supports these arrangements is
comprehensive, regularly updated and easily accessible.
iii. Linkage arrangements relating to these resources are wellintegrated into staff orientation and in-service training programs
4.3 Working Out in the Community
i. Staff engagement
ii. Design of community activities
iii. Integration
4.4 Communication and cooperation on regional health planning and development
of health resources
i. Regional planning
ii. Health resources
iii. Local community plans
0
0
4
0

0 0
0 0
0 0

AHT 3.3 BASIC 1.67
10 1
0 4
0 0
AHT 0 NO SUPPORT 0

4 0

0 0

5 5

6 4
5 0
AHT 3 BASIC 1.67

0
0
7
3

AHT 3.5 BASIC 1.33

6
5

0
0
7
3

PT 3.5 NA

KEY: 0-2 No or Limited Support
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9-11 Fully Developed

2014 AHT 6 BASIC 2013 AHT 2.9 LIMITED
6.8 GOOD 4.67
7 1
1 0
5 8
PT 4 NA
9 8
11 6
8 5
6.25 GOOD 0.75
10 3
10 0
1 0
4 0
5 BASIC
1
5 1

3-5 Basic Support
6-8 Good Support
Support
2013 Results in Red
2014 Results in Black

Component Five: Organisational influence and integration
5.1 Organisational commitment
i. Strategic and business plans
ii. Funding
iii. Staffing
iv. Staff relationships and morale
v. Training
vi. Service delivery strategies
5.2 Quality improvement strategies
i. Senior staff support for quality improvement
ii. Quality improvement processes
iii. Health service performance reporting
iv. Processes for dealing with errors and problems
5.3 Integration of health system components
i. Integration

Strengths

AHT 8

5.1 iv Staff relationships and morale

KEY: 0-2 No or Limited Support
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3-5 Basic Support
6-8 Good Support
Support
2013 Results in Red
2014 Results in Black

9-11 Fully Developed

AHT 5
PT
4
AHT 9

AHT 8

1.1 v Developing team member’s skills and roles

1.1 iv Communication and cohesion

1.1 ii Team Leadership

AHT 10

11
11
10
0
10
10
3*
7*
11
10
7
6
10
AHT 9

2014

1.5 iii Abnormal assessment findings
1.5 iv Health service staff and community knowledge and resources used to enhance follow up
1.7 iii Gender – related issues
1.8 i Physical infra structure
1.8 ii Supplies of consumables
2 Information Systems and Decision Support
2.1 i Electronic lists of clients available
5 Organisational influence and integration
5.1 ii Staffing

2013

AHT
PT
AHT
PT
AHT
PT
AHT
PT
AHT
AHT
AHT
AHT
AHT

Areas of Strength Identified 2013
AHT 5
PT 8
AHT 9
PT 0
AHT 6
PT 8
AHT 8
PT 7
AHT 9
AHT 8
AHT 7
AHT 6
AHT 8

Delivery System Design
1.3 i Team approach

Table of Identified Strength Scores

6-8 Good Support
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9-11 Fully Developed

Appointments and scheduling flexible and part of routine practice
Appointment planning and scheduling activities is routine
Care planning is routine
Continuity of care within the team and with some agencies
Respect for cultural knowledge.
















Team approach
Team leadership structure within entire AHT
Communication and cohesion (PT greater than entire AHT but both
in the good category)
Staffing and staff relationships and morale
Excellent Support for developing team member’s skills and roles
General training and inservice opportunities
Availability of electronic list of clients
Ability to identify abnormal findings
Ability to follow-up on abnormal findings using staff and
community knowledge.
Availability of consumables





2014 Strengths (Good and Fully Developed Support)

2013 Results in Red
2014 New Results in Black
2013 items that are repeated in 2014 are marked in blue

3-5 Basic Support

Team approach
Team leadership structure within entire AHT
Communication and cohesion (PT greater than entire AHT
but both in the good category)
Staffing and staff relationships and morale.
Support for developing team member’s skills and roles
General training and inservice opportunities
Ability to identify abnormal findings
Ability to follow-up on abnormal findings using staff and
community knowledge.
Identification and process to address gender-related issues
Availability of electronic list of clients
Availability of physical infrastructure
Availability of consumables

KEY: 0-2 No or Limited Support
Support
















2013 Strengths (Good and Fully Developed Support)

Table of Identified Strength Areas
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1.7 iv Client access/cultural competence - Indigenous knowledge and experience
2 Information Systems and Decision Support
2.1 ii Maintenance and use of electronic client list - regular client list routinely used to identify
support service planning and delivery
2.1 iii Maintenance and use of electronic client list - client with specific needs list routinely used
to identify support service planning and delivery
2.1 iv Maintenance and use of electronic client list - strategies in place to reach client groups
part of routine practice
2.2 i Evidence based guidelines – strategic approach to specialist-generalist collaboration
3 Self-management Support
3.1 ii Assessment and documentation -routine assessment and standard documentation of self
–management needs of clients
3.2 i Routine provision of self-management education by staff with recognized training and
skills in self – management support
3.2 ii Routine involvement of families in self-management education
3.2 iii Systematic approach to behavior change interventions for risk reduction
3.2 iv Routine use of good quality education resources used for clients and families to support
behavioural risk reduction in self-management
4 Links with the community, other health services, and other services and resources

Areas of Weakness identified 2013
1. Delivery System Design
1.4 i Clinical Leadership establishment
ii Clinical Leadership contribution
iii Clinical Leadership contribution to knowledge about research evidence
1.3 iii Appointments Planning and scheduling community-based activities routine practice

Table of Identified Weakness Scores

Weaknesses

AHT 6
AHT 10
AHT 7
AHT 7
AHT 6
AHT 4
AHT 10
AHT 9
AHT 2
AHT 3

AHT 1
AHT 1
AHT 0
AHT 2
AHT 0
AHT 0
AHT 2
AHT 0
AHT 0

AHT 0 PT0
AHT 4 PT 0
AHT 7 PT 7
AHT 10

AHT 0 PT0
AHT 0 PT0
AHT 0 PT0
AHT 2
AHT 1

2014

2013

KEY: 0-2 No or Limited Support

348

3-5 Basic Support
6-8 Good Support
Support
2013 Results in Red
2014 Results in Black

4.1 i.– Community input to health service governance
4.1 ii Communication and cooperation on governance and operation of the health service and
other community based organisations and programs – involvement of service population
4.1 iv Formal agreements between health service and
mainstream primary care services
4.1 vi Health orientation in community, social, education and other programs
4.2 ii Regularly updated, accessible and widely used resource directory
4.2 iii Linkage arrangements integrating resources into staff orientation and inservice training
programs
4.3 i Staff engagement in community health promotion development activities
4.3 iii Integration of community activities in health service program
4.4 i Health service staff actively engaged in and promoting regional planning
4.4 ii Health service staff actively contribute to the development and promotion of standard
resources for health services with region-wide relevance.
4.5 iii Local community plans systematically used to inform regional planning processes and
allocation of resources
5 Organisational influence and integration
5.1i Reflection of commitment to client group in strategic and business plans
5.1 ii Specific adequate and long term funding for this area
5.2 ii Quality improvement processes systematic
5.2 iii Electronic client information used routinely for health service performance reporting
5.3 iv Systematic processes for dealing with errors and problems
AHT 3
AHT 3
AHT 0
AHT 4
AHT 10
AHT 0
AHT 0
AHT 0
AHT 0

AHT 7
AHT 1
AHT 10
AHT 1
AHT 4

AHT 0
AHT 0
AHT 0
AHT 0
AHT 1
AHT 0
AHT 0
AHT 0
AHT 0

AHT 1
AHT 0
AHT 0
AHT 0
AHT 0

9-11 Fully Developed

AHT 0
AHT 0

AHT 0
AHT 0

Absence of regularly updated resource directory and integration in
staff orientation and inservice programs.

Absence of community input to health service governance,
involvement of service population formal agreements between
health service and mainstream primary care services

Absence of input of health service on region – wide planning and
allocation of resources.
Limited organisational commitment to services for client group in
strategic and business plans.







Absence of funding services for client group in strategic and
business plans.
Items on 2013 only





Absence of input of health service on region – wide planning and
allocation of resources.
Limited organisational commitment to services for client group in
strategic and business plans.

Absence of community input to health service governance,
involvement of service population formal agreements between
health service and mainstream primary care services

Absence of regularly updated resource directory and integration in
staff orientation and inservice programs

Absence of clinical leadership
Lack of team roles and lines of reporting in PT.
Lack of experience working with staff with cultural knowledge
(ALOs, AHWs).
Absence of self-management training for staff
Limited use of resources to support self-management
Limited support for self-management education, support,
behavioural risk reduction resources.
Lack of community health promotion/development activities and
integration into health service’s program.

Absence of funding services for client group in strategic and
business plans.
New items for 2014
 Physical infrastructure outdated, not child or family friendly, air con
too high when assessing babies.
 Equipment such as blocks and toys need to be replaced; much is






















2014 Weaknesses (No or Limited Support):
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Lack of community health promotion/development activities and
integration into health service’s program.










Absence of clinical leadership
Lack of cultural access competence in availability of Indigenous
health workers
Absence of self-management training for staff.
Lack of support for self-management needs of clients really needing
support.
Limited support for self-management education, support,
involvement of family, behavioural risk reduction resources.
Absence of health program provision with strong health
orientation.




Table of Identified Weakness Areas
2013 Weaknesses (No or Limited Support):

Lack of routine planning of appointments. 
Lack of maintenance and use of electronic client list to identify
support planning and delivery for general client population and
those with special needs. 
Lack of use of electronic client list to reach specific client groups 
Lack of strategic approach to specialist generalist collaboration to
provide evidence-based guidelines

KEY: 2013 items repeated in 2014 are marked in blue.
 designates an area where improvement noted in 2014







350



old, broken and gnawed.
No strategy for developing team members roles and skills.

AHT 3
PT 7

v. Developing team
members’ skills and roles – is
there a strategic approach?
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Orientation has huge gaps and results in a lot of inconsistencies with how people do things. For
example, filing, record keeping, CCIS, everybody does different intake procedures. Definitely not well
developed.”
“ … The problem it is called support… there’s heaps of support…the support would be really high…”
For strategy make it basic…. have attempted to improve orientation and upskill people
We no longer have skills matrix
PT basic I would rate it higher I have put a lot of time into training [PT staff]… have
“Support: very high for AHT and PT”
Support is 11 fully developed
“Strategy – make it basic…”

Strategy…I don’t think it is strategic enough- no
not a strategic approach but it is incredibly well supported.

AHT: 3 BASICPT: 7 GOOD

AHT: 10 FULLY DEVELOPED
PT: 0 NO SUPPORT
I think that the team is fully developed…I am not good at giving 11s give it a 10
PT we don’t officially have a senior physio…
Physio is not applicable -it is a 0

Direct quotations from participants designated by quotation marks

AHT 10 9
PT 0 0

ii Leadership – is it defined and
recognized? Does the leader
have an appropriate level of
formal authority within the
practice team?

Item 1.1: Team structure and function
AHT 8.6
PT 5.6 5
“OVERALL LOOKING AT ALL 5 AREAS(OF DELIVERY SYSTEM DESIGN) I WOULD GIVE [allied health team] a 10 and PT a 10”

Delivery System Design

Examples of SAT Component and Item discussions: Scores and Comments for 2014

APPENDIX 4:
QUALITATIVE STUDY SUPPLEMENT

4.1 CONSENT FORM FOR CHILDREN AND CARERS

CONSENT FORM FOR CARER OR CHILD INTERVIEW
A research project about physiotherapy services for children
Before you sign this form please make sure that you understand what it means to participate in
this research project. Please read the Information Sheet. Please contact me to answer any
questions you might have.
It is important that you understand:
You do not have to take part in this research. You can stop at any time.
This means you can say NO
☐ the research project about physiotherapy services for children has been explained to me.
☐ I have read and understand the Interview Information Sheet.
☐ I agree to taking part in the interview.
☐ I agree to my child taking part in the interview
☐ if I participate in the interview with him/her.
OR
☐ without help from me (although I or another caregiver that I choose will be in the
room).
☐ I agree that some of my words but not my name may be used in reports and publications.
☐ I agree to the interview being voice recorded.
☐ I understand that I am free to pullout from the project at any time.
☐ I understand that I own the stories that I tell, including any about Aboriginal
culture and this will be acknowledged by the researchers.
Participant’s Name___________________________________________________
Signature_____________________________________________Date__________
Carer’s Name (if giving permission for child to participate) _____________________
Signature_____________________________________________Date__________
Independent Witness _________________________________________________
Signature_____________________________________________Date___________
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Did an interpreter assist with the consent process?

☐Yes

☐No

If yes, Interpreter’s name: _________________________________________________
Signed:__________________________________________ Date: __________________

Contact Details:
For more information about the research project:
Caroline Greenstein- Ph: 08 XXXXXXXX or XXXXXXXX
Email: caroline.greenstein@XXXXXX
For more information about ethical conduct of the research project:
The Secretary, Human Research Ethics Committee of NT Department of Health
and Menzies School of Health Research,
phone 08 89227922
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4.2 INFORMATION SHEET FOR CHILDREN/YOUTH

Research Project Information for Children/Young Adults
This is for you to keep
You are invited to participate in a research project about physiotherapy services to Indigenous
children with movement problems
What is this project about?
Movement problems such as difficulty with sitting, standing, walking, jumping, hopping or playing sports
with the other kids are common problems children have. Doctors often send children with their parents
to see physiotherapists to help with weak muscles, balance, walking and help getting around with
equipment such as wheelchairs and sticks. Physiotherapists do activities or exercises to help children get
stronger and move around to their best ability. They might teach these skills in a lot of different ways at
school, home or office visits.
I want to understand how young people and their families feel about any physiotherapy they have had,
what they like and dislike about physiotherapy. I would like to know what has been good and bad and
what skills and activities are most important to you.
What does it involve?
I want to talk to young people with their parents (or those looking after them such as grandparents). All
talks will be private - they will only involve you and your parents (or carer) and me. I will ask general
questions about things that are important to you, things you liked or disliked about physiotherapy and a
little bit about your life.
If you are over 18, you can choose not to have your parent/carer around. It is up to you.
Frequently asked questions
What happens to all the information you have collected from young people and their
parents/guardians?
Information collected directly from young people and their parents/carers will only be used by me on
this project.
How long does it take?
The interview will generally take up to 1-2 hours but can be shorter too. More than one interview can be
done if you and your parents would like.
Do young people have to answer all the questions asked?
NO. Young people can choose to answer only those questions that they are comfortable with. THEY CAN
STOP AT ANY TIME.
What do I need to do?
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Young people interested in participating will need to sign a consent form to take part. If under 18 years
old, their parents/guardians will need to sign the consent form too.
How will the information be collected?
If young people agree, the one-on-one interviews will be audio-taped so that I get their words straight,
but young people can say no to having their words taped.
Is my information confidential (private)?
All the information given by young people and their parents/guardians will be kept private. A number
will be used instead of names.
All the information will be protected in locked files in my locked home. It is only available to me and my
research supervisors overseeing the project. We would only give it to someone else if the young person
and their parents/guardians gave us permission to do so beforehand. However, if they tell us about
something against the law (like robbing a bank), there is no law that protects this information if it is
requested by the Police or court.
I will use the information to make a report to tell other researchers, physiotherapists and program
planners what I have found. No names will be used and any information that could identify people
contributing will be removed.
Are there benefits?
There is no money involved. A family pass to a movie or to the waterfront will be provided as a thank
you for your time.
In the long term, I hope the information collected will make physiotherapy more fun and better for more
Indigenous youths who come to see physiotherapists.
Are there any risks?
There is little risk from taking part. I do not think any questions I ask will cause distress. But if you do get
upset or talk to me about something that is upsetting you, I can organize extra help and support for you.
Where can I find out more??
You can call me on xxxxxxxxxx or email Caroline Greenstein on: caroline.greenstein@xxxxx
Or my supervisor David Thomas on 8922 7610 or david.thomas@menzies.edu.au
If you have any concerns about the conduct of this study, or would like to make a complaint, please
contact:
HREC Ethics Administration
Human Research Ethics Committee of the NT Department of Health, and
Menzies School of Health Research
Phone: 08 89227922
Email: ethics@menzies.edu.au
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4.3 INFORMATION SHEET FOR CARERS

Research Project Information Brochure for Parent/Carer
This is for you to keep
You are invited to participate in a research project about physiotherapy services to Indigenous
children with movement problems
What is this project about?
Movement problems such as difficulty with sitting, standing, walking, jumping, hopping or playing sports
with the other kids are common problems children have. Doctors often send children with their parents
to see physiotherapists to help with weak muscles, balance, walking and help getting around with
equipment such as wheelchairs and sticks.
Physiotherapists teach these skills in a lot of different ways at school, home or in office visits. There is a
lot of physiotherapy research on what non-Indigenous children and their parents/carers want or need
from physiotherapy services but nothing involving Indigenous children or their families.
I want to understand how young people and their families feel about any physiotherapy they have had,
what they like about physiotherapy and dislike about physiotherapy. I would like to know what has been
good and bad and what skills are most important to you.
What does it involve?
I want to talk to young people with their parents (or those looking after them such as grandparents). All
talks will be private. Children will only be involved in the talks if they are 8 years and older and have their
parents (or carers) present.
I would also like to talk with the parents or carers without their child. I will ask general questions about
things that are important to you, things you liked or disliked about your child’s physiotherapy and a little
bit about your child’s life or your experiences as a parent or carer.
Some Frequently asked questions
What happens from all the information you have collected from young people and their
parents/guardians?
Information collected directly from young people and their parents/guardians will only be used by me on
this project.
How long does it take?
The interview will generally be around 1-2 hours. More than one interview can be done if you and your
parents would like.
Do young people have to answer all the questions asked?
NO. Young people or their parents/carers can choose to answer only those questions that they are
comfortable with. THEY CAN STOP AT ANY TIME.

356

What do I need to do?
Parents/carers interested in participating will need to sign a consent form to take part. If their child is old
enough to participate but under 18 years old, the parents/guardians also need to sign their child’s
consent form before the child can take part.
How will the information be collected?
If parents/carers agree, the one-on-one interviews will be audio-taped so that I get their words straight,
but the parent /guardian can say no to having their words taped.
Is my information confidential (private)?
All the information given by young people and their parents/carers will be kept private. A number will be
used instead of names.
All the information will be protected in locked files in my locked home. It is only available to me and my
research supervisors overseeing the project. We would only give it to someone else if the young person
and their parents/carers gave us permission to do so beforehand. However, if they tell us about
something against the law (like robbing a bank), there is no law that protects this information if it is
requested by the Police or court.
I will use the information to make a report to tell other researchers, physiotherapists and program
planners what I have found. No names will be used and any information that could identify people
contributing will be removed.
Are there benefits?
There is no money involved. A family pass to a movie or to the waterfront will be provided as a thank
you for your time.
In the long term, I hope the information collected will make physiotherapy more fun and better for more
Indigenous children and their parents/carers who come to see physiotherapists.
Are there any risks?
There is little risk from taking part. I do not think any questions I ask will cause distress. But if you do get
upset or talk to me about something that is upsetting you, I can organize extra help and support for you.
Where can I find out more information?
You can call me on xxxxxxxxxx or email Caroline Greenstein on: caroline.greenstein@xxxxxxxx.
Or my supervisor David Thomas on 8922 7610 or email: david.thomas@menzies.edu.au
If you have any concerns about the conduct of this study, or would like to make a complaint, please
contact:
HREC Ethics Administration
Human Research Ethics Committee of the NT Department of Health, and
Menzies School of Health Research
Phone: 08 89227922
Email: ethics@menzies.edu.au

357

4.4 CHILD/YOUTH INTERVIEW GUIDE
Interview Guide Topics and Possible Questions
Structure
1. Go over reason for interview
2. Choose some activities to play before the interview if needed.
3. Go over “Ground rules”
If I ask you a question and you don’t want to answer, that’s OK.
If you don’t know the answer to a question , don’t understand the question, or don’t
remember, just tell me that.
4. Begin with non-threatening questions
The first questions are to tell me a little about yourself
How old are you?
Were you born in xxxx?
If not, where were you born? (where’s your country)
When did you come to xxxx?
Do you have any brothers or sisters?
Any details?
Where do you go to school?
Do you like school?
What sort of stuff do you like?
What sort of stuff do you dislike?
Personal Story/How you became involved with physio
When did you start seeing a physio?
Why did you start seeing a physio?
Some kids see a physio because they have trouble walking
Some kids have trouble moving their arms or legs or balancing
Do you remember when you started seeing a physio? How did you feel?
Was he or she scary? Mean? Confusing? Nice?
What sort of stuff have you done with the physio?
What have been the things you liked about physio?
What have been the things you disliked about physio?
Have you had more than one physio?
Was that confusing or was it okay?
Have there been times that you have seen a physio but really did not want to?
What happened?
Participation
Do you understand why you see a physio?
Do you feel comfortable asking your physio questions? What happens?
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Do you understand his or her answers?/Do you understand what your physio tells you?
Does it ever seem confusing?
Do you ever get asked what you would like to work on(for example throwing a ball or jumping
on a trampoline)?
Do you ever get given a choice of activities?
Do you prefer to see the physio at his or her office, at school or at home?
Does this ever depend on what you are working on?
Do you like it when the physio and you pick things to work on and set goals?
Do you prefer for the physio to tell you what to do?
Specific Events relating to the clients care
e.g. wearing AFOs
using a wheelchair/walking device
going swimming
doing gym or groups
visiting the doctor
Follow up
Do you prefer the physio to ring and remind you about your apt
Do you prefer for him or her to leave you alone?
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4.5 CARER INTERVIEW GUIDE
Interview Guide Topics and Possible Questions
Prompt questions that may be used to encourage people to use their own words. As this is not a
survey, the order of topics, phrasing of questions and questions included may vary with the
interview and participant. Note that it is unlikely that all the prompt questions will be asked in
any single interview, with question order and which questions to include determined by the flow
of the interview, what has been said by that participant and previous participants.
Similarly, these issues will be approached sensitively with participants based on the factors such
as the level of familiarity the participant has with the interviewer or PT service, the participant’s
age and personality.

Client/Primary Carer Story
(The story of how you became involved with CDT physiotherapy services)
Example prompt questions:
How did you become involved with CDT Physiotherapy
How did you hear about the CDT service?
What reason were you referred?
What sort of stuff has your physio done with your child?
What was your impression/what was it like the first time you saw a physiotherapist?
What have been the good things about the physiotherapy services your child /you have
received?
What have been the bad things?
Reflecting on Access to Care
Example prompt questions:
Did you have to wait long to see a physio?
Was it difficult to travel in to see the CDT physiotherapist?
What has been the biggest problem (transport, getting time off, waitlist)
Can you get seen when you want to be seen?
Can your child get seen where you want him or her to be seen (for instance, the home or
school)?
Can you talk to a physio on the phone or in person when you need to?
Are the physios you have seen friendly and welcoming?
Are the physios you have seen helpful?
If you have had to come into[the office]have you found the office staff friendly and
welcoming?
Do you think the personality of the physio makes a difference in terms of your child’s
involvement?
Reflecting on Participation in Care
Example prompt questions:
Have you required any help from your physio to understand your child’s physical
issues?
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Did the physiotherapists give you information that you understand about your child’s
issues and treatment options?
Did you get asked about your concerns for your child?
Did you get asked what areas you would like the physio treatment to work on?
Did the physiotherapist ask you about your goals when developing your child’s
treatment plan? How do you feel about that?
Did you get to have a say in what type of physio treatment you have for your child? For
instance, have you been given a choice of whether your child has exercise in a group or
individually? Have you been asked whether you would prefer home or school activities?
Did the treatment plan suit the way you live your life?
If the physio provided activities to do at home or school, were these explained how they
would help?
Did you feel like you got to participate in your child’s physio program?
Did you feel like you were given all the information and tools to manage your child’s
condition?
Respectful Care
Example prompt questions:
Did the physiotherapist ask you about your language, culture and beliefs when
providing care for your child?
How do you feel about this?
Were you offered an interpreter?
Did you feel you needed an interpreter?
Did you feel the staff responded to your needs as an Indigenous person?
Did the physiotherapist ask you about your home and your family when they planned
your care?
Did you feel comfortable asking questions if you needed to?
Was any information presented in a way that you understood?
-Did the physiotherapists use pictures, posters, models or demonstration (on the
child’s or the physiotherapist’s body) when they were talking to you about your
child’s condition? Would this have been helpful?
Were there posters and people in the physio office that you can relate to?
Did you ever feel shame when your child got seen by a physio?
-If so, would this change if you could pick where the child saw his or her physio?
Care Providers
Example prompt questions:
Do you feel that your care is well organized?
Have you had different physiotherapists involved?
-If so, do you get the same messages about your condition and physio advice
regardless of which physio you see?
Did you ever get linked in with other care providers (for example OTs, doctors,
disability case managers)?
-If so, was this helpful or overwhelming?
-If not, was this a problem?
Follow Up
Example prompt questions:
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Did the physio or the physio office remind you when your child next physio
appointment was?
-If so, was this helpful?
-If not, was this a problem? When would and how would it be best
to be contacted?
Do the physiotherapists contact you when you have not been able to attend an apt?
Do the physiotherapists help you get appointments to see the specialist if you need help?
Advice
Example prompt questions:
If you were talking to a physiotherapist who was just starting to work with children,
what advice would you give them (or what would you like them to know)?
We are coming to the end of the interview. Are there questions you would like to ask?
Are there any comments you would like to make?
At the completion of each interview I will thank the participants for their time and
attention and tell them that I greatly appreciate and value all their time and perspective
and that once this interview is put on paper I will contact them to make sure the
information I have recorded is true to their perspective. Once the research is completed I
will also contact them and if they are interested, I will share with them the results of the
project.
I will also tell them that although this interview was voluntary as required under the
guidelines for the research, I will provide them and their family with a family pass to the
cinemas to thank them for all their time and effort.
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4.6 EMERGING CODES FROM INTERVIEWS
ACCESS
Access to paediatricians
Access to physio -child
student interests
Access to services
Advice to other families
Entering CDT process
FIFOs (Fly in, Fly out therapy services)
Hearing about AHT
Moving to Darwin
CARERS EXPERIENCE MULTIPLE DEMANDS
Afraid to seek support/they’re the ones with the helmets on
Attending appointments
Being a carer
being a parent
being listened too
Childcare
Consumer Questions - handling and activities
Consumer questions -communication with PT
criticism in general
Lack of attention to how child is feeling
Criticism of AHT
Criticism of PT
Depression
Discovering when trouble started
Finances
Good experiences of carer
Hospital appointments
Interstate hospital
Lack of Family Support
Lack of Support
Ongoing grief
Raising a child with a disability
Respite
Staff Turnover
Surgery
Transport
Visiting Paediatric Service appointments
What happened to cause need of physio- child perspective
What is not said –diagnosis
What parents want
parent attitude to physio
personality of PT
Child Experience – best thing about therapy
Child experience of team’s physiotherapy
Child attitude towards physiotherapy
Child experience of doctors’ visits
Child experience first experiences with any physiotherapy
Child experience hanging out with wrong kids
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Issues for the child
Child experience participation
Child experience – school
Child experience – self esteem
Child experiences – therapists should ask about family
Child defines physiotherapy
Good experiences of child or student
Too many therapists at once-child
Consumers Questions
AHT service pathway
Linking with other services
Getting timely appointments
Respectful Care
Well organized care
Facilities
Front Office
Handling and activities
Communication with PT
Location of Sessions
Hearing about AHT
CULTURE
Asking about culture
Bad experiences
Explaining the wide way
Interpreters
Judge mentality
Lack of communication
Language and family
Childs experience linking with culture
Living with a disability
Looking after all the kids
Orthotics
Parent Indigeneity
Racism
Skin Colour
Unpleasant experiences
Culture quotes
Discrimination
Childcare
Prejudice against disability
Racism
Familiarity with physiotherapist
FIFOs (Fly in Fly out staff)
GOALS
AHT PT Goals
COMMUNICATION
Importance of Communication
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PT concerns asked
Communication with PT staff
Interpreters
Level of engagement
IMPORTANCE OF EQUIPMENT
Equipment
Orthotics
IMPORTANCE OF RELATIONSHIPS
Because we're all in it together
Physio- concerns asked
Characteristics of good PT – parent
Continuity
IMPORTANCE OF FAMILY
Family
Having parent support
Lack of family support
JUST ONE PHYSIO
Personality of PT
Familiarity with physiotherapist
Lots better than none but prefer one for a long time
Relationships
Rotate that person away from us
Things that make life easier
It may not be skin colour
LEISURE OF CHILD
Fun out of school
Leisure activities after school
Student interests
Exercises
Walking
What children want
LIVING WITH A DISABILITY
Living at home as a young adult
Living in care
living with a disability 2
Pain
Appreciating care services
Looking after the carer
Medications
Parent comments on child
pregnancy young adult
What makes a smart child
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RECOMMENDATIONS AND GOOD EXPERIENCES
Advice to other families
Advice to physiotherapists
Because we're all in it together
Characteristics of good PT – parent
Continuity
She got us the right way
ROLE OF PHYSIO
Characteristics of good Physio – parent
Good experiences of carer
Physio as advocate
Things that are good
Things that are hard
Things that make life easier
What carers want
What we want in life
What children or students want
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demands

and complex

Lives with multiple

Theme

I always have this sort of uncertainty over what is going to happen. We have to do a lot of
conversations over, “We’re going to the doctor. This is what they’re going to do. They won’t
be doing this” and lots of conversations just in the car on the way there just prepping. (Mother
of Betty, age 12)
So you never know how the medical system is going to work. He could be in the line for
something [surgical procedure] and then, bang, [the procedure would be scheduled]...and that
would be would bugger our trip ...there’s 17 people. It’s like a full family affair because this is
the last trip with their grandfather, everyone wants to get this one out the way … ( Mother of
Noah, age 13)

Attending appointments

Attending appointments
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The system’s taken a long time but when you go there you wait a long time in the clinic. You
go at the right time and you end up going hours …. (Foster Mother of Steve, age 21)

Attending appointments

Balancing child’s needs

Some days we just think we’ve had four phone calls this week or we’ve made four phone calls
or someone forgets to tell us that they’re on leave and the department don’t let…so it’s like
we’re waiting for something to happen and we’re going to run out of time because everybody
else has timelines or dates to make and everybody is a team, when we’ve got 27 people that
we need to work with well, out of that 27, 27 people aren’t going to come to a meeting if they
haven’t been given at least a fortnight’s [notice] in advance. (Foster Mother of Katy, age 16)

Quote

Multiple appointments

Subtheme

Elaborated quotes that support result themes and recommendations

4.7 ELABORATED QUOTES FROM INTERVIEWS

Ellen’s own father had a disability, so I was caring for him as well [as Ellen].(Mother of Ellen,
age 19)
Just a simple thing like when I'm at home and I go to start cooking dinner and I need an onion
or I need a garlic or a potato. I could just get in a car and just zip up to the shop and go get that
thing, get in the car, come back and cut it up and someone's at home with children. Simple
thing like that. Even if I've got to duck out and go to an appointment, myself for a private
thing, to sit down with the doctor, I've got to have my children there talking, discussing my
private business and that. I'm trying to keep those kids still. ( Mother of Noah, age 13)

Then another time has been with Noah’s first electric wheelchair, it just started to fail on him,
a good couple of years through. So the controller just kept stopping, whatever - any little
bump it would just stop. So I had rang in a third time for it to be fixed, and this was in a
month, probably slightly over a month. So that was three times it had to be fixed. A lady
from another reception at [Medical Supplier], had said. that she had a go at me about that
come on that’s the third time they're having to fix this keypad. It made me feel bad for asking
to have it done…. Because I had to get on to it because when they took it the third time, they

Stress

Stress

Ongoing support

demands-stress
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I know with a lot of special needs kids in general, a diagnosis is always going to be a loss and
a very traumatic thing for any family, but it's probably different to a death in a sense that it's
kind of continuous in some ways. The milestones will pop up and then you come to realise
that that's probably not going to happen for your child so then you might go back into that
grief I suppose. … I've never cried so much in my life. Answers, that's always been a really
hard one, the answer to "How do we get her to read, how do we get her to do this, how do
we get her to do that? Why is she doing that, why is she still not toileting?" All those sorts
of things, trying to find out yourself what is the secret, what's the program that I can use or
what's the therapy that I can use that's going to fix this? (Mother of Betty, age 12)

Stress

Relationships

Oh, she was like it – like I used to look at like as if she was a little guinea pig. You know,
she always had medical personnel around her, you know, different kinds. …Yeah. It was just
so overwhelming sometimes. Like, when you go to see a doctor, you have, you know, like
four or five of them just all standing around. (Mother of Ellen, age 19)

Attending appointments

Because it’s hard – it would be hard for the kid, I mean, a child with a disability too, because
in a mainstream class, they’re just going to hear what is generalised. It’s not often like that
with a child with a disability. So, you know, it’s actually cruel, I think, for a child with a
disability to hear all these normal stories when it’s not really like that. (Mother of Ellen, age
19)

Balancing child’s

Balancing child’s
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… One was like having other kids stare because she was wearing splints or in a wheelchair.

Another thing I guess, what I was going to say, it will help – well when I grew up, because of
my disability, a lot of children, because kids didn't know about it, I was just weird and it was
the same question “What’s wrong with you?”, “What’s wrong with you?” and then because
they hadn't heard of stuff like that before, I was always getting teased. Maybe there should be
something put or made towards also awareness to people without it also. Like awareness of all
the types of disabilities that are linked with this type of job and stuff, so that in the future not
all children are having to grow up with the same, having everyone else being “What’s this?”
At least hopefully if there's more awareness, then other children would be like “That kids got
this, but it’s okay. I know about it, we can go play with them” and stuff. (Ellen, age 19)

… I get offended by children, I know that they’re only children, but to me an adult - instead of
a child being rude. Some of my friends will sit there and they won’t turn around and correct
the children. I always say, “I want you to explain to your child what’s wrong with Noah and
why he’s like this, I don’t want the child to react that way.” So that when they react that
way I feel bad for my children, because they feel out of place, so I don't go anywhere. I
keep them away from that. (Mother of Noah, age 13)

All I wanted to do, all I really want, I don't want to be counselled, I just want support with my
children to have a break from them. (Mother of Noah, age 13)

Ongoing support

demands-stress

Well for me, when Noah was smaller, I did not realise how physical and mental it was going
to get through the years, as his disability deteriorated. (Mother of Noah, age 13)

Stress

sat with it. So they were more or less were taking their time to do it…(Mother of Noah, age
13)
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To me I think that is a big thing, because you're not just dealing with my child, you’re
dealing with my best interest and my other two children’s best interest. That’s what I like.

I suppose right back to basics as in them knowing her whole history, how long we’ve been a
part of the service, what has worked and what hasn’t worked and taking it from there I
suppose, sort of trial and error. (Foster Mother of Katy, age 16)

It’s nice to get to know the kids first instead of just launching straight into exercises. You
could play with them a little bit and talk to them and then when they get to know you a bit and
trust you, then you launch into your exercises. (Foster Mother of Tiana, age 9)

Stairs, not every school is equipped with elevators….don't, so that was kind of hard. I ended
up actually dropping out of school and then they begged for me to come back and I agreed
to be in one class where we didn't change classes, just so that I would go to school because I
stopped going because of the fact that I didn't like having to walk around the whole school, up
and down flights of stairs all day every day, it was too hard. (Ellen, Age 9)

We were at a shop once at Casuarina for Christmas and there were two young girls up at the
counter and they turned around and they were constantly staring at Katy and Katy came
over to me and said, “Auntie that girl who’s looking at me and is pulling a funny face.”
…(Foster Mother of Katy, age 16)

Sometimes, when they’re doing a really long stare, you just feel like turning around and
saying, what’s your problem, kind of thing. I guess they’re just curious as to why is she like
that…(Mother of Ellen, age 19)

I think that it was an all-round team effort that I could see what she was struggling with,
talking about it, where she said she was having her pain, how much her foot had grown that we
now have orthotics from overseas, that she has two different size feet, how much her feet have
grown. I think it was a wonderful effort. (Foster Mother of Katy, age 16)

Collaboration

Consistency

Recommendations

Consistency

Recommendations

Consistency
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Collaboration
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it's been really good having you for a long period of time too, over the last, what has it been
probably a couple of years maybe, so have that longevity in the service. You know where
we've started from the time that you've picked her up until now and because we do see you

I wouldn't want to see different people in between because you'd have to keep repeating the
story and that gets very tiring after you've been to the optometrist and the paediatrician and
repeated the story to every other medical profession there is. Not only that but it just wouldn't
be a good service in that sense that you'd be seeing lots of different people. (Mother of Betty,
age 12)

But yeah, I think the whole keeping the one, like the child with the same person over the time
makes it a lot more easier for the kid because then they start to get to know the person.
They're like “Yeah, this person did it for me before, I know they're going to do it for me this
time again”(Ellen, age 19)

… the whole consistency of these children to never feel that they are children in care … the
most important thing is that the rights of a child is what needs to be heard and I’ll do what I
can to make sure that that’s going to be achievable and with the help of everybody else
things do happen. (Foster Mother of Katy)

…it’s like you just don't show involvement to the children, you make sure that it’s okay for me
to - like when I'm travelling to an appointment, it’s good for everybody with me and my
daughters, as well as my son. When I come to the interview, you make sure that my daughters
are - I can do something with my children, my other two and get them out of the way. Then we
go and we start sorting out our other business. I like that, yeah it makes me feel really
comfortable (Mother of Noah, age 13)

Get to know child and

family, Caring,

(Mother of Noah, age 13

Recommendations

Yeah. Like when I had it [therapy] with you, because I've had other people come too, like
some of the other people I didn't really know them, they were the random ones that had to
come, it was kind of weird with them because I didn't feel that they knew what I was
supposed to be doing. It was like they didn't really know what they were doing, what they
were supposed to be doing with me...(Ellen, age 19)
When they’re changing workers, at that time, I could feel if that worker did not want to really she’s not being rude because she’s only doing her job, to her that’s that job. So if she doesn’t
want to do it anymore, I'm happy for another worker to come on that’s happy to do it, and to
make me feel happy and comfortable and my child feel comfortable. I'm happy for that, so it
does not bother me, I want that to be rotated, to rotate that person away from us. (Mother of
Noah, age 13)

Consistency -negative

Consistency-

Good experiences
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when I've got a good team behind me… that and are just thinking about the best interest of
my son, I'm happy with that. I don't worry about small people no more. So as long as we’ve
got our good team that’s what I'm happy with (Mother of Noah, age 13)

Caring-

experiences

…[The Therapist] came in with an open heart, [the therapist was] so eager. I liked that.
(Mother of Noah, age 19)

Caring- positive

The exception

experiences

I just think the whole thing of having changes within team leaders and stuff like that. The
children just get that rapport with pick-ups and drop offs for access, we find it unavailable to
go to a doctor’s appointment because something’s happened in my life or I’m away on
respite, the children feel at ease and calm that they can to their appointments and that who’s
taking them knows something about this child (Foster Mother of Katy, age 16)

And I think that when children have been in care for a long time and they’ve been with the
same people or the communication is good, they understand, everybody’s too busy today
access can’t happen, hopefully it might be done on another day, just take each day as it comes,
that’s all there is to it. (Foster Mother of Katy, age 16)

Consistency

Communication

Consistency,

on a regular basis. That's a good thing. (Mother of Betty, age 12)
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….I think the indigenous mob [other carers] might feel a bit thing, sometimes they don’t
understand and you’ve got to give them a lot of understanding too, then once they know

Take some time

Talk to the child

When youse [therapist and carers] actually talk – turned to the parent’s, if the parents say
“Well what's happening now?" Maybe call the child into it too, because another thing that
I've noticed is that I don't – like it's my disability, but I don't really know that much about it
because of the fact that – like when someone asks me "What about this when you was little?"
Or "What's about your disability?", but I don't really know how to answer people half the
time because it was my mum that was always knowing what's on (Ellen, age 19)

… I suppose it's just an understanding from other people and just a willingness to support
you, maybe that's been the most helpful thing (Mother of Betty, age 12)

Be patient with your families because they've probably got about ten other specialists giving
them recommendations, that's my first thing… (Mother of Betty, age 12)

…I thought that was a pretty harsh judgement because I was the one that had gone around
and tried to engage everybody to try and get something done, I wasn't in denial about what
was going on with her I knew very well there was something wrong. It all came back to the
[therapy] report that was written that said I'd missed a couple of appointments … (Mother
of Betty, age 12)

Well, I couldn’t possibly say anything about it because they’ve got the rulebook and that’s all
there is about it. … (Foster Father of Tiana, age 9)

Pretty much from there I think they closed her file, you know how they do. (Mother of Betty,
age 12)

But anyway, they had to find someone to take her [Tiana], while all this [drama was
occurring]… it was like Keystone cops, we had about 20 police cars... detectives, you name it,
they were all here… no one from [Disability Support Service came] - and I contacted them
first. (Foster Mother of Tiana, age 9)

Communication-

Recommendations

Caring-

Recommendations

Be patient

Caring
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Because when she came from the carers beforehand there was no medical files, no nothing
given to me, well if she was to leave tomorrow there’s a medical file over there that has shown

At the start, like I said it has taken me a while to get an understanding of the system. So now
I'm sort of aware of it more, but at that time yes they would use words and things that they
had to come back around. I wasn’t saying that I didn’t understand it, so I was just going
along with it. So I didn't know and then I had to turn around and ask. Because then I'd come
to another appointment and they’d say that they said it to me, but I never - it looked like I
wasn't paying attention. But it was the way that it was medically said. …I'm not being
offended, they’re not being offensive to me, but I just think that sometimes I've got to be told
and explained to. I feel bad that if I have to ask I feel like I'm dumb, but because they
automatically think, assume that I know that because I might be bright. But they don't
realise and I'm not going to put that point out to them sometimes, because I'm embarrassed by
it. (Mother of Noah, age 13)

I know on my last trip [interstate] they said something and they hadn't put it in the report
and then I had to feed that back to you so that left you probably a bit confused as to "What do
they really mean there?" I'm not a medical person so for me to interpret it the way that they
meant it probably isn't the same. (Mother of Betty, age 12)

There are times when she comes home distraught when something’s happened at schooland this is what we’ve said- we will no longer accept a telephone call, where the teacher or the
Aboriginal Liaison Officer, rings us up and says, “the teacher wants this, and this, and this”.
It’s not acceptable, they either write it down or… that’s what they did, all of last year…all we
get in the [student communication] book is: pants wet twice. Bowel open. Nothing else.
They don’t tell you the physiotherapist came, she had difficulties with her exercises, or she
couldn’t sit in the chair properly… (Foster Mother of Tiana, age 9)

Communication

negative experiences

Well as an individual it’s a good thing to share our stories because if you don’t have shared
stories how are you ever going to learn what’s right and what’s wrong and being able to
accept what’s right and what’s wrong, and where do you go for help, what can you do.

Talk

what’s going on. (Foster Mother of Steve, age 21)

Being Indigenous

Yeah, I think so because it’s still an important thing, throughout her therapy we’ve always
had females which is a good thing because I don’t know whether or not a man should be
touching her and I think the only thing is that making sure that she’s got appropriate
clothing on, if she has women’s business whether or not we should go to these
appointments or withdraw because that’s something else… (Foster Mother of Katy, age

Cultural expectations
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Like I said, she didn’t know it after we went to Sydney. She just learnt all like English from
there, when we come back, and in school. Just English. But she’s picking up [Indigenous
Language] up now. She’s aware of a lot of who her family is now. Before she’s just see like
aboriginal mob. I’d just say okay, that’s your aunty, or this is your family. But didn’t know
the relationship to her. She’s finding that out for herself now. So it’s good. (Mother of Ellen,
age 19)

Importance of culture

Being Indigenous

The department[s] need to know that something is happening, this person is in the hard
basket it’s going to take us a lot longer with them, going to access for the school holidays or
living remote it’s not always there, not everyone can get to a clinic, not everyone goes to
school, not everybody has support people that are supportive, they may be in a house with
someone, the support’s not always there. (Foster Mother, Katy age 16)

So when you ring up and ask for [Therapist] or, [they say] “who, who?”. [I say]“She’s in
[name of office]” [They say, In officious tone], “We haven’t got her name?” [I say] “Well
she’s there!” (Foster Mother of Tiana, age 9)

Ask for [Therapist’s office], and 9 times out of 10, you’ll get put through to
[different] Disability Services. (Foster Mother of Tiana, age 9)

No, they don’t. They don’t listen at all. They just open up the rulebook and say right that’s it
– finished (Foster Father of Tiana, age 9)

everything that’s ever happened in her life and I think that’s important because I knew
nothing. I didn’t even have phone numbers; I didn’t know who worked with her and
what.(Foster Mother of Katy, age 16)

School Expectations

Racism

You know, <sighs> you want to be proud of who you are and where you’re from but you’re
going to cop it like, you’ll cop it, you know, you get placed in that stereotype and people think
because I’m a light hearted person that they think it’s all good to have a joke about it and stuff
and it’s not funny to me, it’s offensive and, you know, I may not let on but it’s still – that’s
who I am, where I’m from and that’s who my kids are and that’s where they’re from. And if
they want to be proud of their background and, you know, who they are, they have every right
to be. It’s not a joke, it’s not, you know, it’s not... We’re not all bloody sitting in the park
drinking, some people, you know. It’s a shame that that is some of the minority and, you
know what, the Aboriginals aren’t the only people that do it.....White fellas just sit in their
house and do the same thing, you know (Mother of Ariel, age 4)

Racism
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Yes Indigenous, because of the - it did come down with the racial thing, a lot of people didn’t
want to take the time to sit down with Indigenous children and teach them. They moved

Foster Father: [affirms and laughs]

Interviewer: …They think you’re a long grasser [homeless person]?

…. Even though I’m a white fella from xxxxxx [laughs] and people seem to see a white fella
pushing an Aborigine and they’ll [think] “what’s going on here?”…I’m given that horrible
feeling that, what do you call that mob that live in the grass? (Foster Father of Tiana, age 9)

[They say] oh you’re here, “why, you talk like you’re a white woman.” I'm like, “Well we’re
living in a white society, but it’s not even a white society, it’s for everyone. It’s just white
people have to run these channels and I said it is a fact. Because some of them are the ones
with the helmets on you know... “(mother of Noah, age 13)

With Steve when he had to get his orthotics done it was a man that was there and I didn’t
mind it was a man with him. Sometimes like Sally with Doctor Jane she’s with a woman,
so that’s fine by me but if a bloke came up for physio I’d like somebody there….. (Foster
Mother of Steve, age 21)

Cultural expectations

16)

I stay away from that, because if I get linked up [to support] with that it could affect me in
other things with child protective services will see that I'm struggling. I cannot cope and I
don't want to ever involve that, so I do it myself (mother of Noah, age 13)

Racism and

Racism

disempowerment, stress
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It’s like a jigsaw puzzle, I think that once [the concept of] ‘racism’ has stepped in it’s like
the puzzle becomes broken, missing, damaged. (Foster Mother of Katy , age 16)

Where in my school, it was English [spoken], you know that and we did what she [the teacher]
asked of us. We had English first and then culture time after school. And I said to the teacher
“You’re being racist to them. They don’t know English.… those 2 young girls [classmates]
were from [Remote School]…” They don’t know a single word of English and they got to talk
English properly. Where they were, ‘Bilingual’ was their first language”. (Mother of Mary,
age 17)

School Expectations

Racism

them to the next level without fully educating them. (mother of Noah, age 13)

Racism

4.8 THEME DIAGRAM
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SERVICE DELIVERY

This diagram reflects the position of physiotherapy service delivery and underlying theme
of communication permeating the emerging themes.
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4.9 ELABORATION ON OVERALL STUDY METHODOLOGY
Mixed Methods
Throughout my experience as a physiotherapist, an Australian and a public health student I have
noted the disparity between what the medical records and people in the community report about
care, the one-sided picture of Indigenous health through statistics, political news blips and health
documents.
While on a personal level I have been influenced by my undergraduate courses in anthropology
where one is taught to look at what is not obvious and to look at any social phenomenon in a
way to better understand those who experience it, or in turn to look at those who experience a
phenomenon to understand the event in itself. Professionally, I have trained in physiotherapy
whose most basic foundations focus on the natural sciences. One is taught to examine or search
for tangible signs of a disorder and avoid nebulous processes such as applying intuition.
Community-based physiotherapy service in the area of disability is placed in both the social and
physical sphere. Physiotherapy services and client experiences may be complicated by a
multitude of issues. The theoretical approach adopted could be considered one of pragmatism.
Pragmatism, as defined by the Merriam-Webster dictionary, is “a reasonable and logical way of
doing things or of thinking about problems that is based on dealing with specific situations
instead of on ideas and theories”(internet website).
Through conducting an examination of services provided, service provider perspectives and
service user perspectives, I hoped to develop a picture that was greater than any one approach
itself could provide.
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