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Abstract 

Background:  

Aboriginal and Torres Strait Islander children experience a higher prevalence of 

disability and socio-economic disadvantage than other Australian children. Early 

intervention involving the health, education, and social service sectors is vital for 

improving outcomes, but complex and fragmented services limit access and can 

compound disadvantage. 

Aim and objectives: 

This project aimed to inform ways to improve access to non-Aboriginal community 

controlled health, education, and social service providers and services for families of 

Aboriginal and Torres Strait Islander children who have a disability in Western Sydney, 

New South Wales, as part of a larger community-initiated Australian Research Council 

Linkage project (LP120200484). The objectives were to: 1) investigate the important 

components of collaboration in the field of Aboriginal and Torres Strait Islander 

childhood disability; 2) better understand non-Aboriginal Community Controlled 

Health Organisation provider perceptions, understandings, and experiences of 

providing services; 3) explore the barriers and facilitators to service provision; and 4) 

identify optimal approaches to developing interdisciplinary collaboration to support 

the multidimensional needs of families in their quest to ensure their children’s health 

and well-being. 

Setting:  

As part of Australian Research Council Linkage project (LP120200484), University of 

Technology Sydney researchers partnered with an Aboriginal Community Controlled 

Health Organisation to better understand how to facilitate improved service access for 

Aboriginal families with a child with a disability in Western Sydney, New South Wales, 

Australia. 

Design: 
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Phase one involved an integrative review of the literature using a systematic approach 

to elucidate how collaboration works in practice across and within sectors involved in 

service provision. This addressed a gap in the literature and informed development of 

the topic guide for Phase three. 

Phase two involved an asset-informed approach to mapping services relevant to 

Aboriginal childhood disability. The approach advocates the use of assets that already 

exist within communities to develop solutions for community-identified issues.  This 

produced a directory of relevant services for families, and identified relevant providers 

and stakeholders for Phase three recruitment as well as advancing the methodological 

rigor of asset-informed mapping. 

Phase three involved in-depth semi-structured interviews with 24 non-Aboriginal 

community controlled health, education, and social service providers informed by the 

epistemology of pragmatism. Data analysis was informed by the general inductive 

approach. The Candidacy, and Collaborative Practice to Enhance Patient Care 

Outcomes, frameworks were employed as analytical frameworks to explore provider 

perceptions, understandings, and experiences. The concept of candidacy describes the 

joint negotiation between families and providers of the eligibility of Aboriginal children 

with a disability and their families for services. The Collaborative Practice to Enhance 

Patient Care Outcomes framework explores the processes and determinants of 

interprofessional collaboration in this context. 

Results:  

The perceptions, understandings, and experiences of providers in delivering care to 

Aboriginal children with a disability in Western Sydney fell into two main categories: 1) 

direct service provision to children and their families, and 2) drivers of those 

collaborating with other providers in this field.  

Providers’ perceptions, understandings, and experiences of providing direct services to 

families centred on their perceptions of factors that either impeded or enabled 

families’ access to their services. Candidacy is influenced by interactions throughout 

the following stages: Identification of candidacy, Navigation of services, Permeability of 

services, Presentation at services, Provider adjudications, and Offers and resistance to 
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services. The process of candidacy is managed within operating conditions at the 

macro level related to the impact of the socio-political context of colonisation and the 

Stolen Generation, and funding and current policy directives. 

Providers’ perceptions, understandings, and experiences of working together across 

the health, education, and social service sectors centred on their perception of factors 

which either impeded or enabled collaboration. Interprofessional collaborative 

practice was influenced by interdependent interactional and organisational factors. 

Interactional factors fit within one of two dimensions: the ability of providers to share 

common goals and vision within a complex cross-sector service landscape, and sense of 

belonging in regard to factors that influenced trusting relationships and willingness to 

work together, particularly with Aboriginal providers and services. Organisational 

factors also fit within one of two dimensions: the influence of governance in relation to 

its important role in coordination and unlocking the strength of schools as service 

settings, and the essential role of the formalisation of processes to effective 

interprofessional communication. The processes of interprofessional collaborative 

practice were managed within the context of systemic factors of policy and funding at 

the macro level. 

Conclusion:  

Early intervention is vital to improving outcomes for Aboriginal and Torres Strait 

Islander children with a disability. Facilitating improved service access for families is 

key to ensuring that children receive early intervention. This will require holistic and 

collaborative responses from the health, education, and social service sectors involved 

in service provision. This thesis has advanced the field conceptually and 

methodologically by developing a framework for undertaking an asset-informed 

approach to service mapping. It has also contributed to the theoretical application of 

the Candidacy, and Collaborative Practice to Enhance Patient Care Outcomes, 

frameworks beyond their original focus on healthcare services to consider the 

interplay of factors related to the involvement of providers from the health, education, 

and, social service sectors.  
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Glossary of Terms 

Aboriginal and Torres Strait Islander 

In this thesis, the term Aboriginal and Torres Strait Islander refers to the Australian 

Indigenous population nationally. Both peoples have a wide diversity of traditions and 

languages [1]. For the purposes of this research: 

an Aboriginal or Torres Strait Islander is a person of Aboriginal or Torres Strait Islander descent, 

who identifies as being of Aboriginal or Torres Strait Islander origin and who is accepted as such 

by the community with which the person associates [2](para. 1). 

The term Aboriginal reflects the Indigenous population of New South Wales (NSW), as 

they constitute the majority of Indigenous people residing in the state.  

Aboriginal Community Controlled Health Organisation (ACCHO) 

ACCHOs play a vital role in delivering culturally appropriate primary healthcare to 

Aboriginal and Torres Strait Islander communities. According to the national 

representative body, the National Aboriginal Community Controlled Health 

Organisation [3]: 

ACCHOs range from large multi-functional services employing several medical practitioners and 

providing a wide range of services to small services that rely on Aboriginal Health Workers 

and/or nurses to provide the bulk of primary care services, often with a preventative focus on 

health education [3](p. 3). 

Candidacy 

The concept of candidacy in relation to access to services for vulnerable populations is 

defined as: 

the ways in which people's eligibility for medical attention and intervention is jointly negotiated 

between individuals and health services…candidacy is a dynamic and contingent process, 

constantly being defined and redefined through interactions between individuals and 

professionals [4](p. 7). 

Child 

In this thesis, the term child, and its derivatives, is defined as the period of early 

childhood from 0-8 years of age [5]. 
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Collaboration 

No universal definition of collaboration exists due to its complexity and a lack of 

consistent terminology [6,7]. The definition of collaboration in this thesis takes into 

account the broad contexts in which collaboration can happen while recognising that it 

is ultimately carried out between people [6,8], and the need to avoid attaching value 

statements [7]. For the purpose of this research, collaboration is defined as “an active 

and ongoing partnership, often between people from diverse backgrounds, who work 

together to solve problems or provide services” [9](p. xiii). 

Cultural competence 

Cultural competence is a complex concept often used interchangeably with cultural 

awareness and cultural safety [10]. Cultural awareness involves basic understanding of 

a cultural issue that does not necessarily lead to action [10,11]. Cultural safety 

emphasises self-reflexivity for professionals based on recognition of the power 

imbalance between a dominant culture and cultural minorities [11,12]. Cultural 

competence incorporates elements of both terms and is recognised in the majority of 

literature as the preferred concept [13]. It is argued that it is something to be 

constantly striving for rather than something you achieve [14]. 

This thesis uses the definition of cultural competence as outlined by the National 

Aboriginal Community Controlled Health Organisation. Cultural competence is defined 

as a concept existing on a continuum with a: 

focus on addressing attitudes, improving knowledge and changing behaviour at both individual 

and institutional/systemic levels that result in effective care for Aboriginal Peoples as a right. It 

shares an emphasis on participants developing an understanding and appreciation of the 

impact of dominant culture on Aboriginal Peoples through past and ongoing practices of 

colonisation [11](pp. 12-13). 

Disability 

Disability is a concept with no universally agreed definition [15]. A core challenge to a 

universal definition is that professionals involved in disability come from a range of 

disciplines that employ different definitions to suit different purposes [16]. This thesis 
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uses the definition of disability as outlined in the United Nations Convention on the 

Rights of Persons with Disabilities. For the purposes of this research: 

persons with disabilities include those who have long-term physical, mental, intellectual or 

sensory impairments which in interaction with various barriers may hinder their full and 

effective participation in society on an equal basis with others [17](para. 2). 

Ecological systems theory 

This thesis is informed by ecological systems theory [18]. The theory is typically 

illustrated as a number of concentric circles with the child situated at the centre. Each 

circle represents a different system level that influences and is influenced by the 

encasing levels. For the purpose of this research, the macro (government, socio-

political, systems), exo (organisations), and meso (providers) levels are employed. 

Experiences at the micro level of the child and family are reported elsewhere [19, 

DiGiacomo et al. manuscript under review, Green et al. manuscript under review]. 

Interprofessionality 

The concept of interprofessionality in relation to interprofessional collaborative 

practice is defined as: 

the development of a cohesive practice between professionals from different disciplines…It is 

the process by which professionals reflect on and develop ways of practicing that provides an 

integrated and cohesive answer to the needs of the client/family/population [20](p. 9). 

Intersectionality 

Intersectionality refers to categories of a person’s identity which can mutually 

construct each other to inform experiences of discrimination and oppression 

[21,22,23]. 

Mainstream 

Use of the term mainstream in this thesis refers to “non-indigenous systems, 

institutions and practices” [24](p. vii). 

National Disability Insurance Scheme 

The National Disability Insurance Scheme is an initiative by the Australian federal 

government to provide services and support for people with a disability across 
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Australia. In the pursuit of a nationally consistent approach, individual states and 

territories will no longer be responsible for the provision of specialist disability services 

[25]. The National Disability Insurance Scheme provides individualised funding 

packages for eligible people with a disability with the aim of enabling control and 

choice over their access to services and supports [25]. The initiative is currently being 

trialled in a number of locations, with full rollout expected in 2019 [26]. 
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Chapter One: Introduction 

1.1 Introduction 

Aboriginal and Torres Strait Islander peoples are the original inhabitants of 

Australia and owners of the land [1]. They represent the oldest surviving cultures in 

the world [2]. The British invasion in 1788 led to colonisation and an ongoing legacy for 

Aboriginal and Torres Strait Islander peoples of institutionalised discrimination through 

policies of dispossession and displacement [3, 4]. Colonisation has led to a wide range 

of health and socio-economic inequities experienced by Aboriginal and Torres Strait 

Islander peoples [4, 5]. 

In Australia, Aboriginal and Torres Strait Islander children experience a higher 

prevalence of disability than other Australian children [6]. Aboriginal and Torres Strait 

Islander children with a disability are considered as ‘doubly disadvantaged’ due to the 

disparity in rates of disability, as well as wider disparity experienced by Aboriginal and 

Torres Strait Islander peoples in relation to experiences of historical trauma and racism, 

and socio-economic disadvantage [7]. Unaddressed disability can negatively impact 

developmental and socio-economic outcomes across the life course [7-12]. 

Intervention through assessment and treatment in the early years of childhood is vital 

[7, 10, 13-16]. Aboriginal and Torres Strait Islander families of a child with a disability, 

however, report a range of barriers to service access, impeding early intervention. Two 

key barriers to mainstream service access are a lack of cultural competence [6, 7, 17-

20] and confusion caused by fragmented service provision across the health, education, 

and social service sectors [7, 17-19, 21]. 

1.2 Australian Research Council (ARC) Linkage project 

This PhD project was undertaken as part of a larger ARC-funded Linkage project 

(LP120200484), Doubly disadvantaged: harnessing elements of resilience and 

establishing information for systems change. The community-initiated ARC project 

partnered an Aboriginal Community Controlled Health Organisation (ACCHO) and 
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University of Technology Sydney researchers to better understand what is needed to 

facilitate improved service access for Aboriginal families with a child with a disability in 

Western Sydney, New South Wales (NSW), Australia. LP120200484 developed from 

the ACCHO-led project funded by the NSW Department of Ageing, Disability and Home 

Care to facilitate development of capacity across the broader early childhood sector to 

allow for early identification of Aboriginal and Torres Strait Islander children with a 

disability. The outputs of this project were a systematic literature review of childhood 

disability in Aboriginal and Torres Strait Islander peoples [18] and community forums 

undertaken with providers and carers to determine the factors involved in service 

access and support [7]. Findings indicated that there was considerable confusion 

around the existence, roles, and accessibility of health and social services. Challenges 

in accessing services and navigating the health and social care system contribute to a 

disconnect between providers and parents/carers. This can result in lost opportunities 

to help children and their families at a time when early intervention is critical. The 

researchers documented waiting times for treatment ranging from 6 months to 2 years. 

These delays could mean the difference between a child keeping up in school or being 

left behind.  

These findings from community forums and interviews with carers highlighted 

the need to better understand the perceptions, understandings, and experiences of 

external service providers in relation to their care provision for Aboriginal children and 

families.  Therefore, in addition to LP120200484 documenting the journey through in-

depth semi-structured interviews with 19 carers, to better understand what is needed 

to facilitate improved service access for families, the project team also addressed 

obtaining provider perspectives. Upon consultation with the LP120200484 ACCHO 

team, cultural mentor and co-investigator, Patricia Delaney, suggested that the PhD 

project focus on providers and organisations external to the ACCHO.  She felt that 

exploring non-ACCHO provider experiences of service provision and interaction with 

the ACCHO sector would help contribute to the larger picture of service provision.  The 

aim and objectives of this PhD project developed from this consultation. 
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1.3 Research aim, objectives and questions 

Despite the many challenges they face, Aboriginal and Torres Strait Islander 

families often show remarkable resilience. By understanding the factors supporting 

this resilience, LP120200484 aimed to enable a strengths-based solution to grow from 

within the community itself, rather than imposed from without. Through using the 

power of stories, narrative, and reflection, and a strong commitment from the 

Western Sydney community, LP120200484 built on parent/carer/family strengths and 

resilience. By facilitating access to services and support, the LP120200484 research 

team hoped to empower Aboriginal and Torres Strait Islander families and 

communities. This focus on resilience and a strengths-based approach underpinned 

this project in exploring the perceptions, understandings, and experiences of non-

ACCHO providers from the health, education, and social service sectors, delivering 

services to these families. 

1.3.1 Research aim 

The project aimed to inform ways to improve access to non-ACCHO health, education, 

and social service providers and services for families of Aboriginal children who have a 

disability in Western Sydney, NSW, Australia. 

1.3.2 Research objectives 

Objectives of this PhD project were to: 

1. Investigate the important components of collaboration in the field of Aboriginal and 

Torres Strait Islander childhood disability; 

2. Better understand non-ACCHO provider perceptions, understandings, and 

experiences of providing services; 

3. Document the barriers and facilitators to service provision; 

4. Identify optimal approaches to developing interdisciplinary collaboration to support 

the multidimensional needs of families in their quest to ensure their children’s health 

and well-being. 
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1.3.3 Research questions 

Research questions guiding this PhD project were: 

1. What are the important components of collaboration across the health, education, 

and social service sectors in the field of Aboriginal and Torres Strait Islander childhood 

disability? 

2. What are the perceptions, understandings, and experiences of non-ACCHO 

providers (health, education, and social services) in delivering care to Aboriginal 

children with a disability in Western Sydney? 

3. In what way do factors inhibit or enable disability service delivery?  

4. How can these factors be addressed to enable early intervention and service access 

for families? 

1.4 Research phases 

  To address the aim and objectives, this project involved three phases: an 

integrative review of the literature using a systematic approach (Phase one) [22]; 

development of an asset-informed approach to mapping services relevant to 

Aboriginal childhood disability in Western Sydney (Phase two) [23]; and a qualitative 

study of the perceptions, understandings, and experiences of 24 non-ACCHO health, 

education, and social service providers from Western Sydney (Phase three). Phase one 

elucidated how collaboration works in practice across and within sectors involved in 

service provision. It addressed a gap in the literature identified in the narrative 

literature review of the background in Chapter Two, and informed development of the 

topic guide for Phase three. Phase two involved an asset-informed approach to 

mapping services relevant to  Aboriginal  childhood  disability  for  carers  in  Western  

Sydney. In the absence of standardised guidelines, a framework for conducting an 

asset-informed approach to service mapping was developed. The framework guided 

the mapping of services which produced a directory of relevant services for carers 

while simultaneously identifying relevant providers and stakeholders for Phase three. 

Phase three involved in-depth semi-structured interviews with 24 non-ACCHO health, 
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education, and social service providers from Western Sydney. The research design was 

informed by the epistemology of pragmatism which asks the question of whether or 

not knowledge has served a purpose [24]. This was important as the PhD project 

sought to pursue the interests of the partner ACCHO who identified the need to 

explore non-ACCHO provider perceptions, understandings, and experiences of service 

provision as important and appropriate. 

1.5 Thesis structure 

Chapter One has situated this project within the context of the larger ARC-Linkage 

project. It has described the research aim, objectives, and questions that the project 

seeks to address and briefly outlined the research design. 

Chapter Two provides a narrative literature review of the background to establish the 

context of the project in relation to the existing literature. It identifies a lack of 

research on how collaboration works in practice across, and within, sectors involved in 

service provision to Aboriginal and Torres Strait Islander children with a disability and 

their families. The chapter also details relevant demographics of Western Sydney to 

establish the research setting, and establishes the significance and originality of the 

project.  

Chapter Three reports on Phase one, an integrative review of the literature that used a 

systematic approach to answer the question: What are the important components of 

collaboration across the health, education, and social service sectors in the field of 

Aboriginal and Torres Strait Islander childhood disability? It addresses the gap in 

knowledge identified in Chapter Two, and establishes the need for further research 

within specific local contexts to explore ways in which collaboration can improve 

access and be responsive to local needs. 

Chapter Four describes Bronfenbrenner’s ecological systems theory as the overarching 

conceptual framework informing the project. The Candidacy, and Collaborative 

Practice to Enhance Patient Care Outcomes frameworks, applied as a posteriori 

analytical frameworks to explore the interview findings in Chapters Six and Seven 

respectively, both utilise the ecological systems approach. These frameworks are 
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summarised to describe the concept of candidacy in relation to service access for 

vulnerable populations, and the concept of interprofessionality in relation to 

interprofessional collaborative practice. 

Chapter Five describes the methodology and methods of the Phase three qualitative 

study. Detail is provided on Phase two on how the asset-informed approach to 

mapping services informed the recruitment of non-ACCHO providers from the health, 

education, and social service sectors to participate in interviews. 

Chapter Six reports on the providers’ perceptions, understandings, and experiences of 

direct service provision to families in relation to their perception of factors which 

either impeded or enabled families’ access to services. These are explored through an 

adaptation of the Candidacy framework. 

Chapter Seven reports on the providers’ perceptions, understandings, and experiences 

of working together across the health, education and social service sectors in relation 

to their perception of factors which either impeded or enabled collaboration. These 

are explored through an adaptation of the Collaborative Practice to Enhance Patient 

Care Outcomes framework. 

Chapter Eight discusses the qualitative study findings in relation to how they 

contribute to the theoretical extension of the Candidacy, and Collaborative Practice to 

Enhance Patient Care Outcomes frameworks. The project findings are also discussed in 

relation to the relevant literature structured by considerations at the macro, exo, and 

meso levels. Strengths and limitations of the project are presented. 

Chapter Nine presents conclusions of the project and recommendations for policy and 

practice. 
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Chapter Two: Background 

2.1 Background 

2.1.1 Health disparity in Aboriginal and Torres Strait Islander childhood 

disability 

The Australian population has access to a first-class universal healthcare system 

and is relatively healthy [1]. Aboriginal and Torres Strait Islander peoples are an 

exception to this rule [2, 3]. While this is also found in indigenous populations from 

comparable countries, Aboriginal and Torres Strait Islander peoples experience some 

of the largest health disparities [4-8]. The gap in life expectancy between Aboriginal 

and Torres Strait Islander peoples and other Australians is approximately 9.5 years for 

females and 10.6 years for males [3, 9, 10]. Aboriginal and Torres Strait Islander people 

over 15 years of age have been found to be twice as likely to rate their health as 

fair/poor than other Australians [10, 11]. This disparity extends to disability. Outcomes 

have improved in areas such as the gap in life expectancy, but there have been no 

improvements in the high rates of disability with Aboriginal and Torres Strait Islander 

people experiencing overall disability at 1.5 times the rate experienced by other 

Australians, and are twice as likely to experience a severe or profound form of 

disability [9, 12]. Although there are no national data sets for disability in Aboriginal 

and Torres Strait Islander peoples, or children more generally [8, 13-16], the limited 

data available identify a range of disparities. 

Aboriginal and Torres Strait Islander children experience a higher prevalence of 

disability than other children [17]. They encounter higher rates of hearing loss [9, 11, 

18], which has been linked to the high prevalence of middle ear diseases such as otitis 

media (OM). Rates of OM experienced by Aboriginal and Torres Strait Islander children 

are among the highest in the world (as high as 91% in some remote communities [19]), 

similar to those in developing countries, and at a level classified by the World Health 

Organisation (WHO) as a significant public health problem [2, 19, 20]. OM is also 

experienced for longer and more persistent periods by Aboriginal and Torres Strait 
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Islander children (32 months compared with 3 months for other children) [21]. Hearing 

impairment can negatively impact speech and language development, cognitive 

development, attention and behaviour [21-26]. Although much of the literature on 

Aboriginal and Torres Strait Islander childhood disability focuses on OM, disparities are 

evident in other areas suggesting the need for a broader focus [27]. Aboriginal and 

Torres Strait Islander children have been found to have a significantly higher 

prevalence of communication disorders (64% in one Queensland study [28]), be twice 

as likely to have an intellectual disability [29], and are 1.3 times more likely to require 

assistance with self-care, mobility, or communication than other children [30]. Such 

disparity is also evident in developmental delay [31] and Fetal Alcohol Spectrum 

Disorder [32]. 

2.1.2 Social determinants of health 

Health disparities are a matter of social justice when they are due to structural 

determinants and conditions of daily life shaped by political, social, and economic 

factors that can be avoided [33]. These are the social determinants of health. Not only 

do social determinants of health impact health outcomes, there also exists a social 

gradient where lower socio-economic status correlates with worse health outcomes 

[33, 34]. Healthcare systems act as social determinants of health that influence and are 

influenced by other social determinants [35]. Persons with a disability in Australia 

report experiencing social exclusion and discrimination in their daily lives which impact 

on their access to healthcare [36, 37]. Experiences of discrimination due to 

institutionalised perceptions of ableism, where normal bodies are considered superior 

to abnormal bodies, is a social determinant that influences disability [38]. However 

disability policy in general has been criticised for paying little attention to the social 

determinants of health [39]. This is doubly experienced by Aboriginal and Torres Strait 

Islander people with a disability, who not only experience social exclusion and 

discrimination from their identity as having a disability, but also from their identity as 

Aboriginal and Torres Strait Islander people [40, 41]. 

Aboriginal and Torres Strait Islander people with a disability have been 

described as ‘doubly disadvantaged’ due to the negative impact of socio-economic 
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disadvantage and racism on disability which can develop into a cycle of health 

inequities [42]. Central to the Australian government’s Close the Gap campaign to 

reduce Aboriginal and Torres Strait Islander disadvantage is recognition of the 

important role of addressing the social determinants of health on closing the gap [26]. 

Aboriginal and Torres Strait Islander people who attained school completion at year 10 

level or below have been found to be twice as likely to assess their health as fair/poor 

than those who completed year 12 [26]. Life stressors such as a death in the family or a 

serious illness can negatively impact on health outcomes. Almost two-thirds of 

Aboriginal and Torres Strait Islander children in 2008 reported experiencing at least 

one life stressor within the previous 12 months with stressors more common for 

children living in non-remote areas [2]. The negative impact of life stressors on 

indigenous children globally has been observed among reservation-based Native 

American children. Life stressors such as witnessing violence, poverty and racism were 

found to be linked to a vulnerability to psychiatric disorders [43]. The Commission on 

Social Determinants of Health’s report identifies indigenous populations as having a 

unique status in terms of their experiences of colonisation that need to be examined 

separately from discussions around universal experiences of social exclusion [35]. 

Little attention has been paid to research on the social determinants of health 

in disability policy [39]. The main issue affecting action on the influence of social 

determinants of health for disability is that it requires a shift in thinking as they are 

often considered indirect to the traditional responsibilities of health, education, and 

social service sectors [44, 45]. 

Social determinants of health for Aboriginal and Torres Strait Islander people 

include lack of access to appropriate health services, racism, lack of education, and 

unemployment [46, 47]. These can be divided under three broad categories: historical 

trauma, racism and socio-economic status.  Historical trauma is associated with poorer 

health outcomes and has been linked to distrust of mainstream organisations and 

providers [2, 7, 42, 48-50]. It was less than 50 years ago that Aboriginal and Torres 

Strait Islander people were officially acknowledged as citizens of Australia with the 

right to vote [51]. Institutionalised discrimination through policies of dispossession and 

displacement have led to a fear among some Aboriginal and Torres Strait Islander 
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people that their children will be taken from them if they interact with mainstream 

services [13, 27]. This fear is influenced by the fact that from the very start of 

European colonisation, Aboriginal and Torres Strait Islander children were forcibly 

removed from their families [52]. Specific policies that legislated the forcible removal 

of children from approximately 1910 to the late 1960s created what is known as the 

Stolen Generation [52]. 

A recent survey on Aboriginal and Torres Strait Islander peoples’ experiences of 

racism found that in the preceding year, 97% of the 755 respondents had experienced 

at least one incident of racism [26]. Experiences of racism among Aboriginal and Torres 

Strait Islander youth aged 16-20 years has been found to be associated with anxiety, 

depression and poor mental health more generally [53]. Experiences of racism are so 

common for some Aboriginal and Torres Strait Islander peoples that they can become 

de-sensitised, impacting their ability to explain what they have experienced to 

healthcare providers [54]. It is also reported that delays in diagnosis and treatment, 

due to stereotyping by health professionals, are linked to poorer health outcomes for 

this population [55]. Not only are Aboriginal and Torres Strait Islander persons with a 

disability negatively impacted by historical trauma and racism, they can experience 

disability specific discrimination, or disablism, which is also associated with poorer 

outcomes [39]. Racism and discrimination influence low socio-economic status. 

Globally, colonisation and associated discrimination and racism has also denied 

indigenous people access to the resources to improve socio-economic status [56]. 

Aboriginal and Torres Strait Islander peoples are among the most socio-

economically disadvantaged populations in Australia. It is reported that disparities in 

socio-economic status account for between one-third and a half of the gap in health 

outcomes [48]. Low education attainment and low income experienced by carers are 

associated with inequitable access to health services for Aboriginal and Torres Strait 

Islander children [47]. Almost half of Aboriginal and Torres Strait Islander households 

are in the lowest income group and are four times less likely to be in the highest group 

than other Australians [2, 48]. In 2006, almost half of Aboriginal and Torres Strait 

Islander children were in families who were jobless [2] and the unemployment rate 

increased from 7% to 11% between 2001 and 2008, higher than the rate for other 
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Australians [48]. Aboriginal and Torres Strait islander people with a disability also 

experience higher levels of unemployment than other Australians with a disability [17]. 

The relationship between disability and poverty is bi-directional; each can increase the 

risk of the other and contribute to lifelong cycles of disadvantage [17, 38, 42, 56, 57]. 

Socio-economic disadvantage compounds the experience of hearing loss as well as 

intellectual and developmental disability, with socio-economic status and being 

indigenous identified as factors of poorer childhood development [9, 25, 45, 58]. A 

study of Aboriginal and Torres Strait Islander childhood development in South Western 

Sydney found the more socio-economic risk factors there were, the lower the child’s 

overall mental development score [59]. Poverty and social disadvantage is a 

contributing factor to OM-related hearing loss in Aboriginal and Torres Strait Islander 

children [15, 23, 60]. These social determinants have been linked with a higher 

likelihood of Aboriginal and Torres Strait Islander people with mental and cognitive 

impairment coming into contact with criminal justice than other disadvantaged groups 

of people [61]. 

2.1.3 Human rights 

Action on the social determinants of health is based within a human rights 

framework. The rights of Aboriginal and Torres Strait Islander children with a disability 

are guaranteed under a number of international laws ratified or endorsed by the 

Australian government [62-64], and which aim to preserve the identities and improve 

the economic and social conditions of children with disabilities. These include the 

United Nations Convention of the Rights of Persons with Disabilities (ratified by 

Australia in 2008), the United Nations Declaration on the Rights of Indigenous Peoples 

(endorsed by Australia in 2009), and the United Nations Convention on the Rights of 

the Child (ratified by Australia in 1990). These laws enshrine children’s rights to the 

highest standard of attainable health, access to healthcare services, education, non-

discrimination on the basis of either their indigenous identity or disability identity, and 

equality of opportunity. The Australian government’s obligations under these 

international instruments include consulting with persons, including children, with a 

disability in the formation of policy [65], involving indigenous people in decision 
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making affecting their rights [64], ensuring education is provided in a culturally 

appropriate manner to maximise social and academic development [65], paying special 

attention to the rights and special needs of indigenous children with a disability in 

improving their social and economic conditions [64], taking steps to ensure the full 

realisation of the right to  the highest attainable standard of health [64], providing 

services for early identification and intervention of disabilities [65], and providing the 

full range of health, education, and social services required for the special needs of 

children with a disability [62].  These laws guarantee the rights of Aboriginal and Torres 

Strait Islander children with a disability to the highest standard of attainable health, 

access to healthcare services, education, non-discrimination on the basis of their 

identities, equality of opportunity and improvement of their economic and social 

conditions [62-64]. 

The right to non-discrimination is also guaranteed under national laws in the 

Disability Discrimination Act [66] and the Racial Discrimination Act [67]. The rights to 

non-discrimination are addressed in the Australian Charter of Healthcare Rights 

endorsed by all Australian healthcare ministers in 2008 which ensures cultural safety 

and respect in the provision of healthcare services by including the right to respect of 

“culture, beliefs, values and personal characteristics” [68](p.1). The Australian Human 

Rights Commission has drawn attention to a number of human rights violations faced 

by Aboriginal and Torres Strait Islander persons with a disability. These include 

individual rights to health and education which are impacted by the high levels of 

socio-economic disadvantage experienced at the systemic level [14]. 

2.1.4 Impact on developmental and socio-economic outcomes 

The high prevalence of disability and socio-economic disadvantage experienced 

by Aboriginal and Torres Strait Islander children can negatively impact their life course 

and reinforce the cycle of disadvantage [15, 42]. Unaddressed disability can negatively 

affect speech, language, and social development, as well as health, education, and 

employment outcomes [19, 23, 25, 42, 69, 70]. Hearing impairment in Aboriginal and 

Torres Strait Islander children contributes to 30% fewer year 12 completions [71]. For 

Aboriginal and Torres Strait Islander children with undiagnosed hearing loss, their 
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invisible disability can intersect with their cultural identity to create the ground for 

racism in the form of teachers labelling them as disruptive or ignorant [69]. Evidence 

links low educational achievement to involvement in the criminal justice system [25, 

58, 72]. Once an Aboriginal or Torres Strait Islander child comes into contact with 

juvenile justice they are likely to offend as an adult continuing a life-long trajectory and 

increasing the likelihood of adult incarceration [73, 74]. Currently the rate of Aboriginal 

and Torres Strait Islander youth in youth justice supervision is 14 times higher than the 

rate of other Australian youth [11]. Aboriginal and Torres Strait Islander youth in 

contact with the juvenile justice system are four to five times more likely to have an 

intellectual disability than the general population [75]. A study of young Aboriginal 

people in a youth detention facility recently found that 89% had Fetal Alcohol 

Spectrum Disorder or other neurodevelopmental impairments [76]. Aboriginal and 

Torres Strait Islander adults with mental and cognitive disbabilities are also over-

representated in the criminal justice sytem [61]. The negative impact on 

developmental and socio-economic outcomes for Aboriginal and Torres Strait Islander 

children also impact parents and carers. Parents and carers can experience adverse 

health and social outcomes as a consequence of caregiving responsibilities and have 

worse mental and physical health, higher rates of depression and experience greater 

financial hardship than the general population [38, 77]. 

2.1.5 Service access 

2.1.5.1 Importance of early intervention 

Unaddressed disability can have life-long consequences for indigenous peoples 

[56]. Investment in early childhood through policies that address the social 

determinants of health can potentially reduce disparities within a generation and is 

fundamental to addressing health inequity [25, 33, 42, 58, 78, 79]. In Australia, findings 

from the Gudaga Study of Indigenous childhood development in South Western 

Sydney support the need for investment in early interventions that encourage 

essential skills for development such as language and fine motor skills and support to 

families impacted by socio-economic disadvantage [59]. Increased access to early 

intervention services for Aboriginal and Torres Strait Islander children with ear health 
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problems has been linked to a decrease in rates of hearing impairment (from 23% to 

8%) [70]. Lack of access to appropriate diagnosis and support in early childhood is 

associated with the over-representation of adults with mental and cognitive 

impairments in the criminal justice system underlying the importance of effective early 

intervention for positive trajectories in later life [61]. Early intervention is also more 

cost effective than intervening later in life [7, 80]. However, Aboriginal and Torres 

Strait Islander families with a child with a disability face a number of barriers to service 

access impeding early intervention.  

2.1.5.2 Barriers to service access 

Service access is important in the prevention and management of health 

problems and addressing health disparities [4, 18]. Aboriginal and Torres Strait Islander 

persons with a disability are less likely to access services than other Australians despite 

experiencing higher rates of disability [42, 81, 82]. Barriers to service access include 

socio-economic disadvantage [1, 14, 27], insufficient supply of programs [17, 42], long 

waiting times [42], lack of child care [42], lack of transportation [13, 27, 42, 49, 50], 

social marginalisation [42], inadequate housing [27], lack of knowledge of entitlements 

and processes [13, 49], bureaucratic processes [49], lack of culturally appropriate 

services [42], mistrust of government services [1, 17, 42, 49, 50], cultural attitudes 

towards disability [13, 27, 42, 49], racism [1, 27, 49], system complexity [42], confusion 

over available services [13, 42], and lack of coordination and communication between 

services and levels of government [1, 13, 27, 42, 49].  

2.1.5.3 Cultural competence 

One of the key barriers to mainstream service access is a lack of cultural 

competence within these services. Strategies that support cultural competence at all 

levels, and working within a cultural competence framework, are necessary to improve 

service access and engagement [3, 83, 84]. This includes appreciating differences in 

cultural conceptualisations of disability, assessing children in a holistic way, and 

recognition by service providers that children can be cared for by someone other than 

their parents often via informal arrangements [27, 42]. For urban Aboriginal and Torres 
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Strait Islander populations, engagement with mainstream services is particularly 

relevant due to the high concentration of these services in urban areas and, therefore, 

it is important that these services focus on increasing cultural competence in order to 

become more accessible [84]. Despite the importance of increasing cultural 

competence of the workforce, an Australian literature review found a lack of health 

provider attendance at cultural competence training despite some evidence suggesting 

it can increase knowledge and improve the attitudes and skills of health providers [85]. 

Cultural competence also facilitates sustainable collaboration between Aboriginal and 

Torres Strait Islander and other Australian organisations, providers and communities 

[83, 85]. 

2.1.5.4 Collaboration 

Recognition of the complex social determinants of health for Aboriginal and 

Torres Strait Islander peoples has led to a shift from purely medical interventions to 

inclusion of non-medical approaches involving collaboration across sectors [7]. A 

holistic model of health and wellbeing for services is required to improve service 

access [4, 84]. Different sectors and levels of government working in silos is a key 

barrier to the collaboration required to address the complexities of Aboriginal and 

Torres Strait Islander childhood disability [27, 48, 86]. Improved collaboration between 

health, education, and social service sectors is key to improving service access and 

addressing the confusion caused by complex and fragmented service provision [8, 23, 

27, 42, 87]. Despite the links between health, education, and social circumstances, 

these sectors have continued to work in silos, resulting in a failure to address 

entrenched socio-economic and health disparities. Even within sectors, such as health 

professionals from different disciplines, providers are educated in a silo format that 

discourages interprofessional collaboration, emphasising the complexity of effective 

collaboration [88]. Collaboration between mainstream services and ACCHOs are 

particularly important in effective service provision to Aboriginal and Torres Strait 

Islander people as ACCHOs lack the capacity to provide services everywhere while 

mainstream services lack the ability to meet the cultural needs of Aboriginal and 

Torres Strait Islander people [89]. Key barriers to effective collaboration include the 
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fragmented decentralised government structure, which weakens streamlined 

policymaking capacity [89], Australia’s history of colonisation influencing both previous 

and current policy [90, 91], and inefficient and complex funding models for ACCHOs 

[92]. 

The need for collaborative responses to disability is recognised both 

internationally and nationally [57]. The WHO policy on addressing health inequities 

and disability aims to promote whole-of-government and inter-sector collaborative 

approaches [33, 35, 57]. One of the recommendations from the World Report on 

Disability is for further research into barriers to service access and ways to overcome 

them in specific contexts [57]. The international policy shift towards collaboration 

began with the Declaration of Alma Alta in 1978 which recognised that health 

outcomes are linked to social and economic factors and therefore a need for cross-

sector service coordination [93]. The intersection between health and socio-economic 

factors was further recognised in the Ottawa Charter for Health Promotion in 1986 

which again called for coordination and collaboration across sectors and all levels of 

government to counter negative health outcomes [94]. Cross-sector collaboration to 

address health disparities was also called for in the 2008 World Health Report and the 

2011 Rio Political Declaration on Social Determinants of Health [35, 95]. Nationally, the 

Australian government’s Close the Gap campaign to reduce Aboriginal and Torres 

Strait Islander disadvantage advocates the need for collaboration across all sectors and 

levels of government for effective service coordination [96]. The 1986 Disability 

Services Act provided early recognition of the importance of disability services 

collaborating with mainstream services [97] which was then further endorsed in the 

National Disability Agreement in 2009, which highlighted that improved outcomes for 

persons with a disability relies on effective service coordination across government 

services [98, 99]. The 2010-2020 National Disability Strategy is based within a human 

rights framework and recognises the need for all mainstream services involved with 

persons with a disability including health, education, indigenous reform, and housing, 

to work within a collaborative whole-of-government approach to address service 

fragmentation [40]. Both the 2013 National Standards for Disability Services and the 
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2013 National Disability Insurance Scheme Act advocate for collaborative partnerships 

and a nationally consistent approach to service provision [100, 101]. 

Specific health policies for Aboriginal and Torres Strait Islander peoples also 

reflect this shift of emphasis to whole-of-government collaboration [4]. The National 

Indigenous Reform Agreement binds national, state and territory governments to 

closing the gap in health outcomes for Aboriginal and Torres Strait Islander peoples 

within a generation with integration through collaboration across all levels of 

government and sectors as one of the principles underpinning service delivery [96]. 

Inter-sector and agency collaboration and whole-of-government coordination was a 

key priority specific to Aboriginal and Torres Strait Islander persons with a disability in 

the 2003-2013 National Strategic Framework for Aboriginal and Torres Strait Islander 

Health [102] and is a key part of the 2013–2023 National Aboriginal and Torres Strait 

Islander Health Plan [103, 104]. 

Despite the policy shift towards cross-sector collaboration in disability, in 

practice, policy directives do not always translate into collaborative action [33, 45]. 

This mismatch between policy and practice could be due to the complexities inherent 

in cross-sector collaboration and breaking free of the influence of professional silos. 

Collaborative partnerships are not always effective and collaboration itself can be a 

frustrating concept in practice [105, 106]. Unlike the existing research in this section 

that has drawn-out the importance of early intervention and barriers to service access, 

particularly around lack of cultural competence, there is a lack of research into how 

collaboration works in practice in the context of Aboriginal and Torres Strait Islander 

childhood disability. More needs to be known to improve service access. 

2.1.6 Unlocking the potential of the workforce 

One of the recommendations from the World Report on Disability is to improve 

human resource capacity identifying health, education, and social service providers 

involved in disability as key to improving service access for persons with a disability 

[57]. Health professionals, in particular have been identified as key to addressing 

health inequities and the impact of social determinants of health through acting as 

advocates with unique understanding of local contexts [34, 55]. Within the Australian 
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context, building the capacity of Aboriginal Health Workers has been identified as 

critical to improving service access for Aboriginal and Torres Strait Islander children 

with a disability [42] as well as increasing the cultural competence of mainstream 

providers [51].  

2.2 Significance and originality 

Data on Aboriginal and Torres Strait Islander children with a disability are 

limited, particularly in urban populations, and this inhibits adequate service planning 

[107]. Despite 79% of the Aboriginal and Torres Strait Islander population living in 

urban or regional areas, most of the research on Aboriginal and Torres Strait Islander 

childhood disability is on rural/remote populations [2, 7, 13, 42, 108]. It is important to 

address this gap in knowledge as Aboriginal and Torres Strait Islander populations can 

be less visible in urban areas and available services are not necessarily appropriate or 

accessible [13, 24, 42, 84, 109]. This project will contribute to addressing service access 

in the socio-cultural and environmental context of Western Sydney. The researcher is 

embedded in a research team of both Aboriginal community members and university 

researchers, with demonstrated collegiality and respect. This project represents a 

collaborative approach shifting from consultation and information to involving, 

collaborating, and empowering Aboriginal and Torres Strait Islander communities, 

ensuring consumer involvement in research. The academic rigor of this project is 

augmented by cultural mentorship and immersion in the data, further details of which 

are provided in Chapter Five. 

2.2.1 The Western Sydney context 

NSW has the largest population of Aboriginal and Torres Strait Islander 

residents in Australia, with the majority residing in Western and South Western Sydney 

[11, 110, 111]. The partner ACCHO plays an integral role in delivering culturally 

appropriate and comprehensive health, social and cultural services to the Aboriginal 

and Torres Strait Islander community of Western Sydney and its surrounding areas. 

The partner ACCHO is located in Mt Druitt and lies within the boundary of Deerubbin 

Local Aboriginal Land Council; an area that encompasses Western Sydney Local Health 
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District (WSLHD) and includes nine Local Government Areas (LGA). The WSLHD 

includes Westmead, Blacktown/Mount Druitt, Auburn and Cumberland hospitals, the 

Children’s Hospital at Westmead and 7 Community Health Centres [112]. Blacktown 

LGA, which encompasses Mt Druitt, is one of the most socio-economically 

disadvantaged areas in Sydney according to the Socio-Economic Indexes for Areas of 

disadvantage (a score of 968 compared with the score of 1011 for Sydney) [112, 113]. 

Lower scores in the index of disadvantage indicate areas where there is more 

disadvantage.  In comparison to the general Aboriginal and Torres Strait Islander 

population in NSW, a lower proportion of the population in this area hold formal 

qualifications, there is a lower rate of year 12 completions (19.5% compared with 

compared with 58.5% and 22.4% respectively for the Aboriginal and Torres Strait 

Islander population) and a higher rate of unemployment (20% compared with 17%) 

[114]. A high rate of Aboriginal and Torres Strait Islander children aged between 0-11 

years old also live in the area [114]. 

Consistent with international and national policy, current NSW policy 

addressing disability and service access advocates a cross-sector collaborative 

approach and early intervention to address service complexity and fragmentation, and 

disparities [115, 116]. The NSW Aboriginal Health Plan 2013-2023 recognises the key 

role that social determinants of health play in health inequities and includes building 

partnerships and ensuring integrated service delivery as strategic directions [117]. The 

2014 NSW Disability Inclusion Bill passed by the NSW Parliament in August 2014 

recognises that Aboriginal and Torres Strait Islander people with a disability face 

multiple disadvantages and the need for a coordinated whole-of-government 

approach to service provision [118]. Multidisciplinary and multiagency collaboration is 

also one of the service standards for the NSW Health Building Strong Foundations for 

Aboriginal Children, Families and Communities Program [119]. The WSLHD strategic 

plan includes integrated care and collaboration and partnerships as strategic principles, 

and the Blacktown City Council Disability Inclusion Plan 2012-2015 recognises that 

barriers to service access can be physical, procedural or social and undertakes to make 

sure there is equitable service access and a whole of council organisational philosophy 

[120]. 
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Data from the local community forums conducted as part of the project that 

preceded LP120200484, discussed in Chapter One Section 1.2, were explored within 

Penchansky and Thomas’s dimensions of healthcare access framework which defines 

access for healthcare as constituted by availability, affordability, accessibility, 

accommodation and acceptability [121]. Specific factors impacting service access for 

this community included long waiting lists and insufficient programs (availability), 

childcare, respite and transport (affordability), system complexity, lack of 

communication between services, and rigid service eligibility criteria (accessibility), 

deficiencies in the language used by providers, short duration of appointments, and 

lack of holistic assessment approaches (accommodation), and experiences of racism 

and mistrust of mainstream services (acceptability) [42]. Although not specifically 

recognised in the framework, the forums found factors that came under an additional 

concept of awareness which included a lack of awareness by providers and carers of 

available support/services due to a lack of information/promotion [42]. 

 The narrative review of the background literature in this chapter has 

established the context of the project in relation to the existing literature. In Section 

2.1.5.4 the review identified a lack of research on how collaboration works in practice 

across, and within, sectors involved in service provision to Aboriginal and Torres Strait 

Islander children with a disability and their families. More needs to be known to 

improve service access. The next chapter reports on the Phase one integrative review 

of the literature using a systematic approach to address this gap in knowledge. 
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Chapter Three: Integrative literature review 

3.1 Introduction 

Section 2.1.5 in Chapter Two reviewed the existing literature on service access 

and found that most of the research centers on the importance of early intervention 

and barriers to service access, particularly around lack of cultural competence in 

service provision to families. The review found that despite the policy imperative 

towards collaboration, there has been no systematic attempt to elucidate how 

collaboration works in practice across and within sectors involved in service provision.  

To address this, an integrative literature review [1](Appendix 1) was undertaken 

(Phase one) to answer the question: What are the important components of 

collaboration across the health, education, and social service sectors in the field of 

Aboriginal and Torres Strait Islander childhood disability? Understanding these 

components will be essential in improving service provision and access for Aboriginal 

and Torres Strait Islander children with a disability and their families.  

3.2 Methods 

 An integrative literature review was conducted using a systematic approach to 

identify components of collaboration. 

3.2.1 Eligibility criteria 

 Included articles focused on Aboriginal and Torres Strait Islander children with 

a disability and/or their families/carers, or providers of services to this population, as 

well as reference to collaboration or interaction within or across two or more 

providers/sectors. Articles were included if they were written in English, specifically 

addressed Australian issues, were peer-reviewed or grey literature. No limits were 

imposed on publication date or study design. Articles were excluded if their sole focus 

was on adolescent or adult disability or a population other than Aboriginal and Torres 

Strait Islander peoples.  
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3.2.2 Search strategy 

A systematic electronic database search strategy using Boolean terms was 

developed in collaboration with a health librarian (see Figure 3.1 for an example). 

Search terms were Medical Subject Heading terms and keywords including derivatives 

of the key terms collaboration, child, disability, and indigenous. The grey literature was 

searched using variations of the key search terms from each of these groupings. 

 

Figure 3.1 Electronic database search strategy example*.*Search terms varied slightly 
for each database. 
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3.2.3 Information sources 

In consultation with a health librarian, a systematic search of health, education, 

social science, multidisciplinary and indigenous electronic databases and search 

engines was conducted to identify articles published in peer-reviewed journals. The 

electronic databases Cumulative Index to Nursing and Allied Health Literature, 

EMBASE, PsycInfo, Medline, Education Resources Information Center, Social Services 

Abstracts, Sociological Abstracts, Academic Search Complete, Health Collections, 

Indigenous Studies Bibliography, Australian Public Affairs Information Service, 

Australian Public Affairs Information Service - Health, Aboriginal and Torres Strait 

Islander Health, Health & Society, Multicultural Australia and Immigration Studies - 

Aboriginal and Torres Strait Islander Subset, Rural and Remote Health Database, 

Australian Indigenous HealthInfoNet and Google Scholar search engine were searched. 

Reference lists were also searched for relevant articles. Grey literature was identified 

through a search of websites of Aboriginal and Torres Strait Islander and disability 

representative organisations, the National Disability Organisation’s Clearinghouse, 

Trove theses database, and Mednar. 

3.2.4 Study selection 

Returned articles published in peer-reviewed journals were imported into 

EndNote software. To establish consistency in the application of inclusion/exclusion 

criteria, the first 100 articles were assessed against eligibility criteria independently by 

two researchers (AG and MD).  Any inconsistencies were discussed until consensus was 

reached. One researcher (AG) assessed the remaining articles. 

3.2.5 Data collection 

Data were extracted from included articles into an a priori designed electronic 

spreadsheet by one researcher (AG). Data items included the setting, design, 

disability/impairment, population, aims, and methods. Data items specific to 

collaboration were extracted and grouped according to the discipline of providers 

involved in collaboration, collaborative models, components of collaboration, and key 

conclusions or recommendations. 
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3.2.6 Evaluation and analysis 

Quality appraisal of all included articles published in a peer-reviewed journal 

was conducted, using relevant critical appraisal tools, independently by two 

researchers (AG-MD/TL) who met to establish agreement on final ratings. Any 

disagreements were resolved through discussion. All included articles were evaluated 

using the Level of Evidence ranking system by MeInyk and Fineout-Overholt [2]. Data 

analysis was guided by the narrative synthesis approach by Popay et al. [3]. After 

developing the preliminary synthesis of findings, a search for a conceptual model was 

conducted. The model needed to provide a holistic framework centered on the child 

and their family that encompassed the different system levels of collaboration and 

how they interact with one another. An adaptation [4, 5] of Bronfenbrenner’s 

ecological systems theory of child development [6] represented a conceptual model in 

which the relationships in the data could be explored at the macro (government), exo 

(organisational), and meso (provider) system levels (see Figure 3.3). The theory has 

previously been referenced in the context of addressing factors influencing equitable 

service access for underserved populations with a communication disability [7]. With 

the exception of Zubrick et al. [8], it has not before been applied specifically to service 

access issues in the field of Aboriginal and Torres Strait Islander childhood disability.  

3.3 Results 

The database search and peer-reviewed article selection is shown in Figure 3.2. 

Thirteen peer-reviewed articles met inclusion criteria (Table 3.1). The majority of 

studies were qualitative (n=5), followed by discussion papers (n=3), observational 

(n=2), mixed methods (n=1), a literature review (n=1), and intervention (n=1). The grey 

literature search retrieved 18 articles that met the inclusion criteria (Table 3.2). In total, 

31 articles were included in the review. The literature predominantly reported on 

hearing impairment and related disability, such as learning impairments (n=17). 

Quality appraisal of the articles published in a peer-reviewed journal was conducted as 

part of a systematic approach to provide an overview of quality, but was not given 

weighting in the analysis and synthesis of data due to the lack of formal methods for 

this in integrative reviews (see Appendix 2 for quality appraisal). 
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Figure 3.2 PRISMA flowchart of search procedure for peer-reviewed journal articles 

The following section provides a narrative synthesis of the findings using the 

macro (government), exo (organisational), and meso (provider) system levels to 

demonstrate the components of collaboration across the health, education, and social 

service sectors in the field of Aboriginal and Torres Strait Islander childhood disability. 

3.3.1 Macro (government) system factors 

3.3.1.1 Structure of government departments and agencies 

 The siloed structure of health, education and social service departments and 

agencies was found to impede service integration and the ability of providers to work 

collaboratively [9]. Silos of service provision across government departments and 

agencies and between levels of government [10] negatively impacts service access for 

families when they have to navigate different waiting lists and assessment processes, 

and receive disparate pieces of information from professionals working in isolation [9, 

11, 12]. The fragmentation and complexity of government services [13] impede 

opportunities for collaboration, with some providers reporting difficulties in locating 

and communicating with relevant services [13, 14]. The adoption of a consultative 

approach across health, education and social service departments has been 

recommended as a solution for reducing service duplication and fragmentation and is 
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more aligned with the needs of the child; these are beyond the biomedical and include 

social, cultural, economic and psychological issues [11]. 

3.3.1.2 Policies 

 Collaboration at the level of policy making can address the barriers generated 

by existing structures of government departments and agencies. Formalised 

agreements like Memoranda of Understanding (MoU) and collaborative frameworks 

between government sectors can facilitate collaboration at the level of service 

provision [15]. MoUs between the health and education sectors have promoted 

collaboration between health professionals and school staff in screening and 

treatment of middle ear disease to prevent hearing loss [15, 16]. Frameworks for 

whole-of-government approaches have been recognised as important in providing 

coordinated interagency responses [17-19]. Formalised agreements should focus on 

detailing a set of long-, medium- and short-term strategies as it provides clarity around 

collaborative programs for local providers [16, 20].  

3.3.2 Exo (organisational) system factors 

3.3.2.1 Communication - Awareness 

 Although multiple agencies and services may be involved with the care of a 

child with a disability, this does not mean that they are all aware of each other’s 

existence, which can lead to duplication of resources [21]. Both families and providers 

have identified the lack of communication between, and knowledge of, the different 

agencies and services as a barrier to accessing available support [14]. Raising 

awareness of collaborative partnerships through the distribution of educational 

resources across agencies and services facilitates collaboration and the professional 

development of providers with little knowledge of disability [13, 16, 17]. Distribution 

of these resources helps providers in remote areas of Australia who have reported 

feeling like they work in isolation [22]. Advertising collaborative projects and the 

participating personnel also aids collaboration by reducing the risk associated with 

providers working outside their professional boundaries [11]. Good community 

awareness of the organisation that is providing a program has also been reported to 
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facilitate the establishment of collaborative organisational partnerships with local 

services [23].  

3.3.2.2 Communication – Lack of role clarity and responsibility 

 Ambiguity and lack of role clarity and responsibilities of different providers, 

agencies and organisations is a key barrier to collaboration at the exo (organisational) 

system level [18]. The role of Aboriginal Health Workers is unclear to some 

mainstream providers leading to their underutilisation, despite the important role they 

play [24]. Formally communicating the role and responsibility of each team member is 

reported as an essential step when putting into practice an inter-agency or multi-

disciplinary model [11]. 

3.3.2.3 Financial and human resources 

 Barriers to the uptake and sustainability of collaborative models include 

difficulty providing them in sectors which are already facing service provision within a 

tightening financial environment [9] and a lack of the levels of funding required for 

providing holistic care approaches [25, 26]. Where organisations continue to provide 

collaborative models of service provision despite appropriate funding, they report that 

this is done “on sheer good will” [25](p. 4) with staff often working beyond their 

normal hours [26]. Furthermore, building effective and trusting collaborative 

relationships across different organisations, agencies and services takes time [18, 23, 

27]. Collaboration can be impeded when providers lack the time to develop the skills 

and build the networks required [14]. 

3.3.2.4 Service delivery setting 

 The effectiveness of a collaborative program is influenced by the setting in 

which it is delivered. Collaboration is facilitated by the delivery of mainstream 

programs in culturally safe environments for Aboriginal and Torres Strait Islander 

providers, communities, and families [12, 14, 28]. Delivering collaborative health 

services within schools has been reported to reduce the stigma and the socio-

economic impact of having to attend services in mainstream settings for Aboriginal 
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and Torres Strait Islander families, while increasing program participation [28, 29]. 

Basing health services within schools also allows the services to be responsive to local 

needs and promotes increased awareness of disability and relevant services among 

education providers [16, 29]. Collaboration between health and education services 

based in a single setting provides a one-stop-shop, which facilitates the sharing of 

information between different services and organisations [13].  

3.3.3 Meso (provider) system factors 

 A number of key factors of collaboration are found at the front line of 

collaborative service provision within the meso (provider) system where the 

interactions occur between providers, communities, and Aboriginal and Torres Strait 

Islander families and their children.  

3.3.3.1 Relationships 

 A key facilitator to collaboration at this level is the coordinator or linking role. 

The appointment of a person external to the services or agencies involved whose role 

is to link the different players and act as a trainer, motivator and sustainer can be 

important to a collaborative inter-disciplinary approach [11, 30, 31]. In the context of 

Aboriginal and Torres Strait Islander childhood disability, this person is usually local to 

the community (eg. a community liaison person, Aboriginal Health or Education 

Worker) and is a conduit between providers, communities and families, also promoting 

the cultural competence of services [13, 21, 26, 28-31].  

 The effectiveness of the coordinator or linking role in facilitating collaboration 

is influenced by the individual’s characteristics. Being open and inclusive and having 

personal contacts among decision makers in the organisations, agencies, and services 

involved promotes collaboration [11]. The effect of individual characteristics on 

collaborative relationships extends to providers. Collaboration can be impeded by 

specialist providers choosing to only draw knowledge and skills from their traditional 

disciplines [9]. Aboriginal and Torres Strait Islander provider experiences of racism and 

historical trauma can obstruct engagement with mainstream services [14]. Awareness 

of cultural difference and individual attitudes [34] and getting along well with people 
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[28] are individual provider characteristics that can facilitate collaborative 

relationships. Transience and turnover of key staff can disrupt collaborative efforts [11, 

17, 30].  

 Building relationships integral to collaboration at the local level is facilitated by 

face-to-face provider engagement and linking with communities [9, 19, 35]. Provider-

to-provider engagement is facilitated by demonstrating mutual respect and 

understanding [11, 34], having access to direct links for communication, and using 

open and respectful communication strategies [11, 12]. The importance of 

engagement is reflected in the collaborative Specialist Integrated Community 

Engagement model which is based around the concept of linking different sectors and 

the community through engagement to build social capital and a community of 

learners to sustain the collaborative process [9]. Engaging the community can be 

important to the success of collaborative programs [36] and tapping into existing 

collaborative relationships in the community can facilitate the engagement process 

[29]. Where a mainstream organisation is unknown to a community, attending 

interagency meetings in the local area by their providers can facilitate engagement 

with Aboriginal and Torres Strait Islander organisations [23]. 

3.3.3.1 Inter- and intra-professional learning 

 The modeling of inter- and intra-professional collaboration by clinical educators 

from different disciplines for university students on placement has been reported to 

facilitate a well-coordinated and holistic approach to learning [34]. The sustainability 

of collaborative practices is increased by empowering students to incorporate the 

lessons learned into their future practice [34]. Inter- and intra-professional learning 

also facilitates collaboration by creating supportive relationships between providers 

from different disciplines [28].  
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Source: Adapted from the Australian Institute of Health and Welfare 2012 [4] & [5], in Green A et al. 
2014, ‘Cross-sector collaborations in Aboriginal and Torres Strait Islander childhood disability: a 
systematic integrative review and theory-based synthesis’, International Journal for Equity in Health [1], 
reprinted by permission of copyright holder BioMed Central. 

Figure 3.3 Inter- and intra-sector collaboration factors in the field of Aboriginal and 
Torres Strait Islander childhood disability 

3.4 Discussion 

 The complex nature of childhood development, particularly for Aboriginal and 

Torres Strait Islander children, has seen recognition of the need for a shift from a 

purely medical view of disability to collaborative approaches which also take into 

account social and environmental factors [7, 9, 14]. Divisions between mainstream, 

specialist and non-mainstream services can result from top-down approaches that do 

not work for addressing complex problems that require buy-in to collaborative 

approaches at all levels [37, 38]. In the move towards collaboration, however, it is 

important to recognise that collaboration is, in itself, a complex concept which has the 

potential to inspire innovative solutions or create frustration [39]. Further research is 

required into collaborations in the field of Aboriginal and Torres Strait Islander 
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childhood disability to maximise the potential, and minimise any negative impacts, of 

collaborative approaches. The paucity of research on Aboriginal and Torres Strait 

Islander children with a disability [40] means exploring the experiences of children and 

their families in accessing services is important to completing a holistic picture in order 

to improve service access. 

The importance of respectful communication and culturally appropriate 

program delivery demonstrates the need for cultural competence as a central pillar of 

collaboration in the field of Aboriginal and Torres Strait Islander childhood disability. 

Cultural competence requires promotion of attitudes, knowledge, and behavior at 

individual, institutional, and systemic levels in order to deliver effective care for 

Aboriginal and Torres Strait Islander peoples [41]. Culturally competent organisations 

and systems need to be reflective of the diverse populations they serve, including at 

leadership and management levels, and through policies that facilitate cross-cultural 

communication and access [42]. An increased focus on cultural competence may help 

to address the negative impact of racism on service access and provision. 

 Although the review focused on Aboriginal and Torres Strait Islander children 

and is not necessarily generalisable to other indigenous populations, similar health 

disparities are experienced by indigenous populations worldwide [7, 43-45]. 

Investment of time as a facilitator to building sustainable collaborations in the face of 

government policy and funding cycles is reflected in Canada’s collaborative Aboriginal 

Head Start program to improve indigenous child development outcomes. A key 

element to the positive impact of the community-based program is the time it took 

(more than a decade) to establish credibility within communities and build a trained 

and experienced workforce to work collaboratively [44]. Long-term commitment to 

sustainable and collaborative relationships with indigenous organisations and 

communities is also a strategy identified by Aboriginal and Torres Strait Islander 

organisations to achieve genuine partnerships [46].  

3.4.1 Limitations 

 The focus of the review on Aboriginal and Torres Strait Islander children with a 

disability across Australia may mean that it is not generalisable to indigenous 
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populations in other countries or to specific Aboriginal and Torres Strait Islander 

populations within Australia. This review provides a broad national snapshot of 

collaboration, but further research within specific local contexts is required to explore 

ways in which collaboration can improve access and be responsive to local needs [46, 

47].  Due to the focus of the review on collaboration across sectors, no data for the 

micro system of the family and the individual child were collected. The intra- and inter-

personal factors and interactions at this level, however, both influence and are 

influenced by the factors of collaboration at the meso (provider), exo (organisational) 

and macro (government) system levels. 

3.5 Conclusions 

 The policy shift towards inter-sector collaborative approaches represents a 

strong opportunity for the health, education, and social service sectors and their 

providers to work collaboratively with each other in innovative ways. As this review 

has shown however, collaboration is not a simple concept. Many barriers and 

facilitators exist at the macro (government), exo (organisational), and meso (provider) 

system levels that influence the effectiveness of collaborative efforts. By identifying 

the components of collaboration across the health, education, and social service 

sectors this review provides information to guide future efforts at developing 

collaborative solutions to improve service access for Aboriginal and Torres Strait 

Islander children with a disability and their families. 
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3.6 Summary tables 

Table 3.1 Summary of included peer-reviewed articles 

First Author 
(year) 

Population Aims Methods 

Qualitative Studies 
Davidson 
(2013) [34] 

Aboriginal and Torres 
Strait Islander 
children 

Report on lessons learned from an inter-
professional clinic. 

Survey with open ended questions; Informal 
feedback 

DiGiacomo 
(2) (2013) 
[14] 

Government and NGO 
service providers; 
carers 

Determine the factors involved in accessing services 
and support. 

Forums 
 

McSwan 
(2001)* [30] 

Rural/remote 
Indigenous children 

Develop a whole of community approach to OM. Questionnaires and interviews  

Nelson 
(2004, 
2007) [28, 
29] 

Indigenous children Investigate components of a socially and culturally 
appropriate occupational therapy service. 

Focus groups and interviews; Semi-structured 
qualitative survey 

Discussion Papers 
Aldred 
(2002) [24] 

Aboriginal children 
under 5 years 

Detail how a speech pathology position in an 
Indigenous Hearing Health Service has addressed 
hearing health issues of speech and language 
impairment. 

NA 

Clarke 
(2013) [9] 

Rural/remote 
Aboriginal children 

Discussion of what works to promote child 
wellbeing and to put forward the SpICE Model. 

NA 
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Kirkham 
(2010) [20] 

Indigenous children Share findings from the Australian OM workshop. NA 

Observational Studies 
Adams 
(2004) [27] 

Indigenous children 0-
11 years 

Evaluate the Gippsland Indigenous Hearing Health 
Program. 

Analysis of screening outcomes and 
management  

Smith 
(2012)** 
[36] 

Indigenous children 
 

Examine the outcomes of a screening service. Retrospective review of service activity 
 

Mixed Method Study 
Raman 
(2011) [25] 

Aboriginal children Evaluate the KARI clinic and outcomes.  Semi-structured interviews; clinical data 
review 

Literature Review 
DiGiacomo 
(1) (2013) 
[12] 

Aboriginal and Torres 
Strait Islander 
children 

Determines the factors impacting on the 
prevention, recognition, and access to support 
and management.  

          Integrative review 

First Author 
(year) 

Population Aims Methods Intervention 
type 

Intervention 
duration 

Intervention Evaluation 

Intervention Study 
Elliott 
(2010)*** 
[32] 

Aboriginal and Torres 
Strait Islander 
children 0-6 years 

Feasibility of 
integrating a 
mobile 
telehealth- 
service with 
community 
health 
services. 

Consenting 
children, 
referral rate, 
and rating 
the quality of 
screening 
images 

Mobile 
telehealth 
screening 
service 

6 months Feasibility community acceptance, 
integration with existing community-
based services, and the 
technical/practical feasibility of 
presenting diagnostic information for 
telemedicine consult. 

*Same study as grey literature report McSwan (2001). **Same service as Elliott (2010). *** Same service as Smith (2012).  
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Table 3.2 Summary of included grey literature 

First Author 
(year) 

Design Focus/Setting 

Grey Literature 
EarInfoNet (2006) [22]  Content overview Aboriginal children; Information on the Indigenous EarlnfoNet. 

Telethon Speech 
Hearing Centre (2013) 
[48] 

Description of the 
Earbus program 

Description Earbus Program in Western Australia. 

ARTD Consultants 
(2008) [16] 

Mixed methods 

 

To provide information to support decisions about the appropriateness of the Aboriginal OM 
Screening Program. 

Australian Institute of 
Health and Welfare 
(2014) [49] 

Evaluation Data on the Child Hearing Health Coordinator initiative. 

Burns  (2013) [10] Narrative 
literature review 

Up-to-date review of ear health and hearing. 

Burrow (2009) [19] Literature review Summary of the literature regarding educational and other approaches to hearing loss. 

Burton (2012) [26] 
 

Interviews; 
reports on 9 case 
studies 

Explore the steps mainstream service providers, Aboriginal Community Controlled 
Organisations and government can take to develop partnerships. 

Gilroy (2012) [21] Thesis; Focus 
groups and 
interviews 

Describes the factors that influence the participation of Aboriginal people in disability services 
as perceived by non-Aboriginal and Aboriginal employees in NSW government services. 

Higgins (2010) [33] 
 

Interviews; Case 
study 

Report on the Early Days Project on Autism Spectrum Disorders. 
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McSwan (2001)* [11] Evaluation Final report of project, ‘A Whole Community Approach to Otitis Media: reducing its incidence 
and effects’. 

Ministerial Advisory 
Committee: Students 
with Disabilities (2003) 
[13] 

Interviews; 
Forum 

Identify issues related to the education of Aboriginal students with disabilities in South 
Australia. 

Ministerial Advisory 
Committee: Students 
with Disabilities (2007) 
[17] 

Mixed methods Examine programs established in South Australia to address OM and conductive hearing loss. 

NSW Ombudsman 
(2010) [35]  

Mixed methods Examine the initiatives taken by Ageing, Disability and Home Care to meet the goals set out in 
the Aboriginal Policy Framework and Aboriginal Consultation Strategy to improve access. 

Purcal (2013) [23] Mixed methods Evaluation of Northcott Disability Service’s school readiness program for Aboriginal children 
with additional needs. 

Queensland Health 
(2009) [18] 

Framework 
description 

Describes an interagency statewide strategic framework to improve ear health across 
Queensland. 

Scholes (2010) [50] Discussion paper Describes the partnership population based approach of Deadly Ears Speech Pathology 
service. 

Simmons (2012) [31] Program 
description 

Describes the role of the Child Hearing Health Coordinator positions in the Northern Territory 
to coordinate regional programs that are inclusive of hearing health. 

Western Australia 
Education and Health 
Standing Committee 
(2012) [15] 

Forums; Briefings 
 

Health and educational issues in North West Western Australia; key issues identified during 
the Committee’s meetings. 

* Reports on the same study as peer-reviewed article by McSwan (2001). 
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Chapter Four: Conceptual framework 

4.1 Introduction 

 Chapter Two established the background and context of the project in light of 

the existing literature. Chapter Three provided an integrative review using a systematic 

approach to address the gap in knowledge identified in Chapter Two on how 

collaboration works in practice across and within sectors involved in service provision. 

This chapter describes the overarching conceptual framework informing the project. 

 Factors at the community, service, and policy levels have been identified by 

Aboriginal carers of a child with a disability in Western Sydney as influencing their 

journeys to access support and services [1]. The literature review of components of 

inter- and intra- sector collaboration in service provision to families in Chapter Three 

also revealed factors existing at the meso, exo, and macro levels, demonstrating the 

need for a holistic approach to address service access issues for this population. This 

project is thus aligned using Bronfenbrenner’s ecological systems theory that focuses 

on interactions between systems of individuals, families, cultures, communities, and 

policies; all playing an equal role in human development [2]. Further elucidating the 

application of these principles, the frameworks of Candidacy [3], and Collaborative 

Practice to Enhance Patient Care Outcomes [4] have been applied as a posteriori 

analytical frameworks, in Chapters Six and Seven respectively, to explore the 

perceptions, understandings, and experiences of non-ACCHO providers of service 

provision to families and working with other providers. Both frameworks utilise an 

ecological systems approach to describe the concept of candidacy in relation to service 

access for vulnerable populations, and the concept of interprofessionality in relation to 

interprofessional collaborative practice, respectively. This chapter summarises the 

ecological systems theory [2], the overarching conceptual framework for this project, 

as well as the frameworks of Candidacy [3], and Collaborative Practice to Enhance 

Patient Care Outcomes [4], as an outline for understanding the qualitative study 

findings in Chapters Six and Seven, and discussion of the implications of the findings 

for policy, practice, education, and research, in Chapter Eight. 
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4.2 Bronfenbrenner’s ecological systems theory 

This project is informed by Bronfenbrenner’s ecological systems theory [2] 

(Figure 4.1). The theory is typically illustrated as a number of concentric circles with 

the child situated at the centre. Each circle represents a different system level that 

influences and is influenced by the encasing levels. Working from the child outwards, 

the immediate circle is the micro system which consists of settings that directly engage 

the child (e.g. preschool, school, home), followed by the meso system which contains 

the interrelations between different micro systems (e.g. between school and home), 

followed by the exo system containing wider environmental structures which do not 

directly engage the child (e.g. the community, social services), followed by the macro 

system which contains the overarching cultural, economic, political and societal 

structures that shape the other systems (e.g. government policy, legal systems, social 

values) [5]. Encompassing these levels is the chronosystem, which “involves the 

patterning of environmental events and transitions over the life course” [6](p. 49). This 

organising framework allows for the analysis of the multidimensional factors that 

interact to influence service access for Aboriginal and Torres Strait Islander families of 

a child with a disability, the impact of social interaction, and recognition of the 

influence of early intervention on the ongoing trajectory of the journeys of children 

and their families.  Addressing each factor discretely without considering the 

interdependency of factors is unlikely to achieve desirable outcomes. This framework 

assists in ensuring that the project avoids replicating a silo view of service provision 

and access. 
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Source: Santrock JW. 2007, Child development [6], reprinted by permission of copyright holder McGraw-
Hill Education. 

Figure 4.1 Ecological systems theory 

The principles of ecological systems theory have been adopted and adapted 

widely in conceptual frameworks relating to a range of areas in health research, 

including childhood disability [7]. Both a posteriori analytical frameworks used to 

further explore the inductive preliminary analysis of the perceptions, understandings, 

and experiences of non-ACCHO providers in Chapters Six and Seven, elucidate these 

principles in relation to their respective areas of application. The frameworks of 

Candidacy, and Collaborative Practice to Enhance Patient Care Outcomes, are 

summarised below. 
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4.2.1 Candidacy framework 

The Candidacy framework emerged in relation to access to health services for 

vulnerable populations. This focus of the framework and its ecological systems 

approach made it especially applicable to the focus of the project.  Dixon-Woods et al. 

[3] define the concept of candidacy as describing: 

the ways in which people's eligibility for medical attention and intervention is jointly negotiated 

between individuals and health services…candidacy is a dynamic and contingent process, 

constantly being defined and redefined through interactions between individuals and 

professionals [3](p. 7). 

Seven stages of candidacy are identified. First, ‘Identification of candidacy’ is an 

important part of patients being able to assert candidacy. Identification involves “how 

people recognise their symptoms as needing medical attention” [3](p. 7). Second, 

‘Navigation of services’ involves both having an awareness of available services and 

the ability to mobilse required resources. Third, the ‘Permeability of services’ refers to 

how easily patients are able to use services, with porous services defined as those 

requiring “few qualifications of candidacy to use them, and…the mobilisation of 

relatively fewer resources” [3](pp. 7-8). Fourth, ‘Appearances’ at health services 

requires patients to make a claim to candidacy which “requires a set of competencies, 

including the ability to formulate and articulate the issue for which help is being sought, 

and the ability to present credibly” [3](p. 8). Fifth, ‘Adjudications’ are made by 

providers reflecting their decisions and judgments that “allow or inhibit continued 

progression of candidacy” [3](p. 8). Sixth, ‘Offers and resistance’ refers to patients who 

may choose to refuse offers made by health services, such as referrals to other 

providers or for medication. Seventh, these stages are managed within the context of 

‘Operating conditions and the local production of candidacy’. Operating conditions: 

are influenced by individuals, the setting and environment in which care takes place, situated 

activity, the dynamics of face-to-face activity, and aspects of self (such as gender), the 

typifications staff use in categorising people and diseases, availability of economic and other 

resources such as time, local pressures, and policy imperatives  [3](p. 7). 
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4.2.2 Collaborative Practice to Enhance Patient Care Outcomes framework 

The Collaborative Practice to Enhance Patient Care Outcomes framework was 

developed to explore the key elements of interprofessional collaborative practice in 

healthcare (Figure 4.2). The framework’s focus on exploring collaboration within an 

ecological systems context made it especially suitable to the focus of the project. 

D’Amour and Oandasan [4] define interprofessionality as: 

the development of a cohesive practice between professionals from different disciplines…It is 

the process by which professionals reflect on and develop ways of practicing that provides an 

integrated and cohesive answer to the needs of the client/family/population [4](p. 9). 

The framework depicts “the interactional processes and organisational factors that 

have to be taken into account when professionals work collaboratively” [4](p. 15). The 

patient is situated at the centre of the framework and conceptualised as in an 

interdependent relationship with providers, as the interactions between providers and 

the task complexity to be addressed through collaboration are determined by their 

needs [4]. Encompassing the interdependent relationship between patients and 

providers are four dimensions of collaborative processes between providers that 

mutually influence each other. Two dimensions are related to interactional processes 

between providers, and two dimensions related to organisational factors. Interactional 

processes are related to 1) Sharing common goals and vision, and 2) Sense of 

belonging. While Sharing common goals and vision for patient care is important to 

interprofessional collaborative practice, within this dimension it is equally important to 

“recognise the diverse interests and the asymmetry of power of the various partners in 

care and the negotiations that result” [4](p. 16). Sense of belonging “refers to the 

bonds that develop between team members and their willingness to work together, 

elements that contribute to a sense of mutual trust among health professionals 

working in a team” [4](p. 16). Organisational factors are related to 1) Governance, and 

2) Formalisation. Governance relates to the important role of leadership in 

interprofessional collaborative practice and the need to consider different levels and 

types of leadership [4]. Formalisation relates to “structuring clinical care in a more 

systematised way…[through] the development of information exchange, protocols, 

procedures” [4](p. 16). The processes of interprofessional collaborative practice are 
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managed within, and influenced by, systemic factors related to policies, funding, and 

professional socio-cultural values [4]. 

 

Source: D'amour D and Oandasan I. 2005, ‘Interprofessionality as the field of interprofessional practice 
and interprofessional education: An emerging concept’, Journal of Interprofessional Care [4], reprinted 
by permission of copyright holder Taylor & Francis LLC, (http://tandfonline,com). 

Figure 4.2 Collaborative Practice to Enhance Patient Care Outcomes framework 

4.3 Conclusion 

 As a guiding conceptual framework, ecological systems theory [2] facilitates a 

holistic understanding of service provision to Aboriginal children with a disability and 

their families. This includes the perceptions, understandings, and experiences of non-

ACCHO providers from the health, education, and social service sectors, working 

together in this space. The frameworks of Candidacy [3], and Collaborative Practice to 

Enhance Patient Care Outcomes [4] further elucidate the application of ecological 

systems theory [2] principles to explain how multidimensional factors interact as 

barriers and enablers to influence service access. Understanding the barriers and 

enablers to effective service delivery across sectors existing at the meso, exo, and 

macro levels, the interdependence of these factors, and how they both influence, and 

are influenced by, families at the center, is important in addressing issues related to a 

complex and fragmented service landscape.   
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Chapter Five: Methodology and methods 

5.1 Introduction 

Chapters One, Two and Three have established the need to explore non-ACCHO 

health, education, and social service provider perceptions, understandings, and 

experiences of service provision to Aboriginal children with a disability and their 

families in Western Sydney. The purpose of this chapter is to describe the 

epistemology, methodology, and methods of the Phase three qualitative study. 

5.2 Research design 

5.2.1 Epistemology 

 The research design for this qualitative study was influenced by the 

epistemological assumptions of pragmatism. Pragmatism overcomes the binary 

argument between positivism and constructivism over whether or not objective true 

knowledge exists. The debate over this question on the nature of knowledge is merely 

one philosophical view among many others, the fact that it has been a dominant 

discourse does not mean that it is the only way to view knowledge [1]. Pragmatism 

provides an alternate view that bypasses the limitations of the perpetual debate 

between constructivism and positivism [2, 3]. Pragmatism asks the question of 

whether or not knowledge has served a purpose rather than whether or not 

knowledge mirrors an objective reality [1, 2, 4]. It is the consequences of knowledge in 

action that is the important focus for pragmatists as this is how human beings carry 

out their day-to-day lives [1, 4, 5]. As Cornish and Gillespie [4] argue, “lay people and 

scientists alike construct knowledge in the context of action: knowledge guides action 

and action feeds back into knowledge construction” [4](p. 802). In asserting that 

knowledge is constructed, pragmatism acknowledges the existence of multiple 

realities [6]. However pragmatism avoids inaction by asserting that knowledge can be 

judged on whether or not it has served a purpose thereby focusing on the 

consequences of knowledge in action [4]. A criticism of pragmatism is that it reduces 

the view of knowledge to a narrow focus solely on action [4]. According to noted 
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pragmatist Dewey [7] this is a misrepresentation; instead, action is viewed by 

pragmatists as playing the mediating role between how knowledge is applied 

meaningfully in people’s daily lives rather than being a “glorification of action for its 

own sake” [7](p. 25).  

 The application of pragmatism as an epistemology in health research is still in 

its early stages [4]. Two key pragmatic principles influence how to conduct health 

research guided by this epistemology. First, the acknowledgment of multiple realities 

leads to recognition of the existence of multiple interests and the issue of how to 

choose which interest to pursue. Researchers are required to choose whose interests 

the research will serve and it is this choice which informs the selection of methodology 

and methods. Cornish and Gillespie [4] propose that one way to determine whose 

interest to pursue is to “tackle problems defined by people’s experience” [4](p. 806).  

Second is the recognition that different methodologies and methods will suit different 

purposes. Unlike positivism and constructivism, pragmatism is not limited by allegiance 

to specific paradigms [5]. Selection of methodologies and methods should be carried 

out according to what will best suit the purpose of the research [2, 8]. In this sense, 

pragmatism provides a critique of the notion of gold standard and a hierarchy of 

evidence in health research as belittling alternative methods which should be 

legitimised as most suited for achieving specific purposes [4].  

 Pragmatism is the epistemology informing this research design. The interests of 

the partner ACCHO who identified the need to explore non-ACCHO provider 

perceptions, understandings, and experiences of service provision as important and 

appropriate, guide the research. The selection of whose interest to pursue was 

decided by consulting with the community who identified the need to improve service 

access for Aboriginal families with a child with a disability in Western Sydney. Having 

established whose interests were being pursued, the methodology and subsequent 

methods were selected according to what best suited the purpose of the research.  

The research design is informed by principles of the general inductive approach 

[9] as a methodology, which is influenced by some of the principles of grounded theory 

[10]. Key principles informing the approach is that the preliminary approach to data 

analysis is inductive and that the research is interested in exploring perceptions, 
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understandings, and experiences and therefore utilises qualitative methods. The 

general inductive approach advocates that theory emerges from the data guided by 

the research objectives [9]. As the purpose of the research was to explore non-ACCHO 

provider perceptions, understandings, and experiences of service provision in pursuit 

of the research objectives, without applying a preconceived theory or model at the 

beginning of data analysis, the general inductive approach as a methodology was 

selected. The use of qualitative sampling and data collection methods as well as 

inductive analysis was therefore guided by the general inductive approach [9] as the 

methodology, which was chosen because it was important that the findings were 

useful according to the research objectives, as defined in consultation with the partner 

ACCHO. 

5.2.2 Data collection 

A qualitative approach to data collection was chosen as it facilitates exploration 

of the meanings of complex concepts for service providers through their own 

experiences in a specific context [11, 12]. Semi-structured in-depth interviews were 

chosen to explore the perceptions, understandings, and experiences of non-ACCHO 

providers. As a data collection technique, interviews were used because they facilitate 

the researcher’s ability to access the providers’ perspectives [8]. The interviews were 

designed to be semi-structured as this approach best aligned with the general 

inductive approach as a methodology that aims to address specific research objectives. 

Although semi-structured, the interview questions were open ended and the 

interviews were designed to elicit in-depth data in order to gain an in-depth 

understanding of provider perceptions, understandings, and experiences. The 

interviews were recorded using a digital audio recorder. Recorders allow the 

interviewer to focus on the participant and the data being collected while providing an 

objective record of the interview [8]. Data was collected from 16 June 2015 to 22 July 

2016. All of the semi-structured in-depth interviews were conducted as an iterative 

process in conjunction with data analysis by the researcher. Interviews were stopped 

once no new issues emerged. Thorne [13] argues that it is not possible to achieve pure 

data saturation despite it often being employed in qualitative research as a key 

principle guiding data collection and analysis [13]. Data analysis was conducted as an 
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iterative process with data collection through preliminary analysis after each interview, 

creation of summary sheets, and reflexive journals [14]. This process, combined with 

the specific focus of the interview topic guide and the size of the sample, was sufficient 

to reveal recurrent themes in information about barriers and enablers and participant 

experiences that is consistent with findings from similar studies. The full process of 

analysis is detailed in Section 5.4.1. Following review of the first 21 interviews, 

additional participants were recruited from the education sector to ensure saturation. 

Three more education providers were recruited and data saturation was reached. 

5.2.3 Sampling strategy 

A purposive sampling strategy stratified by non-ACCHO health, education, and 

social service sectors was used for this qualitative study. Purposive sampling was 

selected as it allows for the selection of information-rich cases, which facilitates in-

depth exploration of the research area of interest [8, 15, 16]. Unlike random sampling 

which aims to be representative of a large population, the aim of purposive sampling 

in qualitative research is investigative [17] and facilitates the exploration of provider 

perceptions, understandings, and experiences. The decision to target non-ACCHO 

providers in the sampling strategy and not ACCHO providers was made in consultation 

with the researcher’s cultural mentors who advised that this population would be of 

most interest in relation to the aims of the larger LP120200484 project, discussed in 

Chapter One Section 1.2. It was important to explore the perspectives of mainstream 

providers in working with Aboriginal and Torres Strait Islander people, as their 

positions have the potential to obstruct or facilitate progress [18]. Also important was 

the influence of specific contexts when looking at partnerships between ACCHO and 

mainstream providers [19]. All these considerations influenced the decision to sample 

non-ACCHO providers in the Western Sydney area. For the purpose of this project, 

Western Sydney is defined by the area covered by the Deerubbin Local Aboriginal Land 

Council as serviced by the partner ACCHO. This area extends from around Lithgow in 

the West to as far East as Auburn, and from around Liverpool in the South to Windsor 

in the North (Figure 5.1). 
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Source: New South Wales Aboriginal Land Council 
<http://www.alc.org.au/media/119304/state%20alc%202013.jpg>, reprinted by permission of copyright 
holder New South Wales Aboriginal Land Council. 

Figure 5.1 Deerubbin Local Aboriginal Land Council boundary 

The sampling strategy was stratified by non-ACCHO health, education, and 

social service sectors. Coyne [15] argues that there is no perfect way of designing a 

sampling strategy, but what is important is that strategies “meet the information needs 

of the study” [15](p. 630). This strategy aligns with pragmatism. As early intervention 

to address disability in Aboriginal and Torres Strait Islander children requires the 

involvement of providers from the health, education, and social service sectors, it was 

important that the sampling strategy be stratified according to sectors to encourage 

adequate participation from all providers. Stratification also helps to facilitate 

comparisons between cases relevant to the research question that are informationally 

representative [20-22]. 

While a purposive sampling strategy stratified by sectors facilitated the 

selection of an in-depth information-rich sample relevant to the research purpose, 

there are potential limitations of the strategy. As the sample was purposive, the 



  64 

qualitative study findings may not be generalisable to other populations [8]. A clear 

and detailed description of the strategy and resultant sample has been provided to 

allow researchers to interpret how transferable the findings may be to other 

populations. Another potential limitation is that the selection of non-ACCHO sectors to 

stratify the sample strategy may have excluded other providers outside these sectors 

who might also play a role in early intervention. To mitigate this possibility, 

consultation with members of the project team with extensive experience in providing 

services within the Western Sydney area to this population was undertaken to ensure 

that the sectors chosen represented the relevant non-ACCHO sectors involved. The 

Phase one integrative literature review detailed in Chapter Three also demonstrated 

that the health, education, and social service sectors were relevant for this sampling 

strategy. The selection of sectors rather than professions was deliberate to ensure the 

broadest range of relevant providers were included. Further considerations related to 

sample size are discussed in Chapter Eight Section 8.5. 

5.2.4 Recruitment 

5.2.4.1 An asset-informed approach to service mapping 

 As Phase two of this project, an asset-informed approach to mapping services 

relevant to Aboriginal childhood disability for carers in Western Sydney was 

undertaken [23]. The purpose of this service map was twofold. Previous community 

forums and carer interviews identified the need for a directory of relevant services for 

carers to help address barriers to service access caused by service fragmentation and a 

lack of awareness of available services. As a research tool, it was an inexpensive and 

comprehensive way to inform recruitment for the qualitative study by identifying 

potential contacts and services, which due to the complex service landscape, may have 

been overlooked. 

As there are no universally accepted guidelines for how an asset-informed 

approach to service mapping should work [24, 25], a systematic integrative literature 

review was undertaken to identify and summarise methods for asset-informed 

approaches to service mapping of formal institutions in health [23]. Findings from the 

review supported and extended existing generic tools for community asset mapping 
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for the healthcare context, notably the community asset mapping stages developed by 

Berkowitz and Wadud in The Community Tool Box [26], an online resource. The review 

generated a framework for conducting an asset-informed approach to service mapping 

of formal institutions consisting of four key stages: (1) defining the parameters of the 

service mapping process; (2) identifying services; (3) mapping services; and (4) 

consultation and implementation (see Appendix 3 for accepted publication). The 

framework guided the service map undertaken in this project (see Figure 5.2). The 

service map produced a directory of relevant services for carers of an Aboriginal child 

with a disability in Western Sydney. As a result of dissemination of the directory to the 

community, WentWest Primary Health Network requested, and was granted, 

permission to post the directory as a resource for the National Disability Insurance 

Scheme on their website for carers and providers. 

 

Source: Green A et al. In press, ‘Developing a framework for undertaking an asset-informed approach to 
service mapping: a systematic integrative review and synthesis’, Nurse Researcher [23], reprinted by 
permission of copyright holder Royal College of Nursing Institute. 

Figure 5.2 Reporting template for conducting an asset-informed approach to service 
mapping of formal institutions 

5.2.4.2 Recruitment plan 

 A recruitment plan informed by the three stage recruitment plan by 

MacDougall and Fudge [27] was developed to guide recruitment. The three stages to 

guide recruitment for focus groups and interviews are to 1) Prepare, 2) Contact and 3) 



  66 

Follow-up. This recruitment guide was selected for its relevance to the context of the 

qualitative study as it was: 

designed to address some of the common recruiting problems, especially when the research 

deals with sensitive issues and is part of a research agenda that values action and advocacy as 

a result of, or in association with, research [27](p. 124). 

Stage one of the recruitment plan included a description of the sample and a 

table of information sources and contacts divided into health, education, and social 

service sectors. To be included in the qualitative study providers had to be health, 

education, and social service providers from the Western Sydney Area (excluding 

ACCHO providers). Providers must have had experience with service provision for 

Aboriginal and Torres Strait Islander children with a disability and their families. There 

were a number of different information sources from which potential contacts were 

derived. These sources included the Phase two service map, an existing database of 

providers who expressed interest in further involvement from the community forums 

(included casework managers, family support workers, speech pathologists, special 

educators, occupational therapists, early childhood educators, child and family health 

nurses, and itinerant support teachers), preliminary analysis of LP120200484 carer 

interview data, the partner ACCHO early childhood intervention contact lists, 

discussions with the partner ACCHO Child and Family Health team members and other 

staff, contacts of chief investigators involved in the project, and informal networking at 

a primary healthcare research conference. A local children's hospital provides a range 

of specialist services and is a key part of the service provision network. Recruitment of 

health providers, therefore, specifically targeted this setting through contacts of chief 

investigators. The plan for Stage one was circulated to the LP120200484 project team 

for their input into potential information sources and contacts. 

Stage two involved contact with potential participants guided by the plan for 

initial approach, confirmation and involvement. Initial contact was established by 

inviting contacts derived from Stage one to participate via an email invitation and were 

asked to forward the invitation to any other contacts who may be relevant following a 

snowball approach. The invitation email emphasised that they had valuable experience, 

knowledge and insights that were important for the qualitative study and the overall 
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LP120200484 project (Appendix 4). The participant information sheet was attached to 

the email which also had a notification that the email will be followed up with a phone 

call in a week if there was no reply. Contacts without an email address were invited to 

participate via a phone call and were then sent additional information via email if they 

were interested. A detailed log of date of initial contact and response, as well as 

follow-up contact and response, if required, was kept. If no response was provided 

after follow-up contact, the contact was no longer approached. Providers contacted by 

email who replied that they were unable to participate in the qualitative study listed a 

number of reasons. The majority of these providers replied that they were either at a 

new organisation and no longer working within the area, on leave, or unable to 

participate due to staffing constraints. Two providers replied that they were not 

interested in participating in the qualitative study. A number of the email addresses 

were also no longer active and were not delivered. Once a provider confirmed that 

they would participate, a suitable time and place for the interview was arranged. The 

participant was then followed up again with a confirmation prior to the scheduled date. 

If possible, attempts were made for the interview to take place in a participant’s office 

or another suitable location at their place of work. Participants were also given the 

option for the interview to take place at the University of Technology Sydney or via 

telephone. 

At the beginning of each interview, the researcher introduced herself as the 

project manager for the LP120200484 project who was undertaking these interviews 

as part of a postgraduate research project to inform the aforementioned project. The 

researcher had no prior relationship with any of the participants. At the end of the 

interview, the participants’ interests in further involvement with the project was 

ascertained. Participants were asked whether they would like to be kept updated on 

the outcomes of the LP120200484 project as well as whether they would like to 

receive the final project report which would include findings from the interviews. 

Snowball sampling was also employed as participants were asked whether they 

knew any other relevant contacts who may be interested in participating. Initially, it 

was difficult to recruit health providers to the qualitative study. One of the supervision 

team members, who was a General Practitioner (GP), observed that the use of the 
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word ‘experiences’ in the qualitative study invitation material could potentially make 

some health providers who do not perceive themselves as experts in the area feel as 

though they did not know enough to participate. It was also suggested that some 

health providers may feel as though they do not differentiate between patients, in 

efforts to provide equal treatment, so exploring their experiences separately for 

Aboriginal children and their families was irrelevant. To address these observations, 

the researcher changed the wording from ‘experiences’ to ‘thoughts on’ or ‘ideas 

about’. This was important in capturing the perceptions, understandings, and 

experiences of mainstream providers whose clinical focus may not be specifically on 

Aboriginal children, but whom carers would inevitably come into contact with in 

navigating the mainstream service system. Interestingly, the majority of health 

providers were recruited after these adjustments to the qualitative study invitation 

material was made. 

Stage 3 involved follow-up with the participants. All participants were sent the 

qualitative study findings with a request for their feedback. Further detail on this stage 

is provided in Section 5.4.2. Any feedback was incorporated into the findings. 

5.2.5 Participant characteristics 

 Twenty-four providers participated in the qualitative study from the non-

ACCHO health, education, and social service sectors. Ethically, researchers should only 

collect demographic details required for the research purpose and data analysis, while 

collecting extensive demographic details that are not relevant should be avoided [28]. 

The relevant demographic details collected for this qualitative study were the sectors 

(health, education, or social services), type of organisation (Government, Non-

Government Organisation (NGO), or private practice), whether providers worked in 

administrative or practice roles, and gender (see Table 5.1). Thirteen providers were 

from the health sector, eight from the education sector, and three from the social 

service sector. The education sector was inclusive of both early childhood education 

and early school education. Additional relevant background facts provided during 

interviews by participants were also recorded to aid in-depth description of the sample 

for transferability [11]. For example, three providers also had experience as carers, or 
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were family members, of a child with a disability, two providers identified as Aboriginal, 

and two non-Aboriginal providers reported having a current or past partner who was 

Aboriginal. The sample included social service case managers, early childhood 

education support workers, disability support workers, a special educator, allied health 

workers, early intervention teachers, Aboriginal health managers, GPs, nurses, and a 

paediatrician. 

Table 5.1 Participant demographics 

Pseudonym Sector Organisation Role type Gender 

Amanda Education Gov Practice F 

Belinda Health Gov Practice F 

Beverly Health Gov Administrative F 

Brenda Education Gov Practice F 

Brian Health Private Practice M 

Charmaine Education NGO Administrative F 

Christine Health Private Practice F 

Colleen Education NGO Practice F 

Curtis Health Gov Practice M 

Dana Education NGO Practice F 

Danielle Social services Gov Practice F 

Ella Social services Gov Practice F 

Frank Health Private Practice M 

Lydia Education Gov Practice F 

Madeline Health NGO Practice F 

Mark Health NGO Administrative M 

Martin Health Private Practice M 

Mary Education NGO Administrative F 
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May Education NGO Practice F 

Rachel Health Gov Practice F 

Sally Health Private Practice F 

Shelley Health Gov Practice F 

Simon Health Private Practice M 

Tracy Social services Gov Practice F 

5.2.6 Ethical considerations 

 The Aboriginal Health and Medical Research Council (AH&MRC) (Ref 762/10) 

approved this research and it was ratified by the University of Technology Sydney 

Human Research Ethics Committee (Ref 2011-417R). Amendments to the original 

LP120200484 ethics application were approved to include the researcher as a team 

member as well as the interviews with non-ACCHO providers. The amended 

application was also approved by the Sydney Children’s Hospital Human Research 

Ethics Committee (LNR/15/SCHN/445) and site-specific approval for the Children’s 

Hospital at Westmead was also obtained (LNRSSA/15/SCHN/469) (Appendix 5). 

 The research adhered to key principles for research with Aboriginal and Torres 

Strait Islander peoples as espoused by the AH&MRC [29]. Historically, research on the 

health and well-being of Aboriginal and Torres Strait Islander peoples positioned the 

population as the subjects of research “to be seen but not asked, heard nor respected” 

[30](p. 203). The values detailed in the AH&MRC guidelines developed as a response to 

the past direction much of the research had taken. This qualitative study implemented 

a number of measures to ensure key principles were met. Measures included: 

outcomes to inform the design and delivery of needed culturally appropriate services 

for children and their families (Net Benefits for Aboriginal peoples and communities); 

research development in close consultation with partners from the ACCHO and guided 

by what they identified as important and appropriate (Aboriginal Community Control 

of Research); direct consultation with members of the community affected by the 

research (Cultural Sensitivity); and outcomes aimed at increasing the community’s 

knowledge of and ways to access services and support (Enhancing Aboriginal skills and 
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knowledge). All publications and conference abstracts resulting from this research 

were approved for publication by the partner ACCHO representatives and the 

AH&MRC. Partners from the ACCHO made authorship contributions on all publications 

and abstracts.  

 Prior to the interviews the participant information sheet and consent form 

(Appendix 6) were provided to the participants via email. At the start of each interview 

a standard introduction template briefly discussing the content of the consent form 

and participant information sheet was used. Participants were informed that all the 

data from the interview was confidential with the supervision team as the only people 

with access to their personal details, data would be de-identified, participation was 

voluntary so that they could withdraw from the study at any time and their data would 

be deleted, any relationships with the researchers or relevant organisations would not 

be affected by withdrawal, and if they did become distressed at anything that came up, 

the researcher would help to arrange appropriate care. All participants signed a 

consent form at the start of each interview. Transcription of digital audio files and 

project notes were stored on a secure password protected network drive at the 

University of Technology Sydney. Hardcopy project documents, including signed 

consent forms, were locked in a cabinet in the secure Centre for Cardiovascular and 

Chronic Care office at the University of Technology Sydney. Any identifying information 

relating to participants was removed and names were replaced by pseudonyms on all 

transcriptions and publications.  

5.3 Research process  

5.3.1 Context 

 During the process of data collection, government de-funding of the partner 

ACCHO led to its closure and subsequent change of management. This required 

amendments to the original LP120200484 AH&MRC application around personnel and 

data storage. In relation to this qualitative study, recruitment and data collection were 

suspended for 6 months until the ethics amendments had been approved. The first 

nine participants received the first version of the participant information sheet while 

subsequent participants received the amended sheet. Once the AH&MRC approved 
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the amended sheet it was sent to the first nine participants to update them on 

changes to the qualitative study as a result of what had happened. Despite the closure 

of the organisation, LP120200484, and this project, proceeded in consultation with 

Aboriginal community members in Western Sydney who were part of the research 

team.  

5.3.2 Cultural mentorship 

The project was guided by the cultural mentorship of Patricia and John Delaney, 

respected elders in the community. Regular face-to-face meetings between the 

researcher and cultural mentors were held throughout the project. This cultural 

mentorship was essential in ensuring all stages of the research aligned with the 

identified needs of the community and was conducted in a culturally appropriate 

manner. Advice was sought on areas including determining the study sample, wording 

of interview questions, researcher reflexivity, and data analysis. Specific detail on the 

influence of cultural mentorship on the research stages is provided in Sections 5.2.3, 

5.3.4, 5.3.5, 5.3.6, and 5.4.1. 

5.3.3 Interview settings 

 Interviews were conducted face-to-face at participants’ place of work, or via 

the telephone. Most face-to-face interviews took place in either the participants’ 

offices or in an alternate private room with only the researcher and participant present. 

Due to workplace space restraints one interview was held in the middle of an open 

workspace where another colleague was working at the time. In this instance the 

researcher received permission from both parties to proceed with the interview. Data 

collected during this interview was particularly in-depth suggesting that this setting did 

not adversely affect the participants’ responses. As participants were sampled across 

sectors, the workplace settings for the interviews included schools, government offices, 

non-government offices and a local children’s hospital. Although participants were 

offered the option for the interview to take place at the University of Technology 

Sydney, it was decided that due to significant provider time constraints, it would be 

most effective to conduct interviews at the participants’ workplaces. For interviews 

conducted over the telephone, the researcher sat in a secure meeting room at the 
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University of Technology Sydney. Each participant was asked for permission to be 

recorded.  

5.3.4 Topic guide 

 Interview topic guides are a practical way to make the best use of the time 

available during an interview and help to refine interview questions [8, 31]. The semi-

structured interviews covered the topics developed in the guide to ensure that 

information relevant to the research question and purpose was collected. The 

questions within the topic guide were designed to be open ended to elicit in-depth 

data and facilitate the exploration of new concepts.  

 Development of the topic guide involved two stages. The first stage involved 

development of a brainstorm map reflecting the findings of the Phase one integrative 

literature review, detailed in Chapter Three, and previous community forums, 

discussed in Chapter One Section 1.2 (Appendix 7). The findings were grouped under 

key categories. The key categories were perceptions, understandings, and experiences 

of working together, system issues, sustainable collaborative practice, policy, 

communication/awareness, relationships, service delivery settings, concept of 

disability, cultural issues, and way forward. The brainstorm map was circulated to all 

members of the supervision team for their feedback. The second stage was 

development of the topic guide (Appendix 8). From the brainstorm map and 

supervision team feedback, four key topic areas emerged. The topic areas were 1) 

background and contextual information, 2) health, education and social service 

systems, 3) acceptability issues, and 4) future outlook. Open-ended questions were 

developed and refined under each topic area in consultation with all members of the 

supervision team. Not all questions were asked during the interviews as participants 

sometimes inadvertently answered a question without being asked. The order of 

questions also varied according to the flow of each interview however each interview 

covered the four topic areas [32]. Following the recruitment of two Aboriginal 

providers working in non-ACCHO sectors, the researcher consulted with one of the 

cultural mentors on the project as to whether it was necessary to reframe how 

questions around the topic of acceptability issues were asked for these participants. 
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Following the cultural mentors’ advice, the topic guide was amended to ask two 

participants the following questions related to acceptability issues: 1) thinking about 

your experiences of interactions with other services and providers, are there any 

differences you would like to see in terms of addressing acceptability issues?, and 2) 

what could be improved? Apart from this amendment, the topic guide was the same 

for all participants. 

5.3.5 Positioning statement 

 I approached this qualitative study influenced by an intersection of different 

identities.  Reflecting on how these identities shape my ontological assumptions is an 

essential step in recognising the influence they may have had on this research. Prior to 

starting the project I had completed a 20-hour Qualitative Research Masterclass Series 

on maintaining rigor in research with vulnerable populations which increased my 

confidence to undertake and manage data collection and management. Having 

completed a Bachelor of Social Sciences and Master of Development Studies, I 

approached the research process with a background in social science research, as a 

female researcher in my late twenties, external to the Western Sydney community. 

One day per week during the project I was also research assistant and project manager 

for LP120200484, which provided a valuable context to the research. I conducted all of 

the interviews, which ranged from 20 minutes to 1 hour 20 minutes. One group 

interview comprised three participants, as requested by the participants. Prior to my 

involvement in LP120200484, I had no experience in the area of disability. I also come 

from a privileged middle-class Anglo-Saxon Australian background.  This latter identity 

has perhaps generated the most reflection in positioning myself in relation to this 

research. 

It was through conducting interviews with non-ACCHO providers for this 

qualitative study that I was conscious of how having no previous experience in the area 

of disability and being a young female potentially influenced the dynamics between 

participants and myself. Awareness of my relative lack of experience led to a lack of 

confidence in the initial stages of interviews. As the data collection stage progressed, 
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however, my level of confidence increased. Further reflection on the dynamics of 

interviews and rapport is discussed in Sections 5.3.6 and 5.3.7. 

 As an Anglo-Saxon Australian with a strong social conscience in relation to the  

uneven  power  relations  between white  Australia and  Aboriginal  and  Torres  Strait 

Islander peoples, I have for a long time been conscious of what Cowlishaw [33] has 

described as “the shame of belonging to the privileged segment of a cultural hierarchy” 

[33](p. 126). My social consciousness around the need for social justice and equity for 

Aboriginal and Torres Strait Islander peoples has been largely developed through 

secondary and tertiary education which supported reflexivity of my privileged position, 

and being surrounded by family members and friends who share similar values. 

However, I had long felt a distinct unease that throughout my life I had little contact 

with Aboriginal and Torres Strait Islander peoples in my day-to-day life. I was aware 

that I had lived almost exclusively within a privileged white Australian context. As 

Cowlishaw [33] points out “the lives of Aboriginal Australians are largely concealed 

from the urban majority” [33](p. 3). In becoming involved with LP120200484, and this 

subsequent project, I was aware of the need to be reflexive on how this inner 

contradiction, and what might be termed white guilt, may influence this research. 

Haynes et al. [34] assert that “naming and understanding the reasons for guilt can 

provide individuals with an opportunity to work through feelings of shame and distress 

over Australia’s historical and current relationship with Indigenous people” [34] (p. 5). I 

was aware during the stage of data analysis that I needed to be particularly reflexive in 

not projecting my own feelings when interpreting what providers were saying in 

relation to their own perceptions, understandings, and experiences of interacting with 

Aboriginal and Torres Strait Islander families. The most rewarding aspect of this project 

for me personally has been the ongoing cultural mentorship from my cultural mentors, 

which has led me to embrace continual reflexivity rather than a need to reconcile my 

inner contradictions identified above. I believe continual reflexivity to be an essential 

part of being involved in research in this space as an Anglo-Saxon Australian. 
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5.3.6 Reflexive account 

 It is inevitable that researchers’ characteristics and position in relation to 

research will have an effect on the research process [11]. To address this impact, I 

ensured that strategies were put in place to facilitate reflexivity. A self-care plan 

(Appendix 9) was developed with members of the supervision team to establish ways 

to mitigate potential risks to myself as a researcher. Development of the self-care plan 

was also a helpful reflexive process to undertake as it forced reflection on potential 

risks and self-care strategies. The potential risks centred on the impact of research 

involving sensitive cultural issues on myself as a non-indigenous Australian and how to 

handle expressions of racism during interviews. Self-care strategies included drawing 

out meanings behind racist comments, ongoing de-briefing sessions with supervisors 

and cultural mentors, being aware of having access to the free counselling service 

offered at the University of Technology Sydney, and keeping a reflexive journal 

throughout the research. Templates for a summary sheet and reflexive journal were 

also developed. Following each interview, the first action I took was to complete a 

summary sheet and reflexive journal for that interview. The summary sheet recorded 

demographic information, the interview setting, and a summary of the key concepts 

raised in the interview along with noting similarities or differences with previous 

interviews. The reflexive journal recorded information on interaction flow, rapport, 

technique, and other relevant observations related to the interaction between myself 

and the participant. Reflecting on each interview in this manner was important in 

recording external factors that may have influenced the data as well as being a useful 

tool to develop my technique. 

 At the start of each interview, I introduced myself as the LP120200484 project 

manager who was undertaking the interviews as a postgraduate research student. The 

rationale behind the interviews were linked to the LP120200484 project in my 

introduction. Each interview began with an introduction to the aims of the 

LP120200484 project and a summary of the key findings from the LP120200484 

community forums. The aim of the interview was explained in terms of how it evolved 

from previous stages of the LP120200484 project. Positioning my research in this way 

may have engendered confidence that this was a project with funding and could have 
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influenced their willingness to participate. Qualitative research involves a balance of 

power between the researcher and participants [35]. Positioning myself as an outsider 

with no clinical/practical background in the area, no allegiance to a specific sector, and 

who is not a member of the Western Sydney community, may have allowed 

participants to speak more freely [36]. This was particularly evident in the in-depth 

data that was provided around some negative systems issues. As a researcher, 

however, without the clinical/practical background, I sometimes felt intimidated by 

the participants given their perceived level of expertise/authority. It was important to 

acknowledge this reflection so that I could monitor its potential impact on data 

collection and analysis.  

5.3.7 Rapport 

 The influence of rapport on interviews is particularly important. Establishing an 

enabling rapport necessarily involves the researcher opening up and investing personal 

characteristics in building a relationship with the participant [8]. It became evident 

during data collection that rapport seemed to be most easily established with female 

participants who were similar to myself in being predisposed to communicate in an 

informal and friendly manner. Another element that seemed to influence establishing 

rapport were the few shorter interviews in which the providers were friendly, but 

formal. The group interview with three participants was one of the most welcoming 

and easiest to establish rapport. All three participants were so passionate about the 

research topic that I needed to be mindful of not inserting my own perspectives and 

interest. However, this was difficult as at the time it felt that I might affect the dynamic 

if I did not also invest my own interest in the area. There was also an evident 

difference in rapport with providers involved only in practice and those providers in 

high level administrative positions (ie heads of departments). Rapport with those 

participants in senior positions was noticeably more formal and slower to establish 

rapport than with other participants. The start of these interviews were very 

descriptive with participants articulating generic information and processes. It was 

only as interviews progressed that they began providing more in-depth personal 

opinions and understandings. The physical settings of these interviews may have also 

contributed to the more formal interactions. One interview with a social service 
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manager was conducted in an office with the participant sitting behind their desk and I 

sat opposite. This created a more formal dynamic compared with other interview 

settings where the seating positions were less formal. 

 Establishing rapport with male participants was variable, highlighting the role 

that gender plays in influencing rapport between a researcher and study participants 

[37]. In one interview with a male health provider with decades of clinical experience, 

rapport seemed to be characterised by myself as the young postgraduate student and 

him as the expert with extensive experience. The participant was not patronising, but 

rather imparting his knowledge. There was only one interview where it was very 

difficult to establish a good rapport. One male health provider with extensive 

experience seemed very wary and defensive throughout the interview. My perception 

was that being a young female without a clinical health background impeded 

establishing good rapport with this participant. The variable experiences with male 

participants may have been influenced by my own level of comfort interacting with 

males in this context.  However, on the whole these were useful interviews. 

5.3.8 Data management and storage 

 Signed consent forms were locked in a cabinet in the secure Centre for 

Cardiovascular and Chronic Care office at the University of Technology Sydney. After 

each interview, the recording was uploaded to a secure professional transcription 

service. A copy of the recording was saved to a secure password protected network 

drive at the University of Technology Sydney. Once the researcher received a 

transcript, they listened to the recording while reading the transcript to ensure 

accuracy as part of ensuring rigour. This step of data management was important, as 

some words had been transcribed incorrectly. Potentially this indicates that while a 

recording can be objective, once the process of transcribing is applied human error 

may influence the interview transcript and strategies to address this need to be put in 

place. After cross-checking the transcript with the recording, the recording was 

deleted. During this process, the digital audio recorder was kept locked in a cabinet in 

the secure Centre for Cardiovascular and Chronic Care office at the University of 

Technology Sydney, unless used for another interview. As introduced in Section 5.2.6, 
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transcripts were saved under a pseudonym and stored on a secure password protected 

network drive at the University of Technology Sydney. The legend linking participants’ 

details with their pseudonym was also stored on the password protected network 

drive in a separate folder. All identifying details, such as names and workplaces, were 

removed from the transcripts. Microsoft Word software was used for data 

management and analysis. As per the National Health and Medical Research Council 

guidelines for storage of data, data will be securely stored for a minimum of 7 years 

and then disposed of according to the University of Technology Sydney guidelines. 

5.4 Research analysis 

5.4.1 Data analysis 

 Data analysis was informed by some of the principles of the general inductive 

approach. This qualitative approach analyses data inductively so that categories 

emerge from the raw data to form a model or framework [9]. A guiding principle of 

this approach in comparison with the inductive approach of grounded theory, which it 

is most similar to, is that data analysis is guided by the research objectives. Thomas [9] 

emphasises that the research objectives “provide a focus or domain of relevance for 

conducting the analysis, not a set of expectations about specific findings” [9](p. 239). 

The general inductive approach was selected as the methodology best suited to the 

purpose of the research as guided by pragmatism. The principle of data analysis guided 

by the research objectives underpinned the rationale for selection of the approach. It 

was important that data analysis was guided by the research objectives so that the 

findings could assist as part of the overall LP120200484 project in addressing the 

problem of access to services and support as identified by the partner ACCHO. Data 

analysis was guided by the research aim, objectives and questions outlined in Chapter 

One Section 1.3. 

Employing an inductive approach to preliminary data analysis was important in 

facilitating exploration of provider perceptions, understandings, and experiences and 

what the important categories were without the influence of a priori assumptions or 

frameworks [8]. Although findings of the Phase one integrative literature review into 

the important components involved in inter- and intra- sector collaboration were 
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explored using ecological systems theory, a key overall finding was that collaboration 

needed to be explored in specific contexts so that solutions are sustainable and 

responsive to local needs. It was decided that deductively applying the theory to the 

data analysis a priori might hinder important contextual issues. As each community is 

unique, it was important that an inductive approach be used. A suggested limitation of 

the general inductive approach is that it is not as strong in model and theory 

development as other approaches to data analysis [9]. The benefit of the data analysis 

generating useful findings relevant to the research objectives in this case, however, 

overrode this consideration in light of the purpose of this research. 

 Preliminary analysis of each interview transcript was undertaken by the 

researcher and involved the four following steps. First, close reading of the transcript 

multiple times was undertaken before applying codes. The summary sheet and 

reflexive journal for the interview were also read. Immersing the researcher in the 

data in this way was important in generating preliminary ideas and “getting a sense of 

the whole” [38](p. 371). This stage also facilitated conceptual links between interviews. 

Second, line-by-line coding of the transcript was conducted. The codes closely 

reflected what the participant was describing at this stage and sections of text could 

be assigned more than one code. The codes and their corresponding text were 

inserted into a Microsoft Word document table under the headings code and text. 

Third, after the transcript had been coded the coded text was grouped together under 

the same codes. Codes that were describing the same thing but which had been 

labelled differently were collapsed into the code name that fit the best. Fourth, the 

codes and associated text were then compared with each other and grouped into 

preliminary categories in a table format. The categories listed in the table were then 

developed through being written up using thick description in relation to contextual 

factors of the participant. 

Independent parallel coding by two supervisors and the researcher was carried 

out on the first two transcripts to crosscheck the preliminary codes and categories. 

Without seeing the researcher’s preliminary codes and categories, these two 

supervisors each independently coded an entire transcript. Once coding had been 

completed, they met as a team to compare their preliminary codes and categories and 
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discuss similarities and differences. Although no major variations in interpretations 

emerged, the value of this stage was in the discussion of codes and categories 

between the researchers and the insights generated [39]. It was not possible to cross-

check the coding of each transcript but this stage was an important part of ensuring 

credibility of the preliminary analysis.  

 Preliminary analysis of the data reflected two main areas: 1) provider 

perceptions, understandings, and experiences related to direct service provision to 

families, and 2) provider perceptions, understandings, and experiences of working 

together with other providers across the health, education, and social service sectors. 

At this stage, the researcher met with members of the supervision team to discuss 

whether further condensing of codes should be carried out within these two areas. It 

was agreed that analysis should continue as is due to relevance to the research 

objectives, and no obvious crossovers justified merging the two areas. Following 

preliminary analysis, categories were compared in an iterative process to develop links 

and uncover disconfirming evidence. This stage led to some categories to be collapsed 

into others and other new overarching categories to be created guided by what were 

the most important categories for the research objectives. Key categories related to 

direct service provision to families included the perception that Aboriginal families of a 

child with a disability do not want the help of non-Aboriginal providers, factors that 

influenced interactions with families, factors that influenced the ability of families to 

access services, and the influence of macro factors such as socio-political context, and 

policy and funding directives. Key categories related to provider perceptions, 

understandings, and experiences of working together included factors that either 

impeded or enabled the ability of providers to work effectively together, the important 

role of effective communication and sharing of information, and unlocking the 

strength of schools as settings for early intervention. Quotations from the raw data 

that best demonstrated the categories were selected. Following preliminary analysis, 

two conceptual frameworks were chosen to further explore the data.  
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5.4.1.1 Candidacy framework 

 It was evident that the categories emerging in the area of provider perceptions, 

understandings, and experiences of direct service provision to families related to 

providers’ perceptions of the process of families accessing services. Underlying the 

process of accessing services were issues of trust and power relations between 

providers and families. Following discussion with the supervision team, the Candidacy 

framework by Dixon-Woods et al. [40], introduced in Chapter Four, was chosen as a 

suitable model to further explore the data. Suitability of this model was confirmed as 

all preliminary categories fit within the framework. The concept of candidacy in 

relation to this qualitative study describes the joint negotiation between families and 

providers of the eligibility of Aboriginal children with a disability and their families for 

services. The model, explored in Chapter Six, explores provider understanding of 

candidacy for Aboriginal children with a disability and their families accessing services. 

5.4.1.2 Collaborative Practice to Enhance Patient Care Outcomes framework 

 It was evident that the categories emerging in the area of provider perceptions, 

understandings, and experiences of working together with other providers across the 

health, education, and social service sectors related their perception of factors that 

either impeded or enabled collaboration. Following discussion with the supervision 

team, it was decided to further explore the data using the concept of 

interprofessionality. D’Amour and Oandasan [41] define interprofessionality as: 

the development of a cohesive practice between professionals from different disciplines…It is 

the process by which professionals reflect on and develop ways of practicing that provides an 

integrated and cohesive answer to the needs of the client/family/population [41](p. 9). 

The Collaborative Practice to Enhance Patient Care Outcomes framework, introduced 

in Chapter Four, was developed to explore the key elements of interprofessional 

collaborative practice in healthcare and an adaptation of this framework is used to 

explore interprofessionality in the context of Aboriginal childhood disability. The 

concept of interprofessionality in relation to this qualitative study describes the 

processes and determinants of interprofessionality in the specific context of service 

provision to Aboriginal children with a disability and their families. The model, 
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explored in Chapter Seven, explores provider understanding of factors influencing 

interprofessional collaborative practice in this area. 

A reflexive journal of the data analysis process was kept throughout the 

process to record formative ideas and areas for further pursuit in subsequent 

interviews.  Regular monthly peer debriefings with members of the supervision team 

were held to discuss and refine emerging findings throughout the process. The 

different expertise and backgrounds of these supervision team members provided 

invaluable interpretations and insights to data analysis. The team included researchers 

with expertise in qualitative research methods, clinical backgrounds in general practice, 

nursing, psychology and speech pathology, and cultural mentors with extensive 

experience in ACCHOs who were also community stakeholders.  

5.4.2 Rigour (credibility, transferability, dependability, and confirmability) 

 Similar techniques used to assess the trustworthiness of findings in other 

qualitative analysis approaches can be applied to the general inductive approach [9]. 

To ensure trustworthiness, measures were taken to address credibility, transferability, 

dependability and confirmability [42]. The independent parallel coding by the 

researcher and two other members of the supervision team during the preliminary 

data analysis stage and regular peer debriefings with the LP120200484 project team to 

discuss emerging findings was undertaken to ensure credibility [5, 9, 11]. Member 

checks were carried out with the participants in the form of providing them with the 

study findings for their feedback [42], yet, none of the participants provided feedback 

on the findings. Members of the supervision team who were part of the community 

and who worked in Western Sydney also provided valuable insights and guidance to 

the findings. Two members were carers of an Aboriginal child with a disability living in 

Western Sydney and another member was a GP who provides services for Aboriginal 

children with a disability and their families.  

 Transferability was addressed through the use of thick description when 

reporting data [43]. The use of thick description in reporting data was selected so that 

external parties can assess the transferability of findings [42]. This was applied not only 

to the reporting of findings but also in the provision of a detailed description of 
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relevant participant demographics and study settings [11]. The summary sheet and 

reflexive journal written up following each interview assisted in recording the context 

of the interview to inform the thick description of data [8]. These resources were 

particularly valuable as a number of participants continued to discuss issues relevant 

to the interview after the recording had stopped. When this happened, notes were 

written immediately following the interview in a field journal. The physical descriptions 

of places by two participants were also cases where it was valuable to have the 

summary sheet and reflexive journal to record additional contextual data. One 

participant felt that the physical set up of her office where the interview took place 

isolated her from collaborating with the Aboriginal Education Workers in the opposite 

building. Describing the setting in the summary sheet was an important part of data 

collection for this participant. While describing why services in Western Sydney were 

perceived as inaccessible to some families, another participant drew a map of the 

physical placement of services in a spoke-wheel shape to illustrate their meaning, 

which was important to record in the summary sheet. 

 In this chapter, the stages of data collection and analysis were clearly defined 

and documented to facilitate transparency and dependability. Leaving a detailed audit 

trail of the research processes importantly allows for external parties to assess 

dependability of the findings [42]. Field notes in the form of summary sheets and 

reflexive journals were kept to ensure confirmability as additions to an audit trail [44]. 

It is recognised that no researcher is able to come to the research process with an 

objective clean slate [31, 45]. As introduced in Section 5.3, the summary sheets and 

reflexive journals for both individual interviews and the overall data analysis process 

were used as checks to ensure the researcher reflected on how their subjectivities 

might influence the research process and findings. As this project is generally informed 

by Bronfenbrenner’s ecological systems theory [46], it was particularly important that 

these checks were in place during preliminary data analysis as inductive analysis was 

selected as the most suitable data analysis approach to address the purpose of the 

research. It is argued that the inductive approach to data analysis can never truly be 

separated from all theory [5, 11]. A research project is always situated in the context of 

knowledge of relevant scholarship in the chosen area either through a literature 
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review or general discipline background which can affect choices regarding the 

research design, process and analysis [39, 45]. In selecting the general inductive 

approach as best suited to the research purpose, it was important that these checks 

were in place so that the researcher could reflect on the data analysis process and 

ensure that the theory was not inadvertently applied a priori. 

5.5 Conclusion 

Phase three of this PhD project used a qualitative research design influenced by 

the epistemological assumptions of pragmatism to explore non-ACCHO provider 

perceptions, understandings, and experiences of providing services. Both Phase one 

and Phase two of the project informed the research design in the development of the 

topic guide and the recruitment strategy, respectively. The Phase three data is 

explored using the Candidacy [40], and Collaborative Practice to Enhance Patient Care 

Outcomes [41], frameworks in the following two chapters. 

 

 

 

 

  



  86 

5.6 References 

1. Rorty R. 1999, Philosophy and Social Hope, Penguin Books, England. 

2. Cherryholmes CH. 1992, 'Notes on Pragmatism and Scientific Realism', 
Educational researcher, vol. 21, no. 6, pp. 13-17. 

3. James W. 1982, 'What Pragmatism Means'. In: Thayer HS (ed.) Pragmatism: The 
classic writings, Hackett Publishing Company, Indianapolis, pp. 209-226. 

4. Cornish F & Gillespie A. 2009, 'A Pragmatist Approach to the Problem of 
Knowledge in Health Psychology', Journal of Health Psychology, vol. 14, no. 6, 
pp. 800-809. 

5. Creswell JW. 2014, Research Design Qualitative, Quantitative, and Mixed 
Methods Approaches, SAGE Publications, United States of America. 

6. James W. 1982, 'An Interview: Pragmatism - What It Is'. In: Thayer HS (ed.) 
Pragmatism: The classic writings, Hackett Publishing Company, Indianapolis, pp. 
131-134. 

7. Dewey J. 1982, 'The Development of American Pragmatism'. In: Thayer HS (ed.) 
Pragmatism: The classic writings, Hackett Publishing Company, Indianapolis, pp. 
23-42. 

8. Patton MQ. 2015, Qualitative Research and Evaluation Methods, 4th, SAGE 
Publications, United States of America. 

9. Thomas D. 2006, 'A general inductive approach for analysing qualitative 
evaluation data', American Journal of Evaluation, vol. 27, no. 2, pp. 237-246. 

10. Corbin J & Strauss A. 2015, Basics of qualitative research, 4th, Sage, Newbury 
Park, CA.  

11. Malterud K. 2001, 'Qualitative research: standards, challenges, and guidelines', 
The Lancet, vol. 358, no. 9280, pp. 483-488. 

12. Pope C & Mays N. 1995, 'Reaching parts other methods cannot reach: an 
introduction to qualitative methods in health and health services research', 
British Medical Journal, vol. 311, no. 6996, p. 42. 

13. Thorne S. 2016, Interpretive description: Qualitative research for applied 
practice, 2nd, Routledge, New York 

14. Fusch PI & Ness LR. 2015, 'Are We There Yet? Data Saturation in Qualitative 
Research', The Qualitative Report, vol. 20, no. 9, pp. 1408-1416.  

15. Coyne IT. 1997, 'Sampling in qualitative research. Purposeful and theoretical 
sampling; merging or clear boundaries?', Journal of Advanced Nursing, vol. 26, 
no. 3, pp. 623-630.  

16. Teddlie C & Yu F. 2007, 'Mixed Methods Sampling: A Typology With Examples', 
Journal of Mixed Methods Research, vol. 1, no. 1, pp. 77-100. 



  87 

17. Carter, S. & Little M. 2007, 'Justifying knowledge, justifying method, taking 
action: Epistemologies, methodologies, and methods in qualitative research', 
Qualitative Health Research, vol. 17, no. 10, pp. 1316-1328. 

18. Herring S, Spangaro J, Lauw M & McNamara L. 2013, 'The Intersection of 
Trauma, Racism, and Cultural Competence in Effective Work with Aboriginal 
People: Waiting for Trust', Australian Social Work, vol. 66, no. 1, pp. 104-117. 

19. Tsou C, Haynes E, Warner WD, Gray G & Thompson SC. 2015, 'An exploration of 
inter-organisational partnership assessment tools in the context of Australian 
Aboriginal-mainstream partnerships: a scoping review of the literature', BMC 
Public Health, vol. 15, no. 1, p. 416. 

20. Miles MB & Huberman AM. 1994, An Expanded Sourcebook Qualitative Data 
Analysis, Sage Publications, United States of America. 

21. Onwuegbuzie AJ & Leech NL. 2007, 'Sampling Designs in Qualitative Research: 
Making the Sampling Process More Public', The Qualitative Report, vol. 12, no. 
2, pp. 238-254. 

22. Sandelowski M. 2000, 'Combining Qualitative and Quantitative Sampling, Data 
Collection, and Analysis Techniques in Mixed-Method Studies', Research in 
Nursing & Health, vol. 23, no. 3, pp. 246–255. 

23. Green A, Luckett T, Abbott P, DiGiacomo M, Delaney J, Delaney P & Davidson 
PM. In press, 'Developing a framework for undertaking an asset-informed 
approach to service mapping: a systematic integrative review and synthesis', 
Nurse Researcher, accepted 06/10/2016. 

24. Whiting L, Kendall S & Wills W. 2012, 'An asset-based approach: an alternative 
health promotion strategy?', Community Practitioner, vol. 85, no. 1, pp. 25-28. 

25. Whiting L.S., Kendall S & Wills W. 2013, 'Rethinking children’s public health: the 
development of an assets model', Critical Public Health, vol. 23, no. 2, pp. 146-
159. 

26. Berkowitz B & Wadud E 2015, Community Tool Box: Chapter 3 Section 8. 
Identifying Community Assets and Resources. Available: 
http://ctb.ku.edu/en/table-of-contents/assessment/assessing-community-
needs-and-resources/identify-community-assets/main [Accessed 16/04 2015]. 

27. MacDougall C & Fudge E. 2001, 'Planning and recruiting the sample for focus 
groups and in-depth interviews', Qualitative Health Research, vol. 11, no. 1, pp. 
117-126. 

28. Gibbs L, Kealy M, Willis K, Green J, Welch N & Daly J. 2007, 'What have 
sampling and data collection got to do with good qualitative research?', 
Australian and New Zealand Journal of Public Health, vol. 31, no. 6, pp. 540-544. 

29. Aboriginal Health & Medical Research Council Ethics Committee 2013, 
AH&MRC Guidelines for Research into Aboriginal Health: Key Principles, 
Aboriginal Health & Medical Research Council of New South Wales, Sydney. 



  88 

30. Martin K. 2003, 'Ways of Knowing, Ways of Being and Ways of Doing: a 
theoretical framework and methods for Indigenous re-search and Indigenist 
research', Journal of Australian Studies, vol. 27, no. 76, pp. 203-214. 

31. Charmaz K. 2014, Constructing Grounded Theory, SAGE Publications, United 
States of America. 

32. Turner D. 2010, 'Qualitative Interview Design: A Practical Guide for Novice 
Investigators', The Qualitative Report, vol. 15, no. 3, pp. 754-760. 

33. Cowlishaw, G. 2009, The city's outback, NewSouth Publishing, Sydney. 

34. Haynes E, Taylor K, Durey A, Bessarab D & Thompson S. 2014, 'Examining the 
potential contribution of social theory to developing and supporting Australian 
Indigenous-mainstream health service partnerships', International Journal for 
Equity in Health, vol. 13, no. 1, p. 75. 

35. Orb A, Eisenhauer L & Wynaden D. 2001, 'Ethics in Qualitative Research', 
Journal of Nursing Scholarship, vol. 33, no. 1, pp. 93-96. 

36. Minichiello V, Madison J, Hays T, Courtney M & St.John W. 1999, ‘Qualitative 
interviews’. In: Minichiello V, Sullivan G, Greenwood K & Axford A (eds.) 
Handbook of Research Methods in Health Sciences, Addison-Wesley, Sydney, pp. 
395-418. 

37.  Pini B. 2005, ‘Interviewing men: Gender and the collection and interpretation 
of qualitative data’, Journal of Sociology, vol. 41, no. 2, pp. 201-216 

38. Sandelowski M. 1995, 'Qualitative Analysis: What It Is and How to Begin', 
Research in Nursing & Health,, vol. 18, no. 4, pp. 371-375. 

39. Barbour RS. 2001, 'Checklists for improving rigour in qualitative research: a case 
of the tail wagging the dog?', British Medical Journal, vol. 322, no. 7294, pp. 
1115-1117. 

40. Dixon-Woods M, Cavers D, Agarwal S, Annandale E, Arthur A, Harvey J, Hsu R, 
Katbamna S, Olsen R, Smith L & Riley R. 2006, 'Conducting a critical interpretive 
synthesis of the literature on access to healthcare by vulnerable groups', BMC 
Medical Research Methodology, vol. 6, no. 1, p. 35. 

41. D'amour D & Oandasan I. 2005, 'Interprofessionality as the field of 
interprofessional practice and interprofessional education: An emerging 
concept', Journal of Interprofessional Care, vol. 19, no. Suppl. 1, pp. 8-20. 

42. Lincoln Y & Guba E. 1985, Naturalistic inquiry, Sage Publications, Newbury Park. 

43. Lincoln Y & Guba E. 1986, 'But is it rigorous? Trustworthiness and authenticity 
in naturalistic evaluation', New Directions for Program Evaluation, vol. 30, pp. 
73-84. 

44. Jeanfreau S & Jack L. 2010, 'Appraising qualitative research in health education: 
Guidelines for public health educators', Health Promotion Practice, vol. 11, no. 
5, pp. 612-617. 

45. Sandelowski M. 1993, 'Theory Unmasked: The Uses and Guises of Theory in 
Qualitative Research', Research in Nursing & Health, vol. 16, no. 3, pp. 213-218. 



  89 

46. Bronfenbrenner U. 1979, The ecology of human development: experiments by 
nature and design, Harvard University Press, Cambridge, Mass.  



  90 

Chapter Six: Provider understanding of candidacy for Aboriginal 

children with a disability and their families accessing services 

6.1 Introduction 

Providers’ perceptions, understandings, and experiences of direct service 

provision to families centred on their perceptions of factors which either impeded or 

enabled families’ access to their services. These are explored in this chapter through 

an adaptation of the Candidacy framework [1], introduced in Chapter Four Section 

4.2.1. The concept of candidacy describes the joint negotiation between families and 

providers of the eligibility of Aboriginal children with a disability and their families for 

services. It is a “dynamic and contingent process” (p. 7) in a constant state of being 

“defined and redefined” (p. 7) through interactions between families and providers [1]. 

Candidacy is influenced by interactions through the stages of Identification of 

candidacy, Navigation of services, Permeability of services, Presentation at services, 

Provider adjudications, and Offers and resistance to services. The process of candidacy 

is managed within Operating conditions at the macro level related to the impact of the 

socio-political context of colonisation and the Stolen Generation, and funding and 

current policy directives (Figure 6.1). 

 

 

 



  91 

 
Figure 6.1 Provider understanding of candidacy for Aboriginal children with a disability and their families accessing services 
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6.2 Identification of candidacy – “It’s better to start early intervention 

quickly” 

 Identification that a child might have a condition requiring assessment and 

treatment required families to both recognise their child as a candidate for services 

and act on this knowledge. Some providers perceived that some families may have not 

been aware of developmental issues with their children due to family systems being 

“fluid” and advice provided by members of their community. Some providers 

described some families as “easy going” and accepting of a range of behavioural issues, 

which may influence issues not being identified at an early stage. 

“Because Aboriginal families have that greater, you know, they don’t 

necessarily always – the kids don’t necessarily stay with the parents all the time, 

you know, they might be living for a period of time with aunt and uncle or with 

grandma, grand pop.  You know, it’s more fluid.  That whole system is more 

fluid with Aboriginal families.  So yeah, they could be missed in the big scheme 

of things.” (Tracy - social service provider) 

Rachel (health provider) explained her perception that some kinship carers caring for 

Aboriginal children in out-of-home care (OOHC) could be “lax” about identifying that 

there may be an issue and acting on this knowledge.  

“As the Aboriginal culture sort of does, it’s a lot more lax.  So if there’s a speech 

issue they might just say oh, so and so did that at three years old and now 

they’re talking fine too.” (Rachel - health provider) 

In these cases, it was described as important for providers to support carers by 

providing access to information around why a child required access to specific services. 

 “So I guess it’s supporting the carers, the kinship, guardianship carers that it’s 

okay, ‘I know that this probably wasn’t done sort of 30 years ago, but now we 

have evidence to say, no, it’s better to start early intervention quickly’.” (Rachel 

- health provider) 

This participant perceived that there had been a shift over decades towards the 

current recognition of the importance of early intervention. Kinship carers from older 
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generations were perceived as potentially requiring information around the 

importance of early intervention, which may not have been prominent when they 

were younger. 

6.3 Navigation of services – “It’s quite a complex trail” 

 Providers across all sectors perceived that once families had identified the need 

for assessment and treatment they faced navigating a complex service landscape to 

access services. The ability of families to mobilise the competencies and resources 

required to navigate services was influenced by four factors. 1) Financial, 2) 

Information, 3) System, and 4) Geographical factors were identified by providers as 

influencing the successful navigation of services and are explored in further detail 

below. 

6.3.1 Financial factors 

 The cost of accessing private providers in the context of long waitlists in the 

public system, and additional costs associated with accessing services, was perceived 

to impede the ability of some families to navigate services. The cost of private 

providers was identified as prohibitive to families without access to the financial 

resources required to access their services. Providers identified that for families with 

the financial resources to access the private system, there was no issue referring them 

and getting those families the support that they need. However, families unable to 

afford private providers faced long waitlists and few providers who bulk bill in the 

public system. 

“Well, I mean, the current, ah - how to say it - the problem with the public 

system is long waiting lists.  So currently speech pathology at the [Community 

Health Centre] has a two-year waiting list. So, ah, there’s clearly a problem for 

those who believe in the importance of early intervention.” (Frank - health 

provider) 

Ella (social service provider) identified that families waiting for assistance from 

relevant funding packages may still have had to access private providers in the 
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meantime. Even with the assistance of universal health cover, she perceived that the 

gap payments for private providers could be too much for families who were struggling. 

“I think, with funding, like, if, for example, with families, Aboriginal families are 

struggling already, even paying a gap of $20 is too much for them.” (Ella - social 

service provider) 

 The additional costs associated with accessing services, even free services, 

were also perceived as being prohibitive for families. Providers identified that covering 

the cost of food and transport to services was difficult for some families. The cost of 

parking and food was described as exacerbated for families accessing assessment 

services as an assessment could take all day.  

“The only thing we have had in the past with some of the Aboriginal families 

who have come who have a lot of difficulty with the parking and food while 

they're here. So, we often need to go and get food vouchers…sometimes they 

would have come without having the ability to, I don't know, without food and 

without finance to be able to get it from the shopping centre.” (Shelley - health 

provider) 

“Food, if they’re here all day you know, food. You know, we do have, the 

specialist department do have food vouchers, but it’s very hard, it’s like you 

have to make an argument just to get, you know, the food vouchers.” (Ella - 

social service provider) 

The cost of food in these situations was identified as compounded for carers who, 

without alternate childcare arrangements, may have had to bring other children along 

to a child’s assessment. 

Financial barriers were also perceived to impede some services and providers 

in providing outreach services. Some private providers identified that while they 

wanted to assist families struggling financially to access their services, it was not 

financially feasible in terms of the operating costs of running a practice and the lack of 

government assistance in covering the cost of providing services in free clinics. 

Providers perceived that services that bulk billed and free clinics were key enablers to 

families’ navigation of services. Curtis (health provider) identified, in relation to a free 
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hospital outreach clinic run at a local Aboriginal health service, that although from “an 

organisation point of view, the clinic is financially inefficient”, yet, from an access point 

of view children were more likely to be seen and treated. 

6.3.2 Information factors 

 Lack of available information about, and education on how to access services 

were perceived to impede the ability of families to enhance their competency to 

navigate services. Some providers identified that they themselves were unsure of how 

to find relevant services to refer families for support. They perceived that for families, 

the lack of information and education made navigating services even more stressful 

and difficult. 

“I’m a health professional, even for me sometimes when I’m thinking, oh, where 

do I go about particular things, so there’s so many different services but how do 

you know which service you need for your child, and if you’re in a very stressful 

situation and then you were trying to find a service and you’ve rung five and 

they’ve all said, ‘well, not us, do you want to try them?’ I mean you’re going to 

give up.” (Madeline - health provider) 

Mark (health provider), an Aboriginal provider, described that he had experienced this 

confusion on a personal level both in his role as a provider and as a relative of children 

with a disability. 

“From a personal point of view, like, I’ve got my [child relatives] that are 

through community services, and, sort of, my own personal experience is, yeah, 

there is not enough information out there, or sometimes, it’s the way you try 

and get through the systems, and, yeah. So I’ve experienced it on a personal 

basis…I think it’s hard, because even myself, working as a health professional, I 

know how to navigate the system. I still find it hard ‘cause, it’s hard to find 

where, who do you communicate this to?  Who do you provide feedback to, and 

stuff like that. There’s no clear direction to say, ‘Well, if you have any issues, 

and stuff, who do I contact?’.” (Mark - health provider) 

While Aboriginal health services were perceived as helping to address access issues, 

providers identified that it was inevitable that families would have to engage with 
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mainstream services in seeking care and support. Increased information and education 

on how to work with mainstream systems, rather than avoiding them, was perceived 

by providers as key to empowering families to understand how to navigate services.  

Some providers identified a number of potential strategies to increase the 

access of families to information. These included a central online information system 

specific to Western Sydney, an electronic service map complied and disseminated by 

lead government departments, such as the Department of Family and Community 

Services (FACS), and advertising services in the newsletters or Facebook pages of 

preschools and schools.  

“A map or something like, a navigation thing for people where they can say, 

‘Well, if you’ve got, for example, you’ve got a child with disability these are the 

types of services in your community’. I haven’t seen one around though where 

people can just pick something up and say, these are the people I contact.” 

(Mark - health provider) 

Several providers confirmed it was important that disseminated information be 

written in easy to understand language for families.  

“I think that’s what we need – and it’s got to be in a language that people 

understand too…Stop the jargon.” (Madeline - health provider) 

Increasing education and awareness in the wider community was also identified by 

several providers as a key element to enabling families to navigate services. Some 

providers described the need for providers and their services to link closer with 

Aboriginal community groups. This was identified in the context of recognition of the 

role of community groups’ in guiding families’ around navigating services.  

6.3.3 System factors 

 Providers across all sectors identified that the complex service landscape 

impeded the ability of families to successfully navigate services. A key issue raised by 

providers was the confusion caused by the multiple early intervention services 

encountered by families. Some providers perceived that frustration associated with 

this confusion influenced the willingness of some families to navigate services. 
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“Because, um, it’s hard for families to have 20 service providers asking them the 

same questions over and over. Um, and, you know, it frustrates them.” 

(Danielle - social service provider) 

Providers described the number of services involved in early intervention as having 

changed overtime. They perceived that the service system has become more complex 

for families. 

“But families have got no chance, there’s so many different people working with 

children…you know, 15 years ago they’d come to me and there’d be nobody else, 

but now there’s so many agencies out there putting their hands up, or children 

on waiting lists and parents can’t remember which waiting list they’re on, and 

someone contacts them and they say, oh, no, I’m already getting that, when 

they’re actually not…It’s quite a complex trail for families now.” (Brenda - 

education provider) 

For Tracy (social service provider), the emergence of more NGOs working in the area of 

early intervention may mean vulnerable families, in particular, miss out on available 

support services. This was due to her perception that, in general, NGOs were reluctant 

to take on complex cases. 

“The NGO disability services, I mean I’m making a blanket statement and I could 

be totally unfair to some organisations, and I grant that that’s the case but 

generally they were able to pick and choose who they saw and who they didn’t 

see.  So very complex families, very complex clients tended not to receive 

services through the non-gov sector.” (Tracy - social service provider) 

 Within the complex service landscape, providers identified that first-port-of-call 

providers could potentially play an important role in enabling families to access 

services. First-port-of-call providers were defined as those providers working in the 

health, education, and social service sectors who were most likely to come into 

incidental contact with families who were not already engaged with the service system. 

Key points of contact included preschool teachers, kindergarten teachers, and general 

health providers such as GPs and Aboriginal Health Workers. First-port-of-call 
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providers were perceived as having the potential to identify children with issues and 

link them and their families into the service system.  

“I don’t know, maybe if GPs knew more, because if you’re not going to go 

anywhere you’ve at least got to see your doctor at some point…the GP and the 

preschools or schools are the places that most families go to.  I know there are 

Aboriginal families that don’t necessarily go to preschool, but in [suburb] they 

definitely do with the preschool there.  But at those type of places because 

that’s where people go…Everyone at some point goes to the GP, you know, all 

children, at some point, go to school.” (Madeline - health provider) 

“Yeah ‘cause when you think about it, perhaps some of our families – it’ll be 

[child services] that identifies the families and they may be the ones who plug 

them into [National Disability Insurance Scheme] or it might be housing who 

identify that there’s a child in the household that looks like they could have a 

disability and there’s nothing in place for them…Whoever they think might be 

the first port of call for that family.  Local GPs. You know, anybody who’s going 

to be that first port of call.” (Tracy - social service provider)  

Providers identified that increasing first-port-of-call providers’ awareness and 

knowledge of how to identify a child who requires support, the services available, and 

make appropriate referrals were key to improving access to services for families. 

6.3.4 Geographical factors 

Some providers identified that the geographical location of Western Sydney 

influenced the ability of families to navigate services. Tracy (social service provider) 

perceived that in Western Sydney, the locations where services were concentrated, 

combined with a lack of public transport infrastructure and the prohibitive cost of 

transport for carers, influenced service access. In describing a central area of Western 

Sydney, Tracy depicted the location of services in relation to families in terms of a hub 

and spoke model. The hub and spoke model included the majority of services located 

in a central suburb, with families living in outer suburbs without adequate transport 

infrastructure and financial support to get them to and from services.  
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“The problem with [central suburb] is it’s a difficult place for families to actually 

travel in…all the suburbs come out of [central suburb] like this.  If you lived here 

and you wanted to go here, you have to go in there and out there, you know, 

there’s no sort of way of getting amongst those suburbs and that makes it 

difficult and because of the financial situation, they don’t have money for the 

bus fares.” (Tracy - social service provider) 

Some providers also identified that compared to other areas of Sydney; Western 

Sydney does not have enough services for the Aboriginal population. For Danielle 

(social service provider), compared with the amount of services offered in the inner 

city area of Redfern for the Aboriginal population residing there, there was a lack of 

similar services offered in Western Sydney. This may have been in part due to her 

perception that some members of the Aboriginal community in the inner city are 

better educated on how to navigate advocacy for services and using prominent 

government contacts to their advantage. 

“Because people in the city can fight for their rights.  There’s a lot of very 

educated families who know how to get what they want. They have contacts 

with the minsters; they’re the first ones to get all these services whereas a lot of 

people in the [Western Sydney suburb] area, um, you know, they struggle to 

have, um, those kind of conversations; they don’t have enough contacts they 

don’t have enough people to advocate on their behalf. Um, so their children 

miss out on services.” (Danielle - social service provider) 

6.4 Permeability of services – “Why should you have to have a label to 

get services?” 

 In the context of the high proportion of Aboriginal and Torres Strait Islander 

people residing in Western Sydney, providers identified low numbers of families who 

accessed their early intervention services. 

 “I actually don't understand why is it that we’re not seeing more Aboriginal 

families…we just seem to see so very few and I don't quite understand why. So 
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there may be reasons that they are not accessing our services…I'm not sure why 

they're not finding their way here.” (Shelley) 

Non-attendance of families at services is an indication of low permeability. A key issue 

identified by providers that influenced low permeability of services was the need to 

medically label a child through diagnosis to gain access to services, which was 

perceived as incongruous with the preferences of some families. Providers observed 

that some families did not necessarily want to label their child as having a disability. 

“what I think would be the way forward is because families often don’t see the 

value in their child having the label and I totally agree with them.  Why should 

you have to have a label to get services?...So therefore, we shouldn’t be 

hounding the families to get a label on their child.” (Charmaine - education 

provider) 

The reluctance to label a child through diagnosis was perceived as incongruous with 

many mainstream service requirements for children to have a diagnosis in order to 

access services and support.  

“We had, like, an exit plan for our service, and for each family, and for the kids 

who didn’t have a diagnosis, or possibly had just a mild intellectual disability, 

we struggled to find people to refer them on to because they didn’t fit anyone’s 

criteria and that’s one of the things that I think in Aboriginal communities, if 

someone who doesn’t have a diagnosis, I’m not sure what’s going to happen.” 

(Madeline - health provider) 

As demonstrated in the excerpt above, the requirement of labelling a child through 

diagnosis to gain access to services was identified by some providers as needing to be 

addressed to overcome the impediment to service access for children without a 

diagnosis. A key element of the school readiness program that Madeline (health 

provider) had been involved in was that children did not require a diagnosis to be 

eligible. Through this approach, the program was able to identify and support children 

who did in fact have mild disabilities that were not diagnosed. An issue with this 

approach was that when the program ended, it was difficult to find providers to refer 

these children to due to strict eligibility requirements. Providers identified that 
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services that took a holistic approach and addressed specific acceptability issues, such 

as culturally acceptable models, in their design, were more permeable for families to 

access. Tracy (social service provider) described an instance where her service offered 

to run the Positive Parenting Program (PPP) for carers at a local Aboriginal health 

service. The program aimed to provide carers with the tools to support them to 

develop skills and strategies to handle behavioural issues. However, staff at the 

Aboriginal health service explained that as a cumulative model guided the program it 

would not be suitable for their carers who would benefit more from stand-alone units 

of training. 

“[Aboriginal health service staff] said, ‘Look the style of PPP isn’t suitable for 

our clientele because they need to have standalone units of training because 

they can’t always turn up for a period of six or seven weeks.”… As you would in 

a PPP program and when we went back and looked at PPP, there was no way to 

actually encapsulate it because the skills were cumulative and you needed to 

have done the pre cursor before you could move on.” (Tracy - social service 

provider) 

Several providers stated that taking a holistic approach involved not solely focusing on 

supporting children with diagnosed disabilities. This approach assisted with providing 

support to children with disabilities without diagnoses that were ineligible for certain 

support services. 

“You didn’t have to have a diagnosed disability to participate [in the program], 

which, I think, helped a lot of families because a lot of the children didn’t have a 

diagnosis…Some of the children we helped to possibly get it, because that was 

part of the program, obviously, was just families to get a diagnosis if that’s 

what they wanted.  Even if we did, sometimes the children came out as having 

mild developmental disability, which still means they can’t access all the 

services anyway, but it was impacting greatly on their lives.” (Madeline - health 

provider) 
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It was important for these providers that services addressed permeability through 

taking a holistic approach in the design of their service provision models to Aboriginal 

children with a disability and their families. 

6.4.1 Enhancing permeability through case management 

 The majority of providers identified the case management model as key to 

addressing the variable permeability of services for families. Case management was 

perceived to assist families to gather information to successfully access services as well 

as providers to coordinate care for a child with other providers. 

“I think case management roles would be so much better.  I think, you know, 

even from my perspective, and, you know, from what I'm hearing back from 

parents, this would be a thing - you know, I've got parents who see, you know, 

four or five doctors and specialists and therapists and things like that, and then, 

you know, trying to get all that information together in one place and, you 

know, have it all being communicated across the board, so we're all doing the 

same things and working together is the biggest thing.” (Lydia - education 

provider) 

Belinda (health provider) perceived that for Aboriginal families, case management 

would be important to ensuring consistency of care whereby families do not need to 

tell their stories repeatedly to different providers, and do not have to start from 

scratch to build trust. 

 “Because of those challenges around developing rapport and trust, that if [case 

management] was to be developed with Aboriginal families, so if they had 

someone that was there, you know, sort of consistent go-to person that knew 

their health journey, knew as they moved through the system, they wouldn’t be 

starting each time they presented somewhere to re-establish trust, re-tell 

stories of how we’ve come to be where we are.  So you know, that would really 

make sense, to have the capacity to have that link.” (Belinda - health provider) 

Although providers identified case management as important, they described it as not 

currently implemented well. Reasons for this were a lack of financial and human 

resources, and uncertainty over how best to implement the model and what it should 
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look like. For Mary (education provider), a case management model which involves a 

central provider trusted by a family who sits down with them to map out what the 

needs of the child and family are, and then helps to implement an action plan, would 

address many of the factors around service provision for families. However she 

identified that this type of case management was missing from service provision.  

“What all families need is a go-to person that they trust that with okay, this is it, 

this is our plan of action, let’s go suss out a really good GP, right.  That case 

management does not exist.” (Mary - education provider) 

 Providers identified that potential effective models of case management would 

include the importance of considering the characteristics of a case manager, and 

elements such as the need for it to be a dedicated role, and establishing systems 

around relationships and communication. The effectiveness of a case management 

model was identified as dependent on the individual characteristics of the case 

manager. Providers perceived that a case manager needed to have good 

communication skills spanning across all levels and sectors involved in service 

provision, be able to build the capacity and skills of other providers to maintain the 

sustainability of relationships and connections, and have a wide range of knowledge to 

process information from different sectors.  

“It depends on the person who is the case manager, doesn’t it?  You know, the 

skills of that and the personality of that person being genuine in their interest in 

people, and interested in what they do, and that holds the key doesn’t it, you 

know, for everything else to fall into place, you know, that key person having 

really good communication skills to be able to talk on all different levels as well, 

you know, like because everyone has their own jargon and things like that, you 

need to sort of pull it all together.” (May - education provider) 

Simon (health provider) identified that GPs in particular were competent in lots of 

areas but not experts in many. He perceived that having a case manager specifically 

trained in Aboriginal health would be important in raising awareness of available 

services and supports relevant for Aboriginal children with a disability and their 

families. 
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 “I think one of the things that we lose sight of in general prac or primary care in 

general is that, we’re providing care for absolutely everything under the sun, 

and then become, ah, competent at a lot of things but experts in not very many, 

and we also don’t have the understanding of the services that are out there so 

myself or my colleagues won’t actually know who to tap into when dealing with 

a particular patient…So having a case manager that’s trained in Aboriginal 

health means that it makes our job as care co-ordinators a lot easier because 

we know what services are out there.” (Simon - health provider) 

Case managers from an Aboriginal background were also identified as potentially 

important in assisting families to better relate to the case manager and be more 

receptive to their assistance. 

“I just think a familiar person. Like, you know, if there was an Aboriginal case 

worker that was like the one constant for that child's family…but they helped 

them with attendance to meetings and all of that sort of thing. I just sort of 

think often someone from their own culture they seem more, receptive to, if you 

know what I mean? And if it's a familiar person all the time, you know, it gives 

them confidence if they've got someone else that can ring them with the 

questions they forget to ask or remember information I've shared.” (Amanda - 

education provider) 

Several providers also identified a number of elements to consider in developing a 

case management model. A key element identified by providers was that it needs to 

be a dedicated role with dedicated funding, rather than an additional role for a health, 

education, or social service provider. For some GP providers, this was identified as 

important in moving away from the idea that GPs are the “be all and end all” in terms 

of coordinating services. 

“It’s something that doesn’t need a GP to do, calling people does not need a GP 

to do it, and I think we need to get out of that mindset that the GP is the be all 

and end all…I know there’s a lot of GPs out there who think that that’s their job 

but you're preventing them doing a lot more for that patient by having them do 

the phone calls and running around.” (Sally - health provider) 
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Lydia (education provider) identified that although early intervention teachers were in 

a good position in terms of ongoing contact with providers and families to undertake 

case management, their high workloads meant that they do not have the time to take 

on a case management role themselves. 

“I think it's having that one person who can filter all that information and keep 

it all together and streamlined, is a very good idea.  You know, it's very time 

consuming having a student with disabilities, a disability at all, and you know, 

to then try and jumble through all the pieces of documentation and, you know, 

funding and different things that they have access to is, you know, a whole 

other job on itself.” (Lydia - education provider) 

Providers also identified the importance of establishing systems around relationships 

and communication. Relationships and communication were identified as two 

fundamental elements of case management. May (education provider) identified that 

the key was to build systems into a case management model that promote and 

develop relationships and communication, which could have positive ripple effects to 

service provision. 

“So building people up about relationship and about building, you know, who - 

what relationships are about and how to be in tune with people…You know, 

those two key things I think affect everything.  So if you are able to build that up 

as your core and then the rest will all filter in I think.  That’s my analogy of 

everything.” (May - education provider) 

6.5 Presentation at services – “I had to just change how I operated” 

 Interactions between providers and families, once families had presented at 

services to make claims to candidacy, were influenced by four key factors. 

Presentation at services in this context included not just families’ attendance at 

services, but also their active ongoing engagement with services and providers. A 

common theme underlying these factors was power in relation to providers’ 

perceptions of their interactions with families. The four factors 1) Focus on supporting 

carers, 2) Awareness of acceptability issues, 3) Communication strategies, and 4) 

Provider characteristics and obligations, are explored in further detail below. 
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6.5.1 Focus on supporting carers 

 Providers across all sectors identified that maintaining a focus on supporting 

carers in providing services to children enabled effective interactions. Being mindful of 

the context within which carers were caring for their children, and the provision of 

supportive resources were perceived as key to supporting carers. For many providers, 

supporting carers and helping to strengthen their resilience was one of the most 

important things they could do to enable effective service provision to families. It was 

perceived to enhance carers’ advocacy for their children and empower their ability to 

be involved. 

“The most important thing that we can do for the Aboriginal community, um, 

for the whole community, um, of anyone who has a child with a learning need is 

to empower that parent -  and to make that parent resilient.” (Mary - education 

provider) 

 Supporting carers required providers to be mindful of the context within which 

they were caring for their children. Working with carers to strengthen their skills and 

knowledge of how to help their children through ensuring advice aligned with 

individual contexts was perceived as important. This was identified in contrast to a 

provider telling carers what they thought they should be doing. Colleen (education 

provider) described a case where she worked with a grandmother who was the carer 

of a child with autism and reconfigured her service provision techniques to 

accommodate the specific context of the family. In approaching Colleen for help with 

supporting her grandchild, this carer described the context within which the child was 

growing-up, which involved extended family members coming and going at different 

times of the day and night. While Colleen understood the context as “culturally 

acceptable” she could see as an autism expert that it would be a high stress 

environment for the child. Colleen identified that the child required more structure, 

but described initially being uncertain about how to convey this to the carer in light of 

the family’s context. Within this context, Colleen encouraged and supported the 

grandmother to explain to other family members techniques that they could employ 

to provide more structure and support for the child. 
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“I said, ‘You are allowed to say hey guys, can you take your football to cousin’s 

place because little [child] really needs his time to defrag.’…I said to the 

grandma, ‘You are allowed to say that, it’s in his best interest’. Because she has 

picked up on it, she could see the distress of this child…I said, ‘You can explain to 

your family, this child’s struggling with these issues and we can support him, he 

just needs a bit of quiet time especially in the evening, let’s have the party stuff 

wrapped up by nine o’clock so he can get to bed for school or whatever’.  But it 

was very sensitive of her to really to make all those observations as well.” 

(Colleen - education provider) 

Supporting carers to support their children was important for providers who identified 

that it required insight and empathy into the context of families. As demonstrated in 

this example, it was identified as important by Colleen to reconfigure her service 

provision techniques within the individual context of the family to achieve the best 

outcomes for the child. Providing support to carers before implementing programs for 

children was also perceived by some providers as important in supporting carers to 

participate and engage with programs. Madeline (health provider) was involved in 

implementing a school readiness program for children. She described needing to 

support the carers to feel empowered to take part in the program before they could 

support the children.  

“We needed support for the parents so that they could support the children to 

be ready for school and if the parents weren’t ready, or not able to for other 

reasons, then they’re not going to be able to…we did a lot of other stuff first 

before we even got to school readiness for some families, and that’s okay, 

because if we could get the families in a strong enough position they could look 

at that, well then that is an outcome that’s good for that family.” (Madeline - 

health provider) 

In being mindful of the context within which carers were caring for their children, 

providers also identified the importance of recognising the different levels of 

competency in terms of understanding and advocacy among carers, and a need to 

increase provider skills in listening to the needs of both the child and family. Frank 

(health provider) identified that for carers at the lower end of the socio-economic 
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spectrum, being mindful of context was particularly important as they were exposed to 

more environmental factors competing with engaging in service provision for their 

children. 

“And it’s not as though people don’t want the best for their children, but the 

lower down the social gradient you go, the more competing factors a family 

faces.” (Frank - health provider) 

 Providing access to supportive resources was perceived as another important 

element to supporting carers and enabling effective interactions. Supportive resources 

identified by providers included highlighting strengths and support networks, linking 

carers with other carers, and providing information and education. Some providers 

perceived that highlighting the strengths and support networks available to families 

helped to support carers. 

 “So, I guess, talking about their, you know, when they’re talking, like, they’re 

giving their family history, you know, everyone has got strengths, so just 

highlighting their strengths and their support network and where they can get 

help from you know.  And just, sort of, teasing out where they can, sort of, go 

for support, and that you know, they are able to, sort of, you know, pick up that 

phone call or make that referral.” (Ella - social service provider) 

Linking carers with other carers was also identified as important in supporting carers 

so that they did not feel as if they were navigating their journeys alone. Facilitating 

informal support groups for carers was perceived by some providers to have assisted 

carers to cope with stress related to caring, particularly for carers dealing with an 

initial diagnosis for their child which was perceived as often being an emotional and 

stressful time. Amanda (education provider) described setting up an informal support 

group for the carers of children on her caseload. These groups took the form of ‘coffee 

mornings’ after her classes twice a school term for carers to talk and support one 

another. Although Amanda would have preferred to hold more frequent groups, her 

workload imposed time limitations. 

“I say to parents, you know, it's nothing formal. It's just really informal so that 

parents can meet other parents because often when they're dropping off and 
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picking up they're in a hurry. But it's just really so parents can meet other 

parents and, you know, just - sometimes they just want to gossip about, ‘oh, 

I've had a really crappy day’. And, you know, sometimes they will just burst into 

tears and go, ‘You know what?  I'm just overwhelmed with everything at the 

moment’.” (Amanda - education provider) 

Providing information and education to carers on how to assist their child with their 

needs and interact with the service system was another means of supporting carers 

identified by providers. 

“So some families felt really, by the end [of the program], felt really 

empowered…they said they felt really comfortable going to the school now, but 

they didn’t initially and they had the knowledge to know what to talk to the 

school about, because there are times when they felt like they couldn’t 

approach the school.” (Madeline - health provider) 

Open days run by Aboriginal Community Controlled Organisations were identified as 

an effective delivery method of information and education. 

6.5.2 Awareness of acceptability issues 

 Several providers identified the need for non-Aboriginal providers to bring an 

awareness of acceptability issues and their influence on power dynamics into their 

interactions with families presenting to their services. Acceptability relates to social or 

cultural factors influencing the extent to which services are acceptable to families. 

Taking a holistic approach, working with a key worker, and an awareness of the time 

required to build relationships with families were perceived as important factors in 

service provision for providers. 

Service provision informed by providers taking a holistic approach was 

identified as key to enabling effective interactions. Understanding the complexities 

faced by some families, and adjusting service provision techniques to accommodate 

them, was perceived by providers as particularly important. Within this was an 

identified need to understand that families and the wider community may have had 

priorities that were different to those of providers. For providers, this involved the 

need to be flexible about families being on time for appointments, and addressing the 
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most pressing priorities for families, such as finances and housing, before 

implementing programs. Implementation of these approaches to service provision 

helped to ensure the ongoing engagement of families with services. 

“If [a program’s] not the priority at that time for that community or those 

families it’s not going to happen…we were working on school readiness but we 

couldn’t get to work with the families on school readiness straight away 

because their biggest issue was they were actually going to be evicted and they 

had no money for food, so we had some experienced staff so they, you know, 

quickly picked that up and, ‘Okay, let’s work on this with you first’ and then – or 

even ‘if we can’t help you with that then let’s find someone else who can’.” 

(Madeline - health provider) 

Tracy (social service provider) described instances where therapists had called her to 

say that they were working with a family who were “not engaging, answering calls, or 

at home”. In these instances Tracy made the therapists aware that therapy sessions 

were not going to take priority if families were dealing with more pressing issues at 

home. 

“It’s with families that have got so much going on in their lives that perhaps 

therapy may not be number one priority, you know, they’ve got no money to 

pay their bills. Housing are going to kick them out the door…And all those other 

things, they might be ill themselves, they’re trying to get treatment for 

themselves, you know, one of their other family members may be in the 

criminal justice system.  So, you know, their court appearances, perhaps 

incarceration, all of these things and they’re just trying to battle through the 

best they can.” (Tracy - social service provider) 

 Providers identified that working with a key worker who a family was familiar 

with also enabled effective interactions. Providers who had worked with a key worker 

in their interactions with families observed that they were important in helping 

families have a voice, particularly in cases where they were interacting with multiple 

providers at the same time. Families were observed to be more comfortable with 

speaking up and asserting their needs if they had a key worker to whom they could 

direct questions. 
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“I think one of the things that I would probably note, to do with Aboriginal 

families is that if there’s a key worker or two in the room, that the family, you 

know, has bonded with or are comfortable with, have got some trust with.  

Even if you’ve got your group of you know, 10 people sitting in the room. 

They’re probably going to direct their questions or their responses to that 

person they feel the most comfortable with…which is – you know, it’s probably 

a reasonably clever way to manage that for yourself internally, rather than 

talking to you know, a big room or an audience. To be able to get that, almost 

closed loop communication.  You know, you get the, reassurance in just talking 

to the one person where you’ve already established some rapport.” (Belinda - 

health provider) 

Some providers identified that a key worker did not necessarily need to be another 

Aboriginal person. Commonly it was a social worker, doctor, or nurse who was closely 

involved in the care of a child with whom families were in frequent contact. Providers 

identified that this varied for individual families and was associated with who they had 

had enough contact with to have established a link. Shelley (health provider) identified 

that having access to a key worker was particularly important for Aboriginal families 

whom she observed disliked being passed over to multiple providers. She perceived 

that each transition to a different provider without the consistency of a key worker 

increased the risk of families withdrawing from the system. 

“They don't like it when they see a new face every time or when they're handed 

- passed on from one person to another to another to another.  Then every time 

you hand them on there's the risk of losing them. Whereas if there was one 

consistent face or person involved that would be so much better.” (Shelley - 

health provider) 

 Providers also identified that time enabled effective interactions with families 

by enabling trust and building relationships. Providers observed that building effective 

interactions with families required a significant amount of investment in terms of long-

term commitment from providers and their services. Individualising care so that 

providers were in tune with the needs of individual families was perceived as 

important but took time and perseverance. Colleen (education provider) described the 
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importance of maintaining a presence in the early childhood settings where she was 

implementing her program in the face of difficulties she encountered in accessing 

families. 

“I mean I came back here many times going oh, I don’t know if this is working, I 

can’t see that I’m, you know, helping or making a difference or anything’s 

happening and [manager of the service] said and you know…on the literature 

research around how to make this successful and it’s just simply, you know, 

[manager of the service] said you need to go every week for the rest of the year 

before we pull out of this because that’s what the research is saying we have to 

have a presence.” (Colleen - education provider) 

This sustained presence eventually led to Colleen being able to build a significant 

amount of engagement and openness with families where they would come to her for 

advice. 

6.5.3 Communication strategies 

The use of inappropriate communication strategies by providers impeded 

effective interactions with families.  Inappropriate strategies identified by providers 

involved the impact of language used in communication, and lack of understanding of 

reasons why families may not disclose information.  The language chosen by providers 

to communicate with families was perceived as having a key impact on interactions. 

The use of jargon in communicating with families was observed to be confusing for 

families. Several providers stated that sometimes they forgot the importance of using 

plain language when communicating with families and resorted to the use of 

professional jargon. 

“I’m a therapist, I’m probably a lot better at it now than I used to be, but, you 

know, talking in plain English instead of jargon, therapists quite like the jargon, 

but I think also teachers can do the same and not speaking in a language that’s 

understandable for people.” (Madeline - health provider) 

Belinda (health provider) perceived that the use of jargon by providers could 

emphasise a “knowledge deficit” for families. This was particularly evident in family 
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meetings where a number of different providers could be involved in communication, 

which she believed could cause families to feel overwhelmed. 

“I think probably a lot of it is a knowledge deficit, that you’re in a room with a 

lot of health professionals, who are very comfortable with what their 

knowledge is, what their terminology is, and what their plan of care is…I 

imagine that knowledge and experience is quite overwhelming.” (Belinda - 

health provider) 

Providers who lacked an understanding of reasons behind why families may not 

disclose information and failed to take these into account in their communication 

strategies with families were perceived by some providers to impede effective 

communication. Families who chose not to disclose information to providers were 

identified as posing a challenge to service provision. It was identified as important that 

providers increased their understanding of the reasons behind why this may have been 

the case and incorporate this into communication strategies to overcome the 

challenge. Providers identified that the emotional impact of discussing aspects of a 

child’s care could impede families opening up with providers. Confidentiality issues 

within the Aboriginal community were also perceived by some providers to influence 

families sharing information. 

“Because with, you know, with different tribes they may come from the same 

tribe it might be that, you know, some families may not want to give much 

information, because of you know, in the Aboriginal community from - I'm just 

saying from more, you know, personal experience, there’s not a lot of 

confidentiality and it’s, sort of, like, information is just, sort of, shared loosely.” 

(Ella - social service provider) 

Colleen (education provider) provided an example of the importance of providers 

understanding reasons behind why families may not disclose information, and the 

need to subsequently adjust communication strategies. Colleen described feeling 

annoyed when therapists interrupted play sessions to announce that they were there 

to assess children who might be having problems. In one instance she observed 

therapists directly approach a family using inappropriate communication strategies in 
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telling them that there was something wrong with their child. The family’s response to 

this encounter was to withdraw and reject the assistance being offered. 

“We get our back up and I would be annoyed by these other therapists…that 

sort of swarm in halfway through a session where we’re already in play with 

their folders and just sort of go, ‘Oh, we’re here to assess any kids that might 

have troubles.’  And I’ll go well, you know, this little fellow over here is definitely 

delayed in language and they sort of go over approach the family like, ‘oh hi, 

we’re here to, you know, not fix your kid but you know, sort of do assessments if 

there’s something wrong, we think there’s a problem’, and like I said to 

[colleague], the body language is just like nope, all good here, off you go, you 

know, there’s no way that they were going to disclose.” (Colleen - education 

provider) 

 Providers identified a number of elements related to communication that 

enabled effective interactions with families. It was perceived as important for 

providers to carefully consider their communication strategies with families to enable 

effective communication. 

“I kind of train the staff to just use different language [with Aboriginal families], 

and to make sure that we're not talking about problems and difficulties and we 

make sure to explain the fact that, ah, we're looking at what children are good 

at and why we're looking at what they may be struggling with because it's, you 

know, to explain how we can help.” (Shelley - health provider) 

Several providers characterised effective communication strategies as offering the 

appropriate amount of time to families’ needs, and being supportive. Offering the 

appropriate amount of time to their needs when communicating with families was 

perceived as key to enabling effective communication. This was identified as 

particularly important in the context of communicating with families who had just 

received a diagnosis in helping them to work through their initial reactions. It was also 

important in slowly building up a connection with families through conversing on 

subjects other than a child’s diagnosis instead of starting communication by focusing 

on what is wrong with a child. 
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“In the playgroup, if I saw a child that I would see as sort of working differently 

like slightly differently, I’d sort of hone in on them and sit and play with them 

and start chatting with mum or grandma or dad or whoever and trying to make 

a connection with that family.  Um, and just sort of wait for that conversation 

to begin because, you know, you can’t just go oh wow, you’re looking really 

unusual sort of thing.” (Colleen - education provider) 

Taking a supportive approach to communicating with families was also identified as 

having enabled effective communication. For Amanda (education provider), her 

awareness of the importance of being supportive was influenced by her personal 

experience as a carer of a child with a disability. As a carer, Amanda experienced 

communicating with teachers about her child without understanding what they were 

trying to communicate.  This awareness led her to adjust her communication strategy 

so that it was supportive for families in relation to communicating in a way they are 

able to understand. 

“Even though my children were not Aboriginal they were, I had one daughter 

who had special needs, and I knew when I went to school, you know, when the 

teachers were talking to me often I had no concept of what they were talking 

about. I just didn't understand the terminology…so when I talk with my parents 

I try really hard not to dumb it down, but just to explain if I use a terminology I 

always say, this means blah, blah, blah, blah, blah. You know, it's just a word 

for - I try to talk where I think that their level of understanding is.” (Amanda - 

education provider) 

6.5.4 Provider characteristics and obligations 

Provider characteristics and obligations that impeded effective interactions 

with families were associated with the working style and role of some providers. 

Impeding elements for some providers included a bureaucratic style and roles as 

mandatory reporters, which were perceived to erode trust. Some providers perceived 

that some families’ association of a bureaucratic working style with government 

providers contributed to feeling “policed”. Elements of this working style that 



 116 

contributed to this perception included providers attending meetings with lots of 

“books and papers”, and their obligatory roles as mandatory reporters.  

“they always feel that we’re more like policing them, and that’s the impression I 

gave.” (Danielle - social service provider) 

Being obligated by policy to enforce mandatory reporting was perceived to influence 

interactions with families for some government-employed providers. Mandatory 

reporting is a government requirement for providers in some occupations (e.g. police, 

doctors, nurses, and teachers) to submit a report to child protection authorities in 

cases where child abuse and neglect are suspected. Providers who had to disclose that 

they were mandatory reporters identified this as having influenced their ability to 

develop a working relationship with families who were fearful of the involvement of 

FACS. 

“I mean generally I’d say that a lot of the difficulties we’ve had with Aboriginal 

children too is around perhaps child protection for a lot of families because that 

child protection may get involved and then there’s a whole new aspect of the 

service provision…we try and make sure families realise from day one that we 

get involved that we’re mandatory reporters.  That’s part of the general script 

that we talk to families about, so it’s no surprise and we do tell families if we’re 

going to do it.” (Tracy - social service provider) 

Where providers did have to make a report on a family, they observed that families 

resisted the support on offer for their child due to the erosion of trust. Danielle (social 

service provider) described a case where she had to file a report on a family with FACS 

that led to the relationship she had carefully built over six months with the family to 

unravel. 

“So that was - there was nothing you could do about it.  But, um, yeah, that 

kind of, you know, just undid everything that we did in the six months and the 

relationship that we built.  Um, yeah, destroyed it and, you know - a couple of 

days, and then it took us a long time again to get back and, you know, start off 

from where we left.” (Danielle - social service provider) 
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A number of provider characteristics were perceived to enable effective 

interactions. The ability to be flexible was an important enabling characteristic for 

providers. Flexibility was identified as specifically required around appointment times 

and a willingness to change one’s working style according to the preferences of 

families. 

“Being flexible with time as well you know, so, we’ve got to bear in mind that, 

you know, if we say 9 o’clock, some Aboriginal families are not going to get 

here in - at 9 o’clock, so being flexible.” (Ella - social service provider) 

“I think I had to just, um, change how I operated, because I was always the type 

of person to be punctual - everything has to be done by the book, you know, 

and then I understand that they’re more laid back, and they don’t like me 

walking in with so many books and papers; so I had to leave everything in the 

car and just go and have conversations.” (Danielle - social service provider) 

Empathy and insight was also identified as enabling effective interactions. Providers’ 

background experiences of interacting with Aboriginal families and their own 

experiences as carers of a child with a disability helped to develop these characteristics. 

Empathy and insight also informed some providers taking a “soft entry” approach to 

service provision.  

“Soft entry is the key really.” (Mary - education provider) 

For Colleen (education provider) “soft entry” involved maintaining a presence in early 

childhood settings, which enabled her to identify children with a “soft disability” who 

had not been diagnosed. Instead of bombarding families with talk of diagnoses and 

treatments, she identified that it was most effective to take a step back and gently 

assist families access the assistance they require. 

“And especially being in a [Aboriginal child care centre] we’ve picked up on kids, 

you know, we’re helping kids that are really on the cusp and really with their 

soft disability just through saying look little [child’s] struggling, just bring her 

over every day and just practice this, that and the other.” (Colleen - education 

provider) 
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Perseverance in chasing up families who providers had lost contact with was also 

important to enabling effective interactions. 

“I've got this little one who hasn't shown up and I just, you know, he needs the 

service and I just think, where am I going wrong that I can't seem to link in with 

mum?  Did I lose the trust, did I…You know, so you just question everything you 

do and you just try different avenues.” (Amanda - education provider) 

Providers who were willing to step outside their traditional role description in 

providing support for families were also identified as enabling. Ella (social service 

provider) whose role as part of a multidisciplinary assessment team was to focus on 

assisting with a diagnosis, described a willingness to provide further support for some 

families who she could see were “hitting a brick wall” in trying to access services after 

the diagnosis. 

“I mean, if I feel that a family is really struggling, for example, look, you know, 

ah, you know, the other day, well, two weeks ago, I had a mum with six children, 

single mum, and she just was - struggling, so I’ve made two follow up phone 

calls, and I actually referred her to, you know, for her child to get some 

behaviour support intervention. So families like that, obviously, I am going to 

work closely with, and it’s not just the one follow up phone call, it’s more.” (Ella 

- social service provider)  

6.6 Provider adjudications – “I don’t have any preconceived issues with 

Aboriginal families” 

  Adjudications in terms of perceived provider judgments about the social and 

moral candidacy of families accessing services could either enable or impede families’ 

access to services. Past negative adjudications, such as racism and stigma, experienced 

by families in relation to interacting with mainstream health, education, and social 

service providers were identified as key to influencing families’ interactions with 

providers in accessing care for their children. Providers also identified two elements 

that they perceived enabled positive adjudications. These are explored in further detail 

below. 
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6.6.1 Impact of past adjudications 

Providers identified that negative experiences from families interacting with 

mainstream health, education, and social services in the past were a key impediment 

to effective interactions with providers in relation to service provision for children. It 

was observed that families might have avoided accessing mainstream services due to a 

fear of initiating the involvement of FACS and concern over negative adjudications on 

their ability to care for their children. 

“Then there is that stream [of Aboriginal families] which is extremely wary of all 

authority, and very sceptical and wary of, ah, mainstream services…because 

there’s a fear that involvement in mainstream services may ultimately lead to 

FACS involvement…those who run away from the services because they fear, 

basically, they get brought to the notice FACS.” (Frank - health provider)  

Negative experiences of interacting with mainstream education services in particular 

were identified by providers as having impeded effective interactions. Past negative 

experiences with the Department of Education was perceived to lead to a lack of 

confidence for families accessing mainstream education services. These experiences 

were observed to make families reluctant to raise concerns with a school for fear of 

causing trouble for their child. 

“That’s a bit of a tightrope as well, because sometimes, often, the families have 

not had good, ah, relationships or good experiences in the schools that they 

went to. And that, sort of pervades their thinking around transition for their 

children going to school…often in a meeting in a school, often you can see that 

they’re quite agitated or, um – agitated is a good word, or even nervous.” 

(Brenda - education provider) 

Due to past negative experiences of interacting with the mainstream education system, 

holding meetings in the office of a school principal was perceived by some providers as 

confronting for families. Education providers who considered the physical setting of 

meetings at schools, and implemented strategies to address this, were identified as 

potentially making families feel more comfortable.  
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6.6.2 Elements enabling positive adjudications 

 Two elements were identified as having enabled providers to carry positive 

adjudications into service provision to families. Having personal and/or professional 

background experience interacting with the Aboriginal population, and appreciating 

that the Aboriginal population is not homogenous, allowed providers to make less 

stigmatised adjudications. Some non-Aboriginal providers who had personal and/or 

professional background experience interacting with the Aboriginal population 

identified that this helped enable the influence of positive adjudications in their 

interactions with families. This background experience was perceived to assist with 

providers not having preconceived stereotypes about Aboriginal families and an 

awareness of the impact of racism. For example, Brenda (education provider) 

identified that having grown up in the Northern part of Australia meant that she was 

very familiar interacting with Aboriginal people. 

“I think I was fortunate.  I grew up in [urban area in the Northern part of 

Australia], so a lot of my background is from living in [area].  And, you know, 

there were always Aboriginal children, obviously, in our classrooms, in our lives, 

as friends. So I don’t have any preconceived issues with Aboriginal families.” 

(Brenda - education provider) 

Providers also identified that accepting people the way they are, developing trust, and 

perseverance were elements enabling effective interactions in relation to families’ 

potential perceptions of provider adjudications. 

“Obviously Aboriginal families may have their own prejudices about receiving 

services from whites and government services that some of our other families 

may not but generally it’s all about developing that trust and keeping your word 

and not bullshitting… You know, that’s basically what it’s about just being 

honest and transparent and truthful.  If you can’t do something, say you can’t 

do something and why…If you can do something, persevere until, don’t give up 

halfway through because that just breeds, you know, the person at the other 

end having distrust for services.” (Tracy - social service provider) 
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Appreciating that the Aboriginal population is not homogenous also enabled 

providers to ensure positive adjudications were carried into service provision to 

families in relation to addressing stereotypes. Providers felt it key to understand that 

even within communities, different families would have different preferences for 

service delivery. It was observed that some families may prefer not to be singled out as 

Aboriginal. Understanding this was perceived as important in shaping service provision 

techniques for the needs and preferences of individual families. 

“And sometimes you will see Aboriginal people and you don’t have an issue, you 

don’t need to seek what’s the difference in this consultation from the other 

consultation.” (Brian - health provider) 

One provider perceived that there were at least two “streams” of Aboriginal families in 

Western Sydney whose experiences were different in terms of their level of comfort in 

accessing mainstream services. The first “stream” was comfortable accessing 

mainstream services and did not identify themselves as Aboriginal to providers as they 

were perceived to prefer the anonymity. Frank (health provider) perceived that for 

these families, finances and knowledge were the variables effecting service access 

rather than Aboriginality. The second “stream” of families was those for which 

mainstream services were never acceptable. 

“There is a significant stream in that population which finds, ah, mainstream 

services perfectly acceptable. And there is a stream that runs away from them 

at every opportunity. So they’re never acceptable.” (Frank - health provider) 

Understanding the different levels of what role families want a child’s cultural 

background to play in service provision was identified as important for providers in 

being able to adjust service provision techniques accordingly to meet the preferences 

and needs of individual families. 

6.7 Offers and resistance to services – “They don’t want us” 

The perception that many Aboriginal families do not want the help offered by 

non-Aboriginal providers was prominent in providers’ experiences of interacting with 

families. Understanding and addressing this perception was identified as important as 
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it could lead to provider withdrawal. Underlying this perception for some providers 

was the influence of the Stolen Generation, introduced in Chapter Two Section 2.1.2. 

Charmaine (education provider) identified that the few carers who accepted help from 

her service usually had “high expectations” for their child and were motivated to 

actively pursue all available supports. However, she perceived that the majority of 

families encountered were not interested in the help of non-Aboriginal providers. 

“They don’t want it.  They don’t want us.” (Charmaine - education provider) 

This perception manifested in the context of Charmaine’s service being handed a 

funding directive to target Aboriginal children. Charmaine needed to therefore actively 

engage with Aboriginal families, which she found challenging in relation to offering 

help that she felt was not wanted. For Charmaine, the legacy of the Stolen Generation 

influenced this perception, as she perceived that there was a negative association 

between non-Aboriginal providers intervening in telling carers what is needed for their 

child and the destructive child removal policies of the Stolen Generation. 

“The Aboriginal population don’t want you to tell them how to work with their 

children and how to manage their children from my impression.” (Charmaine - 

education provider) 

A lack of interest in obtaining a diagnosis and engaging in early prevention was also 

perceived to be underlying the perception that families do not want the help of non-

Aboriginal providers. Another provider, Colleen (education provider), described feeling 

that the Aboriginal community in general were not interested in her help as the aim of 

her program was to get children a diagnosis if required. In this case, the perception 

that “they don’t want us” was about a rejection of the Western bio-medical approach 

to service provision with the narrow focus on the need to obtain a diagnosis to gain 

access to services and support, rather than a rejection of individual providers because 

they were not Aboriginal. 

“A big focus on a community that weren’t interested and don’t want it…But 

they were described as, ah, people at risk or with a disability.  People weren’t 

interested in getting diagnosis, prevention.” (Colleen - education provider) 
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Improving non-Aboriginal providers’ understanding of ways to work effectively 

with Aboriginal families was identified as key to overcoming withdrawal of services 

due to the perception that families do not want help. Improved understanding was 

identified as involving having a holistic and contextual understanding of what families 

were going through external to providing a service for the medical needs of the child. 

Danielle (social service provider) described witnessing providers withdrawing from 

supporting families due to a lack of understanding about why they perceived families 

did not want their help. Increased information and training in this area was perceived 

to be important in addressing this outcome. 

“I think it’s so important for staff to have that understanding. Because, um, I 

have seen in - in the last five years, I’ve seen, um, many case managers, um, 

withdraw from um, supporting families, particularly from Aboriginal 

backgrounds, because they feel that ‘we’re here to offer, they don’t want any 

help, we can’t do anything’.” (Danielle - social service provider) 

Providers also identified that non-Aboriginal providers needed to be flexible in 

reconfiguring service provision techniques to find alternate ways of providing services 

when facing perceived resistance to services. The need to reconfigure service provision 

techniques for Aboriginal children was perceived by some providers as challenging for 

providers working in early intervention for children with a disability as they were 

already dealing with what they perceive as a vulnerable population. Mary (education 

provider) described concern over the need to “tick the Aboriginal box” to meet 

directives to target Aboriginal children in light of her perception that “they don’t want 

us”. She felt that reconfiguring service provision techniques to meet these types of 

directives came at the expense of other children with disabilities on the waiting list for 

her service who were put on hold so that they could “tick the Aboriginal box”. 

“The waiting list of 40 kids, but because they were – were not, you know, didn’t 

tick the Aboriginal box, we were saying, ‘well you’re on hold while we go and try 

and really impose ourselves on these people that don’t want us’.  I mean it 

doesn’t make sense, does it?” (Mary - education provider) 

A number of providers identified the need to avoid tokenistic engagement in 

reconfiguring service provision techniques to provide culturally safe services for 
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families to address perceived resistance. Avoiding tokenism was described in terms of 

the need for genuine reciprocity in exchanging support and information with 

Aboriginal people, integrating culture throughout programs, and a focus on employing 

Aboriginal providers in non-Aboriginal Community Controlled Organisations who have 

the necessary skills. 

“I think [integrating culture throughout program] just makes it less tokenistic. 

So, you know, because a lot of people think, well, you know, I use Aboriginal 

fabrics and I, you know, and I have a couple of Aboriginal puzzles and stuff like 

that.” (Amanda - education provider) 

“I know Department of Education’s got a policy that if someone applies for a 

teacher position and they’re Aboriginal, they automatically get it, you know, 

that just makes me angry because they’re not necessarily good at the job and 

going to be great working in that special school, okay.  It’s stupid and tokenistic 

and stupid.” (Mary - education provider)  

Mark (health provider), an Aboriginal provider, described witnessing tokenistic 

engagement by some non-Aboriginal providers, and their services, with the Aboriginal 

community in Western Sydney influenced by what he believed was funding and policy 

directives. He identified that pursuing meaningful engagement with the community 

was key to avoiding the perception of tokenistic engagement.  

“I suppose, what doesn’t work is this, um, other people have other agendas 

besides trying to do best by our community.  That’s more them just trying to tick 

the box to say that they’re working with Aboriginal services or programs…you 

can pick up quite quickly, especially if you know they haven’t done a bit of 

background work, and they just want you to be involved to tick that box.” (Mark 

- health provider) 

6.8 Operating conditions and local production of candidacy 

 The dynamic process of the joint negotiation of candidacy between families 

and providers through the stages of candidacy was perceived by providers as managed 

within the context of operating conditions. Providers identified two key operating 
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conditions that influenced the local production of candidacy for Aboriginal children 

with a disability in their experiences of service provision to families. The underlying 

issues of trust and power relations between families and providers throughout the 

stages of candidacy were perceived to be influenced by the socio-political context of 

colonisation and the impact of the Stolen Generation. Providers also defined the 

impact of policy and funding directives by the uncertainty they introduced to their 

service provision to families. These two operating conditions are explored in further 

detail below. 

6.8.1 Socio-political context – “It’s something that’s still alive in the minds of 

people” 

Providers identified the ongoing impact of Australia’s history of colonisation on 

the Aboriginal population, in particular around the Stolen Generation, as a key factor 

that impeded effective interactions with families. This awareness manifested in the 

importance many providers placed on providers being sensitive to people’s life 

experiences, that families could “feel policed”, and a lack of trust of mainstream 

services.  

Within the context of the impact of the Stolen Generation, providers perceived 

that providers who come in to tell carers what they were doing wrong in parenting 

their child could be a significant impediment to effective interactions. Providers, 

therefore, observed the importance of being sensitive to people’s life experiences 

when interacting with families.  

“Oh you’re coming in to tell them where they’ve gone wrong and how they’ve 

parented wrong and how they’re not doing it right...and you know, that’s really 

confronting, you know, isn’t it?” (Colleen - education provider)  

Some providers identified that part of being sensitive to people’s life experiences was 

to be aware of the challenges some carers may face in relation to their own 

experiences of disrupted parenting. 

“And looking at the statistics and looking at scenarios, we did go through 

scenarios, no, and people that did not have – children that were not raised with 

the love of their parents and then being parents themselves parenting was a big 
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challenge to be parents if they were not – they didn’t have that experience 

themselves giving something that they didn’t receive. So having an 

understanding of all that in this area of education and care is it’s very important, 

so you can appreciate a bit knowing the challenges that people go through.” 

(Dana - education provider) 

For Danielle (social service provider), the need to be sensitive to people’s life 

experiences was especially pertinent in her role as a government employed social 

service provider. Danielle observed that for some families on her caseload, the 

ongoing impact of past government policies behind the Stolen Generation linked with 

current perceptions of feeling targeted by government agencies, in particular criminal 

justice agencies, influenced families’ perceptions of interactions with her as “feeling 

policed”. These wider contextual factors inhibited Danielle’s attempts at building 

trusting relationships with some families. However trusting relationships were 

essential to being able to provide support. 

“Well, ah, it takes a lot of effort, because you - it’s not so easy to put your point 

across, because it’s so easy for them to then consider you as a supporter of the 

police.  So you then automatically become, you know, the opposition party, kind 

of…So it was, um, there’s a lot of animosity and, you know, um, and that’s what 

the children are taught as well, you know.” (Danielle - social service provider) 

Providers also identified the erosion of trust in mainstream services due to the ongoing 

impact of the Stolen Generation to be a key impediment to effective interactions with 

families. Some providers linked this erosion of trust to a reluctance to confide in 

mainstream health providers and disclose information.  

“It’s easy to think of it as a historical event that happened and – you know – 

we’ve moved on but it really wasn’t that long ago, and it is something that’s 

still alive in the minds of people who are alive today…I can understand where 

they’re, reluctant, maybe reluctant to trust in a system that’s been imposed on 

them…because essentially we’ve introduced western medical systems and a 

western social system on a culture that is not western.” (Sally - health provider) 
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Belinda (health provider) described instances where she observed families not feeling 

comfortable in a hospital environment. This discomfort could manifest in two 

juxtaposing ways. For some families, mistrust of hospitals meant that they would not 

leave their child alone in that environment, where for other families it meant they 

rarely visited their child in hospitals, preferring to spend their time outside. 

“What we then see though is, almost two opposite, responses from one family 

to the next, families that are very present and won’t leave their child alone for a 

moment.  Conversely, other families that are very, very absent. And they’ll come 

and visit the child briefly or fairly rarely, and spend most of their time outside of 

the hospital.  When they’re here in the hospital, they’re clearly not comfortable 

in the hospital. So it’s almost the two opposite responses, if you like.  Of, I can’t 

possibly leave, through to, you know, I actually can’t be here, I don’t feel 

comfortable to be here.” (Belinda - health provider) 

This mistrust of hospitals in particular was identified by one provider as linked to the 

historical role they played in the Stolen Generation as institutions involved in the 

removal of children from their families. Some providers identified increasing the 

number of Aboriginal providers in the mainstream system as a potential strategy to 

address this erosion of trust. 

“I guess, I don’t think that there are, sort of, enough Aboriginal workers and if 

[carers] already have this perception that, you know, it’s like, you know, I'm not 

going to see a white person because of the whole Stolen Generation, the trust 

issue is not there you know, so, yeah.” (Ella - social service provider) 

6.8.1.1 The role of cultural competence in guiding interactions 

Cultural competence was identified as an important factor by providers to 

effectively guide their interactions with families. Cultural competence training was the 

main professional avenue of addressing cultural competence identified by providers. 

Providers described receiving training through different delivery methods and 

highlighted a number of elements, which they perceived as important to effective 

training. They shared various opinions of the training they had received. For example, 

providers explained that while a lack of training could lead to feeling uncertain and 
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uncomfortable in their interactions with families, training could also instil fear in non-

Aboriginal providers worried about the things they should and should not do. Key to 

overcoming such issues were alternate ways for providers and their organisations to 

enhance culturally competent practice through practical experience and increasing 

Aboriginal providers in the workforce.  

Cultural competence training 

 Providers identified a number of different delivery methods for the training 

they had received. These included cultural awareness workshops run by Aboriginal 

Community Controlled Organisations and government departments. Content of these 

workshops was around information on Australia’s history, focused clinical cases, advice 

on how to best interact with Aboriginal patients and their families, some of the main 

issues providers might encounter, as well as where they could access help, if required. 

For some providers, the workshop format best suited their style of learning compared 

to more formal presentations.  

“I think it was also the way that it was run, because it was run more like a 

workshop, and maybe that was just more from my style of learning, I just don’t 

love lectures. Rather than being told, it was nice to kind of have to come up 

with that yourself.” (Sally - health provider) 

Outside of workshops, Beverley (health provider), an Aboriginal provider, identified 

that the delivery method of training in her workplace was centred on encouraging staff 

to implement practical steps in conjunction with training sessions. This was explained 

as important to translating policy into practice. Providers were required to identify 

ways that they planned to translate what they had learnt into practice. For Beverley 

(health provider), enabling providers to understand how cultural competence 

requirements related to their specific roles and breaking down how they can be 

applied in a practical way was important. 

“Do I need to go have a cuppa and meet the liaison officer?  Do I need to think 

about the data that my unit engages in? Have I ever asked anybody a question, 

have I looked at the projects that my team could engage in?  Is there some 

training that I now need to think about?  What sort of conversation can I have 
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with my line manager?  Stuff like that. What do I do to encourage my 

organisation to build this into ongoing practice?” (Beverly - health provider) 

Some providers also identified that there had been a shift in the training received 

compared to what was offered in the past. Brian (health provider), who had worked 

with Aboriginal families for over two decades, described that when he was in training 

for his discipline, there was no formal training around working with Aboriginal families. 

The little training he did receive was not enforced like it is now for current students. 

Some providers hoped the increase in education leads to increased cultural 

competence.  

“But I do think that maybe there might be a bit of a shift in the younger 

generations now because just in the way education is and how kids are taught 

in school these days, so we might see a shift.” (Christine - health provider) 

 Providers highlighted two elements they perceived as important to effective 

training. These were addressing the difference between equality and equity, and 

creating a safe space. Some health providers described their approach to service 

provision as treating everyone the same. One provider perceived that the education 

received over the years in high school and university inevitably overcomes any racism, 

and that therefore not many health providers would hold racist views or make 

assumptions of differences between patients. 

“I think racism is bred out of ignorance more than anything else and I like to 

think that there aren’t any medical professionals out there that are that 

ignorant…I think by the time you get through, you know, 13 years of high school 

and five years of medical training and, you know, three years of specialising and 

whatever else that, you know, you’re pretty much educated out of that stupidity.  

I think it would be very strange to find a practitioner who would hold racist 

views.” (Martin - health provider) 

Cultural blindness by some providers was identified by others as culturally 

incompetent practice. Countering the perception that everyone should be treated the 

same was Beverly (health provider), an Aboriginal provider, who identified that an 

important element of training was that it should address the difference between 
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equality and equity. In response to individuals who might perceive that Aboriginal 

people were “getting a free ride” and that everyone should be treated the same, 

Beverley identified that highlighting the difference between equality and equity helped 

to explain the need for specific programs and consideration for the Aboriginal 

population. 

“Equity is the overall principal under which that functions. And, again, people 

get very confused with equality and equity and I simply have to continually say 

to people, you know, what we want to shift is the thinking that I treat 

everybody the same, to I treat everybody so they have the same chance at the 

same health outcome.  And you would be surprised at the amount of face shifts, 

you can see this whole thought process going, crap [laughs]”. (Beverley - health 

provider) 

Creating a safe space for providers to engage in training was another element 

identified by some providers. Beverley (health provider) perceived that her attendance 

at training sessions helped to create a safe space for other providers as they could 

observe her interacting with the Aboriginal consultant running the training in a relaxed 

way. She felt that this helped to create a non-judgemental atmosphere for providers to 

engage with training. 

“I stay on heckling, but mostly it’s there because people can see that two 

Aboriginal people, two very different looking Aboriginal people, having a bit of 

a giggle about a few different things in a safe space with however many people 

are there, without judging people for what they’re saying, because they’re 

breaking through their own personal barriers, and trying to shift it.” (Beverley - 

health provider) 

A couple of providers described two inverse perceptions they had about the 

training they had received. These were that a lack of training could create uncertainty 

in their interactions with families, and conversely, that training could instil fear in 

providers. Effective training was perceived by these providers to be important in 

achieving better outcomes for families. Training was identified as assisting the 

development of a better understanding among providers of how to interact with 

families which in turn was perceived to provide the opportunity to provide better 
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support, leading to better outcomes. It was observed that without this understanding, 

providers could inadvertently create a negative perception of themselves with families 

that, could impact willingness to access services and support. 

“if you - you’re not going to, um, have an understanding, you have your own 

opinion and you’re going to behave accordingly, you’re again going to leave a 

really bad taste in their mouth and they’re not going to want to access your 

service.  So you’re not doing them any favours.  So I think it’s important that 

there should be more training.” (Danielle - social service provider) 

Some providers identified that a lack of training led to feeling uncertain and 

uncomfortable interacting with families. This was perceived to impede their ability to 

support families. 

 “And on my first experience, you know, I did feel that there was not enough, 

um, comfort level. Um, and it had nothing to do with the family, it - it was more 

to do with me, because I didn’t have sufficient information about their 

background, about, well, you know, what their history was, what they’d been 

through what’s an appropriate style of working, you know.” (Danielle - social 

service provider) 

Madeline (health provider) described an instance where an early educator in the 

program she was involved with struggled with some of the stories families were telling 

her, particularly around trauma that they had experienced, in knowing how to respond 

due to a lack of training. 

“The early educator realised that she – as a teacher, because they probably 

don’t get a lot of training in counselling, so she did struggle and in supervision 

she mentioned, you know, ‘I feel like I go just to talk to families and they’re 

telling me stuff and I really don’t know what to do with it’.” (Madeline - health 

provider) 

A lack of training was perceived by some providers as leading some providers to feel 

uncertain and uncomfortable in their interactions with families, and could instil fear in 

non-Aboriginal providers worried about the things they should and should not do. Sally 

(health provider), when she first started practicing, described feeling scared interacting 



 132 

with Aboriginal patients and their families due to trying to remember what to do and 

what not to do from her training. The more experience she gained in interacting with 

families through her practice and becoming more comfortable with her medical 

knowledge, were identified as key to overcoming this fear. 

“I guess initially when you see a patient in the hospital, you go oh my gosh it’s 

an Aboriginal person, okay, what do I need to do?  And you sort of go – oh – 

and you hear all the stuff about, you know, the eye contact and things like that 

and, to be honest I found that just, as I’ve gotten more comfortable being a 

doctor and just more comfortable with my medical knowledge and knowing 

that I know what I’m doing, um, the interaction just becomes a lot more 

natural.” (Sally - health provider) 

Enhancing cultural competence through training and cultural immersion 

 Providers identified practical experience as essential to overcoming some of 

the issues raised around training, and to enhance culturally competent practice. For 

some providers, undertaking university placements was the best way to understand 

the importance of culturally competent practice. Practical experiences of interacting 

with families were perceived to not only assist providers with overcoming fear 

associated with doing the wrong thing, but were also identified as essential in 

providing valuable insight into the particular challenges faced by Aboriginal children 

with a disability and their families.  

“What worked really well was the fact that we went into new territory that we 

hadn’t been in before and even though we had reservations, I think we did it 

reasonably well and it gave us an insight into the difficulties that are out there 

for Aboriginal families, it gave us an insight into the difficulties that, anyone 

working with Aboriginal families has.” (Charmaine - education provider) 

Some providers observed that while providers could learn issues around cultural 

competence in a theoretical way through training, nothing could replace the 

understanding providers received from practical experience. 

“I think just be more aware of why, and even though people have informed me 

to be more aware of the reason why people might be hesitant to use services is 
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because of that.  I think realistically, as a non-Aboriginal person, people can tell 

you and you can look up information, but I think you’ve got to work with people 

to really see that, because having a theoretical understanding of something is 

not in comparison to the practical stuff.” (Madeline - health provider) 

In the context of concerns identified by some providers over policy directives to target 

Aboriginal families and the perception that “they don’t want us”, Mary (education 

provider) identified that practical experience had played an essential role in 

overcoming some of her concerns. For Mary (education provider), although the 

difficulties encountered in trying to access families caused some frustration, the 

practical experience of having to interact with families helped challenged some of her 

beliefs and “pushed her outside her comfort zone”.  This was described by Mary 

(education provider) as a really positive experience. 

“…because we actually enjoy, you know, [colleague] and I had to sit down 

sometimes and admit and say god this is actually pushing us out of our comfort 

zone and challenging our beliefs, challenging our historic views of these 

situations and social problems and making us think differently and that’s 

fabulous, you know…Yeah, it is exposure and it’s great.  So in that sense it’s 

really, really positive.” (Mary - education provider) 

Increasing the number of Aboriginal providers is essential to enhancing culturally 

competent practice 

 Providers identified that increasing the number of Aboriginal providers in 

mainstream services was also essential to enhancing culturally competent practice. 

Increasing the number of Aboriginal providers in mainstream services was perceived as 

important to increasing families’ trust of providers. This was identified by one provider 

as achieved through Aboriginal providers increasing the perception of confidentiality 

and not feeling judged. 

“Let’s see if little [child] can stack blocks and you know, so they can gently do 

that through play and it’s more connected because she’s the neighbour of his 

sister’s so and so and I can trust her, confidentiality…‘I know she’s not going to 

go back to her little white office and go oh, I met this Aboriginal family that, you 
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know, they had snotty noses’ and you know, they have that distrust around us 

and I completely get that.” (Colleen - education provider) 

Tracy (social service provider) identified that having Aboriginal providers employed in 

mainstream services was an important part of enhancing culturally competent practice. 

Being able to access the expertise and knowledge of these providers was perceived to 

assist with providing culturally competent care to families. 

“When we had an Aboriginal staff member on the team, that was fabulous 

because you’d go to him or her and say, ‘I’ve got this family’, and tell the story 

and say, ‘What do you think?, and then the Aboriginal workers would say, 

‘What about this, what about that, have you thought about this, have you 

thought about that?’.” (Tracy - social service provider)  

Ella (social service provider) identified that a key consideration for employment of 

Aboriginal providers in mainstream services would be to employ both men and women 

so that families had the option to choose one or the other. 

“The other thing is, like, if there is, you know, one - you know, male and one 

female in terms of, you know, being more culturally aware, you know 

sometimes the females might not be, you know, comfortable with a male or a 

male might not be comfortable with a female.” (Ella - social service provider) 

Cultural competence was identified as needing to be embedded throughout 

organisations from the top down. Mark (health provider), an Aboriginal provider, 

identified that he would like to see more mainstream organisations implementing 

organisation wide policies around cultural competence and safety to ensure that they 

engaged with the Aboriginal population and that their providers respected the 

diversity within the community. Mark described the current approach in mainstream 

organisations as “hit and miss”. Dedicated Aboriginal programs and workers were 

identified as a potential way to help ensure cultural competence was embedded within 

organisations. 

“It’s a hit and miss, because, like…we’re an NGO, so we have got my role, and 

we’ve invested in it, and it’s up from the top level right down to the bottom. 

Then it’s integrated into the programs, and the organisation.  Yeah, but it’s hit 
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and miss, I think, where some organisations more, if they haven’t got an 

Aboriginal program, or particular worker leading that, it, sort of, um, gets left 

to the side.” (Mark - health provider) 

Providers identified that an increase in Aboriginal providers in mainstream services 

across the health, education and social service sectors needed to be met with a 

commitment by the different levels of government and mainstream organisations to 

provide long-term support through school and tertiary training. This support was 

identified as required for Aboriginal providers to be equipped with the necessary skills 

and knowledge to be suitable for their chosen positions and then be able to go back 

and work effectively in their community. 

6.8.2 Program changes creating policy and funding uncertainty for families and 

providers – “Having to tell their story again” 

Providers’ experiences of funding and policy directives were defined by the 

uncertainty they introduced into their service provision to families. Long-term 

investment was identified as required for effective service delivery with short funding 

cycles negatively impacting the sustainability of programs. Short funding cycles were 

perceived as creating uncertainty for both families and providers. Providers also 

identified the rollout of the National Disability Insurance Scheme as a policy directive 

that had raised a number of concerns characterised by uncertainty over the impact it 

will have on both service provision, as well as the experience of families in getting used 

to a new set of providers and having to tell their story all over again. These two 

operating conditions influencing interactions between families and providers are 

explored in further detail below. 

6.8.2.1 Funding 

 Providers identified that funding directives played a key role in service 

provision to families. It was perceived that funding cycles particularly influenced the 

experiences of both the families receiving services and the providers providing the 

service. Short funding cycles were identified as having increased uncertainty for both 
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families and providers. Funding directives were also perceived to have influenced 

service provision in relation to the impact of funding constraints on families at the 

lower end of the social gradient. 

 Providers identified that long-term investment was key to effective service 

provision to families, and required to build sustainable and effective programs to 

empower families. Long-term investment was perceived as important to enhancing the 

pre-existing strength and resilience of carers to recognise and manage the needs of 

their children across the life span. 

“It’s about building the relationships, hanging in there for the long term and 

then empowering these people and building the resilience of these people to 

recognise their child’s need to learn how to work with their child and that is 

lifelong.” (Mary - education provider) 

Some providers identified short funding cycles as having had a negative impact on the 

sustainability of programs and increased uncertainty for both families and providers. 

The discontinuation of funding in short funding cycles was perceived by some provides 

as inevitably leading to the withdrawal of providers and their services. Madeline 

(health provider) described the inability of her service to secure continuing funding as 

key to the discontinuation of the program for school readiness she was involved in. 

The withdrawal of her service especially impacted families whose children did not have 

a diagnosis. For Madeline (health provider), one of the most difficult aspects of 

withdrawal due to lack of funding was knowing that the program was generating 

positive outcomes that could be lost due to the inability of some children without a 

diagnosis to access ongoing support. 

“I really do believe when you can see families who, the parents are more 

confident, the children are able to sit in the classroom and participate and then 

you don’t know what’s going to happen afterwards, because if you’re someone 

who’s got support from someone else it’s good to be able to keep it going, but 

when that support goes, can you sustain it yourself if you’ve got so many other 

issues going on in your life? If you’ve got support it’s sometimes a lot easier 

than if you don’t have the support then or the reminder, is that strategy going 

to keep happening?” (Madeline - health provider) 
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Madeline (health provider) also identified that the withdrawal had a significant impact 

on the providers involved with the program. She observed that it was frustrating for 

providers who could see that they were achieving positive outcomes. This was further 

exacerbated by the uncertainty of knowing that they would also be without 

employment. 

“It doesn’t feel good…and it’s hard for the staff as well; they put all that effort 

in and then don’t even have a job at the end of it either.  So it feels 

uncomfortable, it’s frustrating…As an organisation we find it frustrating ‘cause 

we could see the benefit but we don’t have the funds ourselves to keep 

something going.” (Madeline - health provider) 

Funding constraints on service provision to families were identified as 

disproportionately impacting families at the lower end of the social gradient. Providers 

identified that service provision for many families at the lower end of the social 

gradient was funded through bulk billing. Simon (health provider) identified that this 

model of funding increased high turnover of patients, which could negatively impact 

the quality of care. 

“We’ve got fund constraints and what tends to happen is that, you know, 

there’s a social gradient in Australia whereby unfortunately people of certain 

backgrounds tend to need our support in the lower [socio-economic status] 

group, and naturally being in the lower [socio-economic group] group means 

also less access to care, that could be higher bulk-billing rates in certain 

communities and where there are high bulk-billing rates there tends to be more 

patient churn or turnover so those people being seen for a couple of minutes at 

a time, rather than having an adequate, you know, 20 or 30 minutes spent with 

them, and therefore it becomes quite difficult to provide the care that’s needed 

within a very short period of time but unfortunately there’s no other sustainable 

way to fund it, so it’s funded by loose change.” (Simon - health provider) 

6.8.2.2 National Disability Insurance Scheme 

 Providers identified that the rollout of the National Disability Insurance Scheme 

raised a number of concerns characterised by uncertainty over the impact it might 
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have on families. Providers observed that from their knowledge of the scheme they 

will need to carefully construct the wording of their recommendations in assessments 

to ensure families receive all the support they require, case management will no 

longer exist with the introduction of plan coordinators only focusing on coordinating 

plans rather than providing traditional case management, and the need for flexibility 

for families who require extra support. Some providers identified potential benefits 

associated with the National Disability Insurance Scheme rollout. These included the 

potential for a rise in standards in service provision due to competition between 

services, the potential for less red tape in dealing with NGOs compared to government 

services, and allowing itinerant families to bring their child’s care plans with them if 

they move to enable consistent care. 

“With my own experience with an NGO here they may be able to, um, things a 

lot quicker without the red tape.” (Mark - health provider) 

However, many providers raised a number of concerns in relation to how the scheme 

might impact service provision to families. Underlying these concerns related to how 

the scheme might impact service provision to families was a feeling of uncertainty 

exacerbated by a general lack of information to providers on how the scheme will be 

operationalised in practice. A key concern was over the impact that the withdrawal of 

government services from disability service provision might have on families with the 

most complex cases. Tracy (social service provider) identified that the disbanding of 

the government department she worked for was a concern as they often took care of 

the most complex cases. Tracy perceived that the increased role of NGOs in this space 

might lead to families with complex cases falling through the gap in service provision, 

as she believed that NGOs were not as persistent as her department in supporting 

complex cases. 

“When you talk to our non-gov partners, their idea of complex, we laugh 

because they really have no idea of the type of clients that will be coming to 

them that in the past, as soon as it got too hard for the non-govs, they’d refer 

back to [government department] and say, ‘Too hard for us, not enough money 

attached to that person, they’re not viable, put them back to [government 

department]’. ‘Cause as I said, [government department] doesn’t give up. You 



 139 

know, so there won’t be that service of last resort. And that’s an issue and will 

be an issue I think.” (Tracy - social service provider) 

Concern related to how to ensure the quality of services from the NGOs that families 

will be accessing with their funds was also raised by a number of providers. It was 

identified that assessing the quality of services without the assistance of a case 

manager might be difficult for some families. 

“So with [NSW government department] not there anymore, probably the 

families now have got money to spend but, it's what are the - who are the 

service providers who are going to provide that service and what's the quality of 

that going to be and who's going to monitor that and how are the clinicians 

going to make sure or help the families, you know, make sure they get good 

service.  So those are the issues we don't quite know yet.” (Shelley - health 

provider) 

“We can see a lot of families are going to struggle with the idea of trying to 

develop goals for their children because you don’t know what you don’t know.  

Unless you have somebody who’s able to guide you in say developmental stages 

perhaps if you’re looking at therapy.  I mean how do you know if a service is 

giving you a good service or a bad service?  What yard stick do you use for 

that?...And if there’s nobody around to provide that or to support you to 

develop that yourself, that could be difficult.  So I can see there’s going to be 

some teething problems and I can see that there’s going to be families who fall 

through the cracks.” (Tracy - social service provider) 

Other key concerns included the impact on families who have difficulty self-managing 

money, and confusion over what services will be funded. 

“Lots of people are trying to inform people of what, you know, will happen, but I 

think that is an issue that for lots of Aboriginal families who don’t get a 

diagnosis maybe when they go to school it might get picked up, but they’ve 

missed all that early intervention stuff.” (Madeline - health provider) 

Mark (health provider), an Aboriginal provider, identified particular concern around 

the change to services for families. He perceived that the large shift in the service 
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landscape might make it harder for families to navigate the service system in needing 

to work out which NGO was going to look after them. 

“From experience, what I’m seeing now, especially with, disability, and stuff 

with children I think it’s going to be a little bit worse especially with the change 

with the [National Disability Insurance Scheme]…I think it may be a little bit 

worse, because people were just getting used to what was already there with 

[government department]. And now that it’s going to be dismantled into NGOs, 

and that” (Mark - health provider) 

Associated with this was Mark’s (health provider) concern that families will need to get 

used to a new set of providers which could be “daunting” in relation to having to tell 

their story all over again. 

“The biggest impact is having to tell their story again. So they have to repeat 

themselves when they would have got used to one worker that knew them, 

spoke about how things work, for example, for little Johnny, and what their 

issues were. And they have to go again and repeat that. I think it’s going to be 

daunting to the families. I know a lot of families that were just thinking, well, do 

I have to tell my story again?” (Mark - health provider) 

6.9 Summary of key findings 

Identification of candidacy - “It’s better to start early intervention quickly” 

 Need for providers to support carers in identifying when a child might have a 
condition requiring assessment. 

Navigation of services - “It’s quite a complex trail” 

 Costs associated with accessing services (e.g. private providers, food, transport, 
parking) impeded the ability of some families to navigate services. 

 Lack of information about, and education on, how to access services impeded 
the ability of families to navigate services.  

 First-port-of-call providers (e.g. preschool teachers, GPs, Aboriginal Health 
Workers) have the potential to identify children with issues and link their 
families into the service system. 

Permeability of services - “Why should you have to have a label to get services?” 

 Low permeability of services associated with a lack of diagnosis, which was 
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perceived as incongruous with the preference of some families. 

 The case management model was considered key to enhancing permeability of 
services for families. 

Presentation at services - “I had to just change how I operated” 

 Provision of supportive resources such as highlighting strengths and support 
networks and linking carers with other carers, were key to supporting carers.  

 Taking a holistic approach, working with a key worker who a family was familiar 
with, and an awareness of the time required to build relationships with families 
were important. 

 Inappropriate communication strategies (e.g. use of jargon) impeded effective 
interactions. 

 Bureaucratic working styles and provider obligations as mandatory reporters 
could erode trust. 

 The ability to be flexible, empathetic, and willing to step outside traditional role 
boundaries enabled effective interactions 

Provider adjudications - “I don’t have any preconceived issues with Aboriginal 
families” 

 Families’ past experiences of racism and stigma in relation to interacting with 
mainstream providers were identified as key to influencing families’ interactions 
with providers. 

 Appreciating that the population is not homogenous, allowed providers to make 
less stigmatised adjudications. 

Offers and resistance to services - “They don’t want us” 

 Underlying the perception for some providers was a negative association 
between non-Aboriginal providers intervening in telling carers what is needed 
for their child, and the destructive child removal policies of the Stolen 
Generation. 

 For other providers, the perception was about a rejection of the Western bio-
medical approach to service provision with the narrow focus on the need to 
obtaining diagnoses. 

Operating conditions and local production of candidacy 

Socio-political context - “It’s something that’s still alive in the minds of people” 

 Enhancing culturally competent practice through practical experience and 
increasing Aboriginal providers in the workforce were identified as 
important. 

Program changes related to funding and policy - “Having to tell their story again” 

 Long-term investment was required for effective service delivery with short 
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funding cycles negatively impacting the sustainability of programs.  

 The rollout of the National Disability Insurance Scheme was a policy 
directive that had raised a number of concerns characterised by 
uncertainty over the impact it will have on service provision. The large shift 
in the service landscape might lead to lack of continuity for families. An 
associated concern was that families would need to get used to a new set 
of providers. 

  



 143 

6.10 References 

1. Dixon-Woods M, Cavers D, Agarwal S, Annandale E, Arthur A, Harvey J, Hsu R, 
Katbamna S, Olsen R, Smith L & Riley R. 2006, 'Conducting a critical interpretive 
synthesis of the literature on access to healthcare by vulnerable groups', BMC 
Medical Research Methodology, vol. 6, no. 1, p. 35. 

  



 144 

Chapter Seven: Provider understanding of factors influencing 

interprofessional collaborative practice 

7.1 Introduction 

Providers’ perceptions, understandings, and experiences of working together 

across the health, education, and social service sectors centred on their perception of 

factors that either impeded or enabled collaboration. These are explored in this 

chapter through an adaptation of the Collaborative Practice to Enhance Patient Care 

Outcomes framework [1], introduced in Chapter Four Section 4.2.2. The adapted 

framework explores the processes and determinants of interprofessionality in the 

specific context of service provision to Aboriginal children with a disability and their 

families (Figure 7.1). Interprofessionality is defined as “the development of a cohesive 

practice between professionals from different disciplines” [1](p. 9). The child and family, 

who are both the intended recipients and active members of care, are at the center of 

the framework. The needs of children and their families instigated interprofessional 

collaborative practice between providers across sectors and determined the task 

complexity to be addressed through collaboration.  Interprofessional collaborative 

practice was influenced by interdependent interactional (meso) and organisational 

(exo) factors. Interactional (meso) factors fit within one of two dimensions: the ability 

of providers to share common goals and vision within a complex cross-sector service 

landscape, and sense of belonging in relation to factors that influenced trusting 

relationships and willingness to work together, particularly with Aboriginal providers 

and services. Organisational (exo) factors also fit within one of two dimensions: the 

influence of governance in relation to its important role in coordination and unlocking 

the strength of schools as service settings, and the essential role of the formalisation 

of processes to enable interprofessional communication. The processes of 

interprofessional collaborative practice at the meso and exo levels were managed 

within the context of systemic factors of policy and funding at the macro level. 
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Figure 7.1 Provider understanding of factors influencing interprofessional collaborative practice 
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7.2 Interactional (meso) Factors 

7.2.1 Sharing goals and visions – “All providers come in with different agendas” 

 The complex, cross-sector service landscape of working in the area of 

Aboriginal childhood disability influenced the ability of providers to share common 

goals and vision. Providers characterised the service landscape within which they 

practiced as complex due to the multiple providers and services involved. It was 

perceived by some providers that the lower socio-economic demography of Western 

Sydney, in particular, had led to an increased number of NGOs, which had added more 

services to an already complex system. This was identified as having led to confusion 

among providers as to what other providers were involved with a family and the role 

they played in care. 

“And there’s so many additional services out there these days for children…and 

with the [National Disability Insurance Scheme], it’s going to be even more 

complex…just trying to work out who’s involved, what they’re doing, that 

duplication of services.” (Brenda - education provider) 

Confusion caused by the involvement of multiple providers and services was perceived 

as a cause of frustration for providers. Some providers described having invested 

significant time in establishing the groundwork for working within early childhood 

settings, only to have new providers come in, creating tension between providers and 

a loss of trust. Lydia (education provider) identified that the large amount of providers 

working within early childhood settings caused frustration for staff within these 

settings. Although most early childhood educators were willing to receive support 

from external providers, Lydia (education provider) perceived that some educators 

were overwhelmed in trying to filter information and implement it within their settings. 

This frustration was identified as having impeded providers working together. 

“I actually went to a centre last week and one of the educators that I was 

speaking to about a student was a bit abrupt with me…she was a bit, you know, 

‘well, we've already had their speechie come in and told us to do X, Y and Z’, 

and ‘why do we need to listen to you’ kind of thing, which I understand that, but 

unfortunately in that circumstance that speechie isn't talking to me and I don't 
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receive any information of what they're doing…you try and play middleman 

because you want to support the student, but you're not necessarily always on 

the same page with other agencies that we are working with.” (Lydia - 

education provider) 

Providers across all sectors identified that the impact of this complex service landscape 

on working together was compounded by a lack of coordination. Differing agendas 

between providers involved in the care of a child was perceived to lead to conflicting 

approaches to assessment and management of the child’s needs and as a waste of 

resources. 

“So all providers come in with different agendas…like an [occupational therapist] 

wants to fix the child in terms of how they function, the speechie [speech and 

language pathologist] wants to fix the child in terms of their speech, everyone 

has their own agenda …So this parent is given 300 conflicting ideas of how this 

child should be fixed.” (Colleen - education provider) 

The complex service landscape was also identified as having led to role duplication and 

lack of clarity between providers. It was identified that confusion was caused over 

which provider was responsible for what. Providers described instances where they 

were unaware that other providers were involved in a child’s care. At times, two 

providers could have been working on the same issue with a child but coming from 

different approaches. 

“Because you know, quite frequently you can have two different people working 

on the same thing but teaching in very different ways, and it's not necessarily - 

you know, you're putting more work on yourselves and kind of backtracking 

kind of thing.” (Lydia - education provider) 

When developing new programs it was identified as important not to replicate the 

objectives of existing services within the area. 

7.2.1.1 Linking role 

Providers who worked in formal and informal linking roles helped other 

providers to navigate the complex service landscape and facilitated the sharing of 
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goals and vision. Informal linking roles involved providers who took on the task even if 

it was not part of their role description.  Linking roles were identified as key in raising 

the awareness of providers of other available services. They were also identified as 

having enabled pathways for providers to link with one another. 

“So if they’ve got an issue with a child or with a transition, then they’ll ring me 

and often ask, you know, ‘where do I go with this’, you know, ‘what’s the next 

step, what would you do?’  Or if they’re having problems then they can call me 

in, so I can go and have a look at that child in preschool.  So that works really 

well.” (Brenda - education provider) 

A key element to providers being effective in linking roles was identified as individual 

provider passion. This passion was perceived to have enabled providers in linking roles 

to persevere in the face of impeding factors related to working across disciplines and 

sectors. Passion was also identified as encompassing a genuine interest in other people 

and how to connect them. 

“I’m just really interested in people and interested in their story, and I’m 

thinking, well, this is what I think that person’s about so that would link quite 

well with that other person…and 99.9% of the time it’s a great outcome. I think 

basically just being interested in people.” (May - education provider) 

Another key requirement was that the provider in the linking role was easily 

contactable.  

“Number one, it’s a one person call, so it’s the same person you call all the time. 

Number two, she answers her mobile or she calls back if she’s busy. Number 

three, she gives you feedback.  So remember Mr. So and So, they are now with 

[NGO].” (Brian - health provider) 

An interesting issue raised was the “intangibility” of provider characteristics that 

enabled being effective in a linking role. This was identified as a particular issue in 

relation to consideration of how to identify the right people to employ in these roles.  
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7.2.2 Sense of belonging – “A good relationship makes things easier” 

 The cross-sector, and cross-cultural, collaboration required for providing 

services to Aboriginal children with a disability inspired unique interactional processes 

for providers in relation to their sense of belonging in this space. Trusting relationships 

among providers in this area and their willingness to work together were influenced by 

three key factors: 1) cultural mentorship and non-Aboriginal providers working with 

Aboriginal providers and services, 2) interpersonal factors, and 3) workforce factors, 

influenced the ability for providers to build the trusting personal and professional 

relationships to enable effective interprofessional collaborative practice. These three 

factors are explored in further detail below. 

7.2.2.1 Cultural mentorship and working with Aboriginal providers and 

services 

Working with Aboriginal providers and services was identified as helping to 

overcome acceptability issues with families and an important part of enabling service 

provision. Working with Aboriginal providers was perceived to provide non-Aboriginal 

providers with insight into the specific needs of families, assisting the development of 

acceptable management plans. Aboriginal providers were identified as also involved 

with assisting in following-up with families in the community, particularly important in 

ensuring continuity of care for itinerant families. 

“I think it allows us to develop a lot more insight into the patient in the sense of 

understanding not only what they presented with but also understanding the 

cultural context in which we are delivering the management as well, these 

things that they’re able to provide is a way to put forward a management plan 

that will work with the circumstances of the Aboriginal person.” (Simon - health 

provider) 

Although providers identified a number of positive outcomes from effectively working 

together with Aboriginal providers and services, they also identified that important 

outcomes from effective working relationships were difficult to measure. This was 

perceived by some providers to be unlike the types of outcomes usually measured in 

policy. Despite being difficult to measure, these outcomes were perceived as 
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important to being able to work effectively with Aboriginal providers and services. For 

example, Mary (education provider) described the “ripple effect” of effective working 

relationships as contributing to the success of the program she was involved with.  

“Sadly, we can’t measure the ripple effect of these people but interestingly, 

we’ve picked up a couple of centres from people ringing up saying, ‘Look I used 

to work at such and such when the program was there, now I’m the director of 

[childcare centre], and is there any chance staff can come and work here now?’.  

So I guess that’s the only way we can measure the success of that.” (Mary - 

education provider) 

For Mary (education provider), this was particularly important in reflecting on the 

difficulty she had engaging with Aboriginal families at the start of the program. 

Impeding elements 

Providers identified two elements that could impede non-Aboriginal providers 

working effectively together with Aboriginal providers and services. These were the 

perception of reverse racism and Aboriginal teams being insular. Some providers 

perceived that they had encountered reverse racism in their interactions with 

Aboriginal providers. These providers believed that they had experienced instances 

where they felt discriminated against as a non-Aboriginal provider particularly at times 

where they perceived Aboriginal providers as resistant to them entering their settings. 

For Mary (education provider), the perception of reverse racism was influenced by 

wider experiences she had in networking at a conference. 

“[We] went into a small group to discuss some topic and we were referred to as 

white gutter trash…and so, to slap that generalist opinion on all of us, I found 

really insulting.  I actually got up and walked out of that session.  Um, so I think 

that we’ve got a long way to go… 

Q: How did that make you feel? 

Angry to be honest, I don’t consider myself to be white gutter trash.” (Mary - 

education provider) 
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Associated with this was the perception of some Aboriginal teams as “insular” which 

impeded some non-Aboriginal providers working together with them. Some providers 

reflected that this perception of insularity was generated by it being difficult to make 

friendly contact with some Aboriginal teams, and some Aboriginal teams not drawing 

on the skills and resources of non-Aboriginal providers. 

“We have an Aboriginal play group that meets across the classroom to me.  And 

a couple of times I have said ‘hi’ but…even though I've been here for years and I 

do it all the time, they don't, sort of, lean over the fence and chat. It's always, 

sort of, like, you know, you're over there. So it doesn't matter how friendly you 

are.” (Amanda - education provider) 

For Brenda (education provider), this insularity was “a real barrier” which she thought 

was unfortunate in light of the assistance and support Aboriginal teams could provide 

for the children who were referred to her service. 

“It’s always been something that’s in the back of my mind, always, particularly 

when I do have an Aboriginal child referred.  I think to myself, ‘oh, my goodness, 

it would be great if we had that sort of close working relationship’.  But it’s just 

not.” (Brenda - education provider) 

Enabling elements 

 Providers identified four key elements that enabled working effectively 

together with Aboriginal providers and services. These included the importance of 

relationships, enabling approaches to working together, personal characteristics of 

individual providers, and increasing the number of Aboriginal providers in the 

workforce. These elements are explored in further detail below. 

Importance of relationships 

Relationships with Aboriginal providers and services were identified as a vital 

part of working effectively together. Previous relationships from involvement in past 

programs, relationships with key Aboriginal contacts as cultural mentors, and working 

indirectly through existing services were perceived to be particularly enabling. 

Relationships with Aboriginal providers and services developed through working 
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together on past programs were perceived to be a key enabler. Providers identified 

that this was especially pertinent in relation to being invited to work with Aboriginal 

providers and services in future programs. 

“Through our work in the playgroup, we built relationships with the community, 

the families, the kids, the director of those centres that we entered.  So then 

through [centre director], we entered [Aboriginal childcare centres]…And also 

we were a part of [Aboriginal childcare centre] opening…because I’d been 

around for a good year like I was a part of the opening ceremony and…I had 

that sense of belonging from the roots.” (Colleen - education provider) 

May (education provider) described developing a long lasting relationship with an 

Aboriginal Liaison Officer, who became a cultural mentor, from initially working with 

her in a previous role for a Western Sydney council. 

“I think I was very fortunate in having a fantastic mentor, the Aboriginal liaison 

person in [council], who had a very natural, very good ability of coaching and 

mentoring adults, in regards to sharing information very simply but very 

precisely about the Aboriginal culture and the differences and similarities and 

things like that and I was very fortunate to have that person be there for me for 

that.” (May - education provider) 

Many providers identified the important enabling role of key Aboriginal contacts acting 

as cultural mentors. Key Aboriginal contacts were identified as enabling the process for 

non-Aboriginal providers to work within communities, providing advice on appropriate 

cultural protocols for working together with Aboriginal providers and implementing 

programs, and providing an avenue for non-Aboriginal providers to increase 

engagement with Aboriginal teams. 

“I met a lovely elder through the [Aboriginal childcare centre] thing.  She came 

to me…and said, ‘You can call me aunty’ – and I thought she’s a person that 

you’d go ‘hey Aunty, how do I get the kids to this or how can I get some 

acceptance around disability or how can I explain to the other kids that this 

little fellow’s so shy it’s best for him at the moment if we keep out of his 

way’…and through her I could have an insight.” (Colleen - education provider) 
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It was also observed that accessing key Aboriginal contacts was sometimes challenging 

in terms of finding the right person who was also interested in working with non-

Aboriginal providers. 

“You’ve got these key people on that side but you’ve got to get to them and 

they’ve got to want to work with you.” (Mary - education provider) 

Brenda (education provider) identified that establishing good communication between 

herself and an Aboriginal Liaison Officer who had been a key Aboriginal contact in the 

past was important to the success of their relationship. Good communication was 

defined in terms of the ALO bringing concerns about a child to Brenda who then would 

work with her to find a way to support the family. 

“She would just come in and talk to me about a family.  She would talk to me 

about the development of the child.  And if I could see some red flags then I’d 

say, well, how about we go and have a look at this little one in preschool? And 

how about we have a look and see whether this child needs some additional 

assessment, or a formal transition to school? Yeah.  That worked really well.” 

(Brenda - education provider) 

Providers also identified that working indirectly through existing services enabled 

working effectively together with Aboriginal providers and services. This involved going 

through formal consultants from Aboriginal organisations with existing connections 

and trust in the community to connect with Aboriginal services, and informally through 

teams within the same organisation who had developed existing relationships with 

Aboriginal services that providers could to tap into.  

 “I came to the decision that it was no use for me to go in and approach an 

Aboriginal service and say, ‘Look I’m here to help you, you know, aren’t you 

lucky?’…We ended up having to do it via the back door.  So we did it through 

another service who was working with the Aboriginal community and then they 

put us in contact with a person who was the director of an Aboriginal childcare 

centre and so through her, we then started working with her centre…So it 

wasn’t direct contact that worked for us, it was indirect and I think that was far 

more successful.” (Charmaine - education provider) 
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Working indirectly through existing services was perceived as enabling the 

development of relationships with the services, which in turn enabled working with 

Aboriginal providers in future programs. 

Enabling approaches 

Providers identified a number of various approaches to working with Aboriginal 

providers and services that were enabling. A key approach was long-term investment 

in taking the time required to develop relationships coupled with perseverance. Taking 

the time to develop relationships was important in gaining the respect and trust of 

Aboriginal providers and services. 

“I've often found them over the years just really quiet sort of people, and they 

don't like to be talked at. You know, it's sort of like you have to get to know 

them on a few different levels. It's almost like you've got to earn some respect 

before they’re going to listen to what you've got to say. And I can't blame them 

for that.” (Amanda - education provider) 

Mary (education provider) identified that persisting over a long period of time with 

building up trusting relationships to lay the groundwork for programs was important. 

This was contextualised within her experience of frustration caused by other providers 

coming into an Aboriginal service her organisation was working with and trading off on 

the trust and groundwork that they had laid over time.  

“So [special educator] hung in there and worked damn hard on some very 

boiling hot and some very stressful days to make this whole thing happen, then 

you get another service turn up and arrive at the childcare centre, when we’ve 

been doing the ground work to get this kid to this childcare centre and they say, 

‘Hello, I’m a speechie [speech and language pathologist] and I’m here to do half 

an hour with so and so, can I just remove him from the room and sit down 

here?’.  It is completely undermining.” (Mary - education provider) 

Associated with taking the time to develop relationships was the importance of 

perseverance in maintaining a presence in the face of Aboriginal providers and services 

that were initially unwilling to engage. This was perceived to take the form of providers 

working outside their traditional role boundaries and attending community events. 
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“I think what helped is not going away, so even when people were not – not not 

welcoming, but thinking, ‘well, I don’t know who you are so I’m not really sure 

whether I should get involved with you’, type of thing, we just kept going, so 

we’d go to community events on the weekend, and we just kept going.” 

(Madeline - health provider) 

Involvement in community events external to traditional job requirements was 

a key approach for a number of providers in enabling the ability to work together with 

Aboriginal providers and services. Laying the groundwork in the community through 

attending community events was described as having enabled the effective 

implementation of programs. 

“But we spent a lot of time before the actual school readiness program started, 

just being at community events and talking to people and being around; I think 

that made a difference too, we didn’t just rush in and go, ‘we’re starting next 

week’.” (Madeline - health provider) 

May (education provider) described engaging with the wider community through 

involvement in community events as “vital” to working effectively with Aboriginal 

providers and services. Central to this belief was an understanding that working with 

Aboriginal providers and services was not a traditional “nine to five position but 24/7”. 

“So it’s not just something that I do in my work, Saturdays and Sundays I might 

go to different events or do certain things as part of reconciliation as well.” 

(May - education provider) 

The physical space where providers were situated was perceived as also 

enabling. Physical proximity of the location of mainstream health and Aboriginal 

services was identified by some providers as having enabled the development of 

relationships between providers from each service, in turn increasing the number of 

Aboriginal patients seen by the mainstream service. Brenda (education provider) 

identified that in the past she developed an effective relationship with an Aboriginal 

Liaison Officer enabled by working next to each other within the same room along with 

other providers. This was perceived to have enabled effective teamwork and the 

Aboriginal Liaison Officer having an understanding of her role. 
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“I think we had a personal relationship and that was really great, and we were 

sitting very close to each other, and she had a really good understanding of 

what I did, because we were near each other…[Aboriginal Liaison Officer] was 

the only one who wasn’t working in the actual room with the other Aboriginal 

education officers, so she was actually working in a room with a group of us.  So 

there was out-of-home care, there was myself, you know, the intervention, 

there was, – oh, they used to call them truancy officers, and [Aboriginal Liaison 

Officer]…Those sorts of teams work really well.” (Brenda - education provider) 

Ensuring open communication was perceived as another enabling approach. 

Open communication was observed to be particularly effective when it was the “right” 

type of communication, with both sides having an understanding of what their 

commitments were and a willingness to share information in relation to working 

together. Rachel (health provider) identified that key to building a relationship with an 

Aboriginal health service was getting them to understand the role of her program in 

relation to children in OOHC. She identified that there were misunderstandings around 

what role her program had in the wider OOHC system and that open communication 

was important for clarification.  

“I guess once we build those relationships they know that we’re not, I guess, 

they know what we do. Because there’s quite often a misunderstanding of what 

we do.  And so if they’re referred to in health as out of home care then that 

could be taken so many different ways like do we go to people and care for 

them in their homes or do we remove the kids or do we provide home care 

services to the elderly.” (Rachel - health provider) 

It was also identified as important for providers to acknowledge that their service may 

not be the best service for the community in their approach to working with Aboriginal 

services. Madeline (health provider) described an instance in which her program was 

working with an Aboriginal early childhood education service that eventually withdrew 

from the program. 

“You’ve just got to acknowledge that sometimes things don’t work and it’s not 

the right time for that program to work or – ‘cause they were starting their 

business as well, it was all very new…you’ve got to be honest and sometimes 
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you do have to acknowledge that you’re not the service for that community, or 

that community needs to say, ‘Well, actually, you’re not the type of service we 

want here; it’s not working for us’, and I think that’s okay.” (Madeline - health 

provider) 

Provider characteristics 

A number of personal provider characteristics were identified as enabling 

working effectively together with Aboriginal providers and services. These included 

being relatable, genuine, honest, flexible, and having the ability to listen to, and 

respect, the advice of community elders. Providers also identified the importance of 

being able to self-reflect and learn from mistakes in working with Aboriginal providers 

and services. Providers who were willing to change their practice according to their 

reflections on what did and did not work were perceived as most effective. 

“She just went great guns because she was so approachable, she was also 

somebody who if something did go wrong she acknowledged it, learnt from it, 

and moved on instead of working in that one particular way.” (Madeline - 

health provider)  

May (education provider) described an instance where she was working with an 

Aboriginal early education provider and her initial communication strategy was related 

to her natural predisposition towards being a “mother” in personalising interactions. 

She identified however that this provider was uncomfortable with her style of 

communication. May (education provider) then approached key Aboriginal contacts to 

request advice on what she was doing wrong so that she could fix mistakes that had 

been made. 

“You make mistakes along the way, and you need to learn making the mistakes, 

but I have built a respectful relationship with Aboriginal elders in the area and 

they help me.” (May - education provider) 
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Increasing the Aboriginal workforce 

Some providers identified increasing the number of Aboriginal providers in the 

workforce as key to increasing the cultural competence of non-Aboriginal providers 

and addressing some of the elements impeding working together. 

“So for us we had some Aboriginal staff and some non-Aboriginal staff, the 

Aboriginal staff supported the non-Aboriginal staff within the community to 

understand the cultural aspects of working in that community.” (Madeline - 

health provider) 

An important element of this approach identified by providers was for the wider 

service system to properly support Aboriginal providers who entered the mainstream 

workforce. Beverly (health provider) identified that it was important to support 

Aboriginal providers, as those who have had negative experiences of working in a 

mainstream organisation could influence the wider community’s view of that 

organisation. 

“If they’re struggling in the workplace, you know, you’ll go home like everybody 

does and debrief, but you can’t control who shares your debriefing…There will 

be occasions when too much of that pain has been shared, and that mars the 

reputation of the organisation.” (Beverley - health provider) 

Support was identified as including access to an inclusion professional support 

program that worked alongside Aboriginal educators for a few days a week to support 

them in early childhood education settings, linking Aboriginal providers with other 

Aboriginal providers working in the same field to act as mentors, and culturally 

competent non-Aboriginal managers to build cultural safety in workplaces. 

“I’ve just, let them know there is a support group, like if there’s a meeting that 

they can attend to give that support because they may be the only Aboriginal 

educator in that service, and have a lot of expectations on them to share their 

culture.” (May - education provider) 

An additional identified element to support was that organisations should support 

pathways through tertiary qualifications into the workforce for Aboriginal providers. 
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“I think what we need is a willingness for services to support pathways into 

mainstream qualifications, and that’s improving over time as we’re getting 

scholarships through universities and so on, but we’re really only just reaching 

the first generation of Aboriginal kids that are going through to year 12, there’s 

a raft of families that you know might be the first time that they’ve had 

somebody go through year 12, let alone go through [Technical and Further 

Education] or uni.  As an organisation, we need to be prepared to look at the 

long distance pathways.” (Beverley - health provider) 

For Beverley (health provider), addressing misperceptions non-Aboriginal providers 

may have about targeted positions for Aboriginal providers was important in ensuring 

that Aboriginal providers feel supported. 

“There’s a perception as well that Aboriginal people are being given positions 

without having the capacity, the skill, the competence, whatever, to deliver it in 

preference of someone who might have that, and so we’re certainly seeing that 

there’s a lack of awareness within the organisation generally about what it is 

about identified positions, about targeted positions.” (Beverley - health 

provider) 

7.2.2.2 Interpersonal factors  

 Interpersonal factors influenced the ability of providers to build effective 

personal and professional relationships that enabled a sense of belonging for providers 

working in this context. In exploring their experiences of interprofessional 

collaborative practice, providers described interpersonal elements as either having 

impeded or enabled collaboration. These impeding and enabling elements are 

explored in further detail below.  

Impeding elements 

 Working in silos and coming in as an expert were perceived as having impeded 

collaboration. Providers who were only interested in working within their professional 

silos were identified as impeding the ability of providers to work together. Working in 

silos was perceived as a key impediment to the integration of service provision.  
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 “I think one thing we did find, and I don’t think is unique to Western Sydney, is 

that service providers work in silos…so we found with some service providers it 

was great, we could get in and go, okay, let’s see what we can do to help this 

family, some service providers wouldn’t talk to us at all.” (Madeline - health 

provider) 

Tracy (social service provider) described an experience she had in trying to work with a 

mainstream school whose teacher in charge of student support believed that providing 

support for children with a disability was not the role of the education sector. 

“Each time I go in thinking this time will be better and it never is because the 

head teacher…has such antiquated ideas about people with intellectual 

disability and about her role in trying to address some of the needs for those 

children.” (Tracy - social service provider) 

Coming in as an expert when entering different settings could also impede the ability 

of providers to work together. This was perceived to be particularly relevant for 

providers entering early childhood education settings and schools. Some providers 

identified that coming in as an expert could cause providers in these settings to 

become defensive. 

“Any centre and any school, is very quickly, in defence mode if you come in as 

the expert and go right, what we’re going to do is get you visuals and da, da, da 

and you’re not doing this properly and you really should be doing this but you 

know, they’re obviously going to be very defensive about look, we don’t want 

that expert here, we don’t want that consultant here because it’s too 

aggressive.” (Colleen - education provider) 

Enabling elements 

Providers identified four elements that enabled collaboration. These were 

perseverance, flexibility, being proactive, and building relationships. 

A key enabler of working together with other providers was identified as 

perseverance in investing the required time to establish trust and rapport. Committing 
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to maintaining a presence in a service setting or with other providers was perceived as 

important to achieving positive outcomes from working together.  

“So we were able to build what ended up being a good program but my 

goodness it was really difficult work and really hard to crack and I think what 

we’ve learnt is that these relationships that you build are long term…You have 

to be in there for the long haul to make it work.” (Mary - education provider) 

Brenda (education provider) identified that being in a long-term position enabled 

sustainability in a fluid service landscape. Having been in the same role for over a 

decade was perceived as an advantage to other providers accessing her service. 

Brenda (education provider) described this as particularly important in light of the high 

staff turnover in early childhood education settings.  

“I think stability is the key, as far as this job goes, having the same person here, 

and having that negotiation with [non-government early intervention and early 

education services] with all of those services….there’s such a change over in 

staff, particularly now it’s really difficult to keep up with…I know [non-

government early intervention service] has just had a whole lot of new people, 

so when I’m negotiating with those people on the phone they’re not quite sure 

of what they should be asking or how they need to negotiate for that particular 

family. So it’s filling those gaps sometimes as well, without making them feel 

uncomfortable.” (Brenda - education provider) 

Providers who were flexible and approachable were also perceived to enable 

the ability to work together. Flexibility was identified as especially required around 

organising meetings with other providers. Recognition that outcomes and how the 

meeting plays out may change from initial expectations was perceived as important. 

“You really can’t assume that a meeting is going to work the way you think it’s 

going to work, you just go in with certain goals for the meeting, but they may 

look so different at the end [laugh].” (May - education provider) 

Being approachable and acknowledging that all providers brought something to the 

table in terms of expertise was also identified as enabling. This was perceived as 



 162 

important to providers learning from one another rather than individual providers 

thinking that they had all the answers. 

“You need to be approachable and you need to acknowledge that everyone’s 

got something to bring to the situation, that no one knows everything…to 

respect that other people have got knowledge in a different way to you.” 

(Madeline - health provider) 

Being approachable was also perceived to involve reaching out to other providers. 

Some providers identified the value of receiving a report back from providers that they 

had referred a child to “keep them in the loop”. Taking the time to confirm the 

involvement of other services in families’ care rather than just assuming involvement 

was also perceived as important. 

“I think it’s just courtesy. So if someone’s referred somebody to you, you know, 

it’s courtesy to write back to them and say, you know, this is what we’ve found 

and this is what’s happening.” (Martin - health provider) 

 Providers who were proactive in collaborating with other providers were 

identified as enabling working together. Early childhood education providers in 

particular, who were educated about disabilities and proactive in seeking collaboration 

with providers from different sectors, were perceived to enable other providers to 

work effectively with them. These providers were identified as extremely helpful by 

other providers as they understood the importance of supporting children and were 

proactive in providing information and asking for assistance where needed. 

“They will quite often come up and ask me questions as well and say, we've got 

this going on can you help us with this, or can I have a copy of that game, and 

I'm always happy to share, and that's good to see, the centres that are 

proactive.” (Lydia - education provider) 

Being able to build relationships was perceived as key to effectively working 

together with other providers. Dana (education provider) identified that building 

relationships with early childhood educators had assisted in the development of trust. 

In one instance, attempting to access support and diagnosis for a child in OOHC was 

enabled by having developed trust with the childcare centre director which she 
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believed made the director more comfortable in disclosing relevant information about 

the child. Elements that were perceived to enable the building of relationships 

included being helpful, providing positive encouragement, taking the time to be 

available, and networking gently. 

“Sometimes just sitting down one-to-one, and I always make sure that I give 

them some positives when I start. I say, ‘Look, I really like how you did this and 

this, but I noticed that he was struggling with this or this.  How about next time 

we try blah, blah, blah, blah, blah?’, and I'll try and finish off with a positive, 

because I just feel that often centre staff are quite either undertrained or, quite 

overwhelmed.” (Amanda - education provider) 

Colleen (education provider) identified that the willingness of providers to step outside 

their traditional role boundaries to build relationships was important. Colleen 

described this as being willing to help set up equipment and cleaning up at the early 

childhood education settings she attended. It also involved demonstrating to providers 

in these settings that she was not only interested in helping her “target child” but was 

also willing to work with other children who she identified as potentially having issues. 

“I think just, getting in and showing that you’re an astute sort of worker and 

you’re on site and you’re there for the kids and you know, if my target child is 

working on activities without any problem, I’ll move over and work with another 

child that I can identify has a weakness of some sort…So I’m not just going to 

hover over my target child and go, [child] needs special equipment or [child] 

needs this, you need to do this for [child].” (Colleen - education provider) 

Building relationships between providers was identified as a process that took time 

and long-term investment. Organisations that allowed their providers to invest the 

required time were perceived as important to building good relationships.  

7.2.2.3 Workforce factors 

 Workforce factors related to high workload and staff turnover across the early 

intervention service system were identified as impeding the ability of providers to 

collaborate. Providers across the health, education and social sectors described high 
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workloads as having impeded the amount of time they could dedicate to working with 

other providers.  

“I think the first barrier is just time. Because obviously the teachers are busy, 

9.00 to 3.00 every day, and probably before and after that time as well, by the 

time the child comes in to see me at 4.00…the teacher is no longer there or 

contactable.” (Sally - health provider) 

Workload burden was identified by a number of providers as impeding the time they 

were able to spend communicating with other providers. They also perceived workload 

burden to be a key factor in why other providers may not have shared information 

with them.  

“It might be a time factor as well, you know, the amount of students that they 

have on their caseload, and you know, the amount of work and hours that 

they're doing, also I think there can be too many people who are working with 

the child, and when you've got five or six different people asking you for this, 

this and this, and that's just for one child alone, sometimes it can be the first 

thing that gets left off, because it's quite daunting and overwhelming [for the 

provider].” (Lydia - education provider) 

High staff turnover was identified as impeding communication and was perceived as 

particularly prevalent in the early childhood education sector. High staff turnover was 

identified as having led to inconsistencies in what information was passed on from 

providers exiting a role to new providers. 

“I think staff turnover, because when you go for meetings and there’s 

constantly new people, there is those gaps, because information has not been 

passed on and you feel you’re just repeating yourself and really there are no 

outcomes.” (Danielle - social service provider) 

7.3 Organisational (exo) Factors 

7.3.1 Governance – “There needs to be better connections” 

 Governance at the organisational level played a key role in the form of 

leadership related to interprofessional collaborative practice. Governance was 
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perceived to have influenced two key areas, that 1) lack of coordinated governance 

across the service landscape was a key influence on interactions at the meso level, and 

the 2) importance of governance to unlocking the strength of schools as settings for 

early intervention. These two factors are explored in further detail below. 

7.3.1.1 Lack of coordinated governance across the service landscape 

 Lack of coordinated governance across the service landscape was identified as 

having a key influence on interactions between providers at the meso level. Improved 

coordination between providers and services was described as “critical” but difficult to 

achieve. The lack of a common link between services and someone who was 

responsible for bringing providers together to work in a more streamlined way was 

perceived as a key impediment to improved coordination. Belinda (health provider) 

identified that lack of coordination led to an individual case-by-case approach to care 

that could make it difficult for providers to keep re-establishing links with other 

providers. 

“My experience to date, would be that it becomes about an individual case, and 

then each time, you’re looking at who do we get from education for example, to 

discuss this particular patient.  Who do we get from whatever other sector?  

Rather than, we know we’ve got this situation, we need to call in this person 

from this sector, this person, this sector.  There’s no automated process, if you 

like. It becomes very individualised.  And then each time you have another 

patient, you’re starting from scratch again.” (Belinda - health provider) 

Some providers also perceived that disconnect between the health and education 

sectors in particular contributed to the complex service landscape. This disconnect was 

identified as having impeded providers from both these sectors to work effectively 

together. 

“Overall, I think there needs to be better connections between health and 

education…I think that there’s a big disconnect there between health and 

education and always has been.” (Brenda - education provider) 

For example, Sally (health provider) identified that the lack of connection between 

herself and schools impeded effective communication. The disconnect with education 
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providers meant that she often relied on second hand accounts from carers about 

what their opinions were on a child’s progress. 

“We also don’t coordinate well with, say, the schools, it would be really nice 

when I do see a patient and I’m diagnosing them with say a learning delay or 

something like that to know what the school thinks, and it’s always just hearsay 

from the parents – ‘oh, the teacher said this two years ago, and then I thought 

I’d leave it and take them to a speech pathologist’, and you just don’t know 

what’s happened in that time.” (Sally - health provider) 

Role of governance in training providers to collaborate 

 In the context of what was perceived as the impact of lack of coordinated 

governance, a number of providers identified a need for governance to play an 

increased role in training providers on how to collaborate. Some providers perceived 

that lack of training impeded the ability of providers to work effectively together. 

Belinda (health provider) identified that due to her professional focus on in-patient 

clinical care; her understanding of what other services offer was “very poor”. 

 “And I know certainly for myself…because I’m in inpatient clinical care area, my 

understanding then of what can be offered from other sectors and how they 

can get it is very poor.  So it can be hard to even find who knows what they have 

to even think about offering. I’m sure very often, there’s fabulous resources or 

services available that we don’t even know to look for or to recommend.” 

(Belinda - health provider) 

Training was identified as important for organisations to implement. Some providers 

perceived that cross-sector training had enabled providers to work together effectively.  

“So I guess a lot of our time is training my staff on how to be collaborative with 

the school because you don’t want to go in and tell the school how to do their 

job because they're the educators and they're spending most of the time with 

the kids.” (Shelley - health provider) 

Madeline (health provider) identified that her organisation had provided training to 

schoolteachers on how to best support children as part of its school readiness program. 
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Feedback from the teachers was that they passed the information onto other teachers 

within the school. 

“If the teachers have the time to come to the training it was great, we didn’t 

just say Kindergarten, [year] one and [year] two could come - it was anyone in 

the school, and when we interviewed the teachers at the end they were saying 

they were passing on information to other teachers as well.” (Madeline - health 

provider) 

Lack of an organisation wide culture informed on how to work effectively with other 

providers was perceived to be influenced by high staff turnover and inadequate 

systems for sharing information.  

In the face of fluid funding and service landscapes, ensuring the sustainability 

of programs producing positive outcomes once a service withdrew from a setting was 

important for providers. A perceived solution to ensuring sustainability was for 

organisations to build the capacity of providers in those settings (e.g. playgroups, 

childcare centres, schools ect.) through training, so those providers were able to 

continue to carryon programs.  

“The teachers don’t get that training, so we gave the teachers the training, we 

gave them the handouts for the handwriting group, we wrote the manual, we 

left it, you know, we bought everything they needed for that.  I mean, they 

would have to replenish it, but we bought it all so this is a whole package, this is 

what you need to do, and we trained the staff on how to do that.” (Madeline - 

health provider) 

Upskilling Aboriginal providers through training was identified as particularly important. 

For Mary (education provider), working with Aboriginal early childhood education 

providers to be able to identify issues and accessing support options without having to 

worry about eligibility criteria was an important step towards reaching more Aboriginal 

children and their families. 

“It’s about having expertise present. It’s about having good expertise in those 

early childhood services and then it just kind of can happen very gently and it 

doesn’t have to be compartmentalised into a problem diagnosed ticker box here, 
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like if we could really just get our act together and get early educators and early 

intervention people a bit more skilled, that’s really what it’s about.” (Mary - 

education provider) 

7.3.1.2 Unlocking the strength of schools as settings for early intervention 

Providers identified that in comparison to other areas, schools in Western 

Sydney were particularly open to working with other providers and services, 

highlighting the potential strength of schools as settings for early intervention. 

Governance was perceived to play a central role in unlocking the strength of schools as 

service settings in the form of the importance of buy-in from schools. 

 Working with schools as service settings for early intervention was a key area of 

interest for providers. Particular strengths of this approach included the richer 

information generated through conducting assessments within schools, and that for 

many children schools are a stable part of life. Some providers identified that providing 

services and support through schools as service settings enabled service provision in 

the context of the involvement of multiple services as schools were a stable venue. 

Some counter-strengths of schools as service settings for early intervention were also 

identified. These included variable experiences of collaborating with schools, some 

were described as “fantastic” others as “abominable”, and in cases of children who 

changed schools. Madeline (health provider) identified that in the school readiness 

program she was involved with, one of the difficulties was ensuring continuity of care 

for children who moved from school to school. 

“That’s one thing we found, that just because a child started in a school didn’t 

mean that they stayed there; they might move from school to school, and we 

tried as best we could to follow them so there were some children who, when 

they moved from one school to another, the early educator for the first week 

was in the classroom every day to help support them because they knew her 

and they felt comfortable with her, so if we could, when the child transitioned to 

another school we went with them as well too.” (Madeline - health provider) 

In comparison to other areas of Sydney, providers identified that a key strength of 

Western Sydney was that the majority of schools were welcoming and accommodating 
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of children with disabilities and collaborating with external providers. Other areas of 

Sydney were perceived as not as accommodating of children with different needs. 

Colleen (education provider) perceived that schools in Western Sydney were different 

as they were more used to seeing children with a range of different issues. As such, she 

found that their level of acceptance was greater than other areas. 

“I find in the West, the schools very welcoming actually because, they’re very 

used to having children from all sorts of type of backgrounds and all sorts of 

issues…if you say, ‘Look I’m a special educator that’s worked with [child] in this 

setting, can I help to orientate him to this setting?’, they’re usually like, ‘Yeah, 

come on in’…you know, they would not blink.  They’re very good at inclusion.” 

(Colleen - education provider) 

 Governance was perceived to play a central role to working with schools as 

service settings in the form of the importance of buy-in from schools. A key element, 

which impeded collaboration with some schools, was identified as school principals 

that were unwilling to collaborate. Some providers identified that the decentralised 

structure of the Department of Education meant that principals were able to make 

decisions in the day to day running of schools. Due to this, it was observed that if a 

principal was unwilling to allow external providers to collaborate with their school 

those providers were unable to work in that setting. Some schools were identified as 

more receptive to collaborating with external providers than others. Some providers 

identified that implementing collaborative programs within school settings was 

impeded if the principal was not willing to collaborate. 

“…how well informed [principals] are and how they can see a program being of 

benefit to the students and if they’re prepared to put themselves out or the staff 

to put themselves out.” (Tracy - social service provider) 

Conversely, buy-in from education providers, including principals, was identified as a 

key enabler to collaborating with schools as service settings for early intervention. Buy-

in of education providers in relation to support for collaborative programs run within 

schools was identified as important for the effectiveness of programs. 
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“What works well with the schools…if they've got an issue with children and 

they want us, we'll ask them to do an assessment within the school but actually 

get buy-in from the school counsellor to go in and do the assessment…and we 

then talk to the teacher or the school with the parents' permission just to find 

out what's happening in the school and what they find has been helpful or 

hasn't been helpful.” (Shelley - health provider) 

Supporting buy-in were principals who were willing for their staff to work outside their 

traditional roles, and schools with good communication systems from the macro to 

meso levels. It was identified that good communication systems ensured that the 

whole school was aware of programs taking place and that there was support from the 

principal. 

“If the communication within the school wasn’t strong then it was difficult.  If 

there was good communication through the principal down to everybody else, 

they knew when we were coming and what was going on.” (Madeline - health 

provider) 

It was also identified as important for providers to go into schools as equal partners 

with education providers within those settings. This was in contrast to telling 

education providers what to do.  

7.3.2 Formalisation – “The better you communicate…the better the outcomes” 

 Interprofessional communication was considered by the majority of providers 

to play a key role in interprofessional collaborative practice. The formalisation of 

processes at the organisational level was identified as essential to effective 

interprofessional communication. Case conferences, in particular, were perceived as 

an effective model of formalised communication through which providers and carers 

managed the task complexity of collaboration across sectors in providing care for 

Aboriginal children with a disability. 

7.3.2.1 Interprofessional communication 

In general, providers perceived a lack of effective communication and 

information sharing between providers, and across sectors. Only one provider 
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specifically identified that they had no issues in relation to sharing information. This 

might have been influenced by the provider being part of a multidisciplinary 

assessment team in comparison to other providers working in more isolated contexts. 

Lack of formalised communication and information sharing processes made it difficult 

for many providers to effectively support children and their families, and was 

identified as a potential cause behind why some children fall through the assessment 

and treatment gap. It was identified as having impeded the ability of providers making 

referrals to relevant services and their ability to follow-up. Danielle (social service 

provider) perceived that this was particularly relevant for children with mild disabilities 

who may not have received a diagnosis due to their condition being not as easy to 

diagnose unlike more severe conditions. Lack of early intervention in these cases was 

perceived as potentially leading to adverse outcomes later in childhood and across the 

lifespan.  

“Because sometimes we felt that a lot of kids, particularly like I said with mild 

intellectual disability, would fall through the cracks, because their GP would fail 

to make the referral or advise to make a referral to [government department], 

and they would end up going to normal schools, and then you’d see the child 

struggling and it would be too late.  So it would’ve helped if that referral would 

come earlier…and then there’s no follow-up, and then after years there’s so 

much damage that it’s hard to repair.” (Danielle - social service provider) 

A lack of sharing information on available services and how to connect with other 

providers and best utilise each other’s support was identified as leading to the 

unnecessary duplication of services. It was also perceived by some providers as having 

made it difficult for providers whose professional networks were outside of the 

Western Sydney area to support families. 

“What wasn’t done well there was, there wasn’t somebody overseeing the 

whole thing…when I’d chat with a family that I felt like they’ve come to the 

point where they’re really seeing that there’s certain things happening, there 

wasn’t anyone to come in and go…this is what’s available in your area.  I didn’t 

know so I couldn’t go I know a great [paediatrician] let’s just go and just rule 

some things out…I didn’t have resources.” (Colleen - education provider) 
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Providers identified that, when done effectively, communication between providers 

could improve outcomes for children and their families. Sharing information across 

sectors was perceived to have facilitated disparate pieces of information to mutually 

inform each other, leading to the ability to effectively shape service provision to meet 

the individual needs of families. 

“The better you communicate at all levels and all providers whether it be 

education or health, you know, I think again, the better the outcomes.” (Martin 

- health provider) 

Many providers identified implementing streamlined processes to share 

information as important in laying the foundation for interprofessional communication. 

Potential streamlined processes that were identified included putting a standard 

process in place across all sectors to identify conditions and needs and how to connect 

with relevant services, as well as a common system for sharing general information 

from areas such as housing, child services, health and education. 

“I think firstly…there has to be some process for identification, particularly when 

they’re accessing, maybe health or whatever, education, just so that, the person 

supporting them has got a better understanding of how they need to be 

supported.  So there has to be some system.” (Danielle - social service provider) 

Establishing formal pathways for collaboration was also identified as key to ensuring 

that policy is carried out in practice. It was identified that although providers and their 

services may have good intentions to collaborate, formal pathways needed to be 

developed to carry them out. 

“I think we have to be actively looking for areas to collaborate. And know what 

to do when we find them. I think sometimes there’s all of these helpful desires 

but we haven’t figured out the practice element. And so we have to figure out 

the path that enhances that practice.” (Beverley - health provider) 

A key element of this was perceived to be establishing processes for building 

partnerships. These processes would ask questions around expectations for a 

partnership, conflicts of interest, and legal requirements. 
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Impeding elements 

Providers identified three elements related to formalisation at the 

organisational level that impeded effective interprofessional communication. These 

were a disconnect between processes and perspectives related to disability across 

disciplines and sectors, disjointed methods for communication, and the lack of 

effective systems for sharing reports and information. 

 A disconnect between processes and perspectives related to disability across 

disciplines and sectors was perceived as an impediment to effective communication. 

Providers identified instances where there was disconnect between what the 

Department of Education perceived were the educational needs of children, and the 

assessment by health providers. Some providers observed that reports from health 

providers containing recommendations for a child’s education needs could lead to 

disappointment for families when they provided it to a school and found out that their 

child was in fact not eligible for specific funding and support. 

“I think often that puts the family on a path of, you know, they’re quite 

disappointed when they do head on down to the local school and start talking 

about the level of need their child has, and then find out that there’s not going 

to be much in the way of additional support, because that child is not eligible 

for funding support.  Whereas on the recommendations from the paediatrician 

or the psychologist, it will often say that this child needs substantial assistance 

in a classroom…And the lack of understanding, I think, as well, between health 

and education, about what sort of funding is available and what sort of 

diagnosis we need to be able to apply for additional funding for particular 

children…there’s always been that disconnect.” (Brenda - education provider) 

Disconnect between processes and perspectives was also evident in the way different 

providers wrote up profiles on the same individual. Danielle (social service provider) 

identified that often when she gathered reports from different providers on a client 

they read as though they were reporting on different individuals which made it difficult 

to interpret information. 
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“There should be one system that can be used, and which we can share the 

same information or access the same information.  Because we all do client 

profiles, but we all do it differently.  So somehow, I don’t know, when we put 

those profiles together, they look like different people it’s not even the same 

person.  So there needs to be something more standard.” (Danielle - social 

service provider) 

 Providers identified that the system for methods of communication between 

providers was sometimes disjointed. There was a perceived lack of formally 

established communication channels between the health and education sectors. This 

led to health providers sometimes hearing unclear second hand accounts from carers 

as to what teachers had noticed about their child. 

“A lot of the time it was just the teacher at the end of the day saying to the 

parent I just noticed that, your son is doing this, maybe see the doctor. And then 

it gets to me and I don’t actually understand what they’re concerned about.” 

(Sally - health provider) 

Comparisons were made by some providers between efficient internal hospital 

referrals, and “messier” referrals to external services. It was perceived to suggest that 

the more internally streamlined a referral system was, the easier it was for providers 

to communicate. Referral systems that relied on cross-sector referrals could make it 

more difficult for providers to communicate. As a provider in the community, Martin 

(health provider) described frustration with the established method of communication 

to refer patients to a tertiary hospital. Referrals were done through fax without any 

direct voice contact with hospital providers. As the referring provider, Martin (health 

provider) did not receive any direct communication. 

“So to get them into the [clinic], the way that works is that we fax off a referral 

letter. So we don’t have any voice contact with them at all.  You fax off a letter.  

It goes into the ether and you hope for the best and sometime in the next 

12 months that patient is then contacted directly by [hospital].” (Martin - health 

provider) 
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Other disjointed methods of communication included primarily corresponding through 

letters which providers may not receive in a timely manner, and playing “phone tag”. 

“The only way we communicate is with letters between each other that may or 

may not get where they need to be getting in a timely manner, and it’s really 

hard to sort of pick up a phone and talk to someone when the patient’s in front 

of you.  It’s a bit more – sort of so I’ll call you back and you play phone tags for 

a couple of days until you eventually actually talk to them and can’t remember 

why you wanted to talk to them in the first place, and it’s very  disjointed.” 

(Sally - health provider) 

Shelley (health provider) identified that the disjointed referral system between 

assessment and intervention services could lead to relevant information getting lost in 

translation. 

“The other issue is, of course, that because we don't give the interventions from 

here you spend a lot of time developing a fantastic rapport with the family, it's 

a lot of trust and rapport with the family.  But then you have to hand them over 

to someone else to do the intervention. And I find that's really not a good 

system actually because, I think a lot of it is lost in translation.” (Shelley - health 

provider) 

 Providers identified three issues related to systems of sharing reports and 

information that impeded effective communication. Confidentiality was an issue for 

many providers. It was perceived by some providers that only necessary information 

should be shared and that processes around confidentiality should be respected. 

Brenda (education provider) described receiving confidential reports about families 

from health providers because they knew she would pick the case up and contact the 

family. She felt that she was the inappropriate contact in these cases and that they 

should have been sent to the local school counsellor first. 

“[Confidentiality] doesn’t seem to be a huge issue with some agencies, I 

suppose…often, you know, a psychologist or a paediatrician will send me 

through a report and I know nothing about the family, and that’s not 

appropriate.  But they know that if they’re sending it to me then I’ll pick it up 
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and contact the family…those sorts of things should really go to the school 

counsellor at the local school, rather than me.  I’m not a psychologist.” (Brenda 

- education provider) 

Issues around confidentiality were also identified as playing a role in providers, either 

not being willing or constrained by rules, sharing information. Some providers 

described the willingness of other providers to share reports and information as 

variable. While they experienced that some providers were happy to share information 

related to their involvement with a child, others were not willing. 

“It's one of those things, speechies [speech and language pathologists] and 

other [occupational therapists] can say, ‘send me an email’, and they quite 

quickly do saying this is what we're working on and these are the goals that we 

have in the sessions that we're doing, but I think sometimes there also is a little 

bit of holding back on the strategies or the resources that they use…Sometimes 

I'll have to speak to the parents and they're like, ‘Oh, we're doing this strategy’, 

or, ‘Our speechies have given us this resource to use’, and unfortunately I have 

to rely on the parents to hand that to me so I can use it with their child as well 

across the settings.” (Lydia - education provider) 

The lack of a system for providers to easily access information across different sectors 

also impeded communication. It was perceived to impede the ability of providers to 

improve their knowledge of, and ability to access, relevant information outside of their 

own sector. 

“I think some part of the information should be easily accessible, and something 

like, a person is on the housing register we don’t know that you know, so how 

am I supposed to follow-up with Housing, when I don’t have that information? 

So certain, basic information like schooling, housing, health, whatever medical 

appointments et cetera should be shared; that information should be 

transparent.” (Danielle - social service provider) 

Providers identified that in the past the requirement for providers to obtain the 

permission of the family to share reports with other providers also impeded 

communication. Miscommunication was caused in one instance by health providers 
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thinking that their reports were being shared with education providers, whereas the 

reports were being held by the Department of Education due to a lack of permission to 

share. 

“I know in the past that places like [Department of Health assessment team] 

would speak to families about getting permission to hand reports over to a 

particular person with Department of Education, and that was one of our senior 

District Guidance Officers. But they were being held [at the Department of 

Education] and they weren’t filtering through…so the understanding from the 

health professional is, all of those assessments are coming through, but they 

weren’t actually filtering through.” (Brenda - education provider) 

The need for consent was perceived to have made some communication between 

providers dependent on the willingness of carers to provide consent, which could be 

difficult. Dana (education provider) described an instance where she was attempting to 

arrange support services for a child in foster care and faced a complex system for 

sharing information between herself and other providers exacerbated by difficulties 

obtaining consent from the foster carer. It took months to obtain consent to share 

information which delayed early intervention for the child who ended up diagnosed 

with autism. 

“They had some Aboriginal children at the centre and they had concerns with 

these children with their differing abilities and the high level of support that 

these children required with behaviour, but their behaviour was a consequence 

of other conditions as well.  And one of these children was living in a foster care 

arrangement, and the foster carer was from a linguistically diverse background, 

not Aboriginal. And the service found it extremely difficult to work 

collaboratively with this foster parent. They didn’t find her very cooperative, 

even to sign a permission for me to go and support them with this child and 

access support and all that, it took a long time to try to access this person’s 

cooperation to start doing something about it.” (Dana - education provider) 

Other providers identified difficulty obtaining consent to share information from carers 

due to their lack of understanding as to the importance of consent. 
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Enabling elements  

Providers identified two factors related to formalisation that enabled effective 

communication. These were the implementation of legislation to navigate issues 

around consent to share information, and formal and informal networking groups. The 

introduction of the Chapter 16A legislation, a law that allows government and non-

government organisations to share information if it relates to a child’s health, welfare 

or wellbeing without contacting Community Services or gaining consent from a legal 

guardian, was identified as enabling some providers to share certain information more 

easily within and across sectors.  

“As soon as they bought in the 16A legislation where we could exchange 

information if it’s for a child’s health and safety. That was the first step to 

freeing up that information exchange…There would be certain things [child 

services] can’t tell us of course if it’s going to court for instance, and they can’t 

share that specifics of the court matter before it’s actually been to court. So 

they’ll have some legal constraints about what they can share but the other like 

general information they’ll share with us.” (Tracy - social service provider) 

Formal and informal networking groups were also identified as a key factor enabling 

effective communication. Networking groups took the form of both internal groups 

within organisations, such as internal hospital networking meetings, as well as external 

cross sector groups with representatives from government social service and disability 

agencies, multi-cultural community groups, and health services. These groups were 

identified as important in creating a space within which providers were able to discuss 

issues they were facing and how they could more effectively use each other’s supports. 

“There’s a lot of networking groups you know, and I think those - that’s a good 

way to really share information, and discuss what barriers each provider is 

facing or each sector is facing.” (Danielle - social service provider) 

Colleen (education provider) described the benefits of a regional early childhood 

intervention networking group she had been involved with in another area of Sydney. 

She identified that having a similar group for the Western Sydney area would be a 
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good way to raise awareness of the different services involved in early intervention, 

map out any overlaps, and plan who is responsible for what. 

“We regionally have these [early childhood intervention meetings], that’s sort 

of what’s needed there, like we have a sort of regional gathering of all agencies 

concerned with early intervention, and if we had one in that area, if they sat us 

down in one of these halls to look at, like these are our local speechies, you 

know, who are the wandering salesmen that are servicing this area…’Right, 

have you got transition to school covered?’, ‘Great, well I won’t do it, you do it’.” 

(Colleen - education provider) 

7.3.2.2 Case conferences as an effective model of formalised communication 

 Many providers perceived case conferences as an effective model of formalised 

communication. Through case conferences providers and carers were perceived to 

manage the task complexity of collaboration between providers across sectors in 

providing care for Aboriginal children with a disability. One of the key reported 

benefits of the model was that it addressed miscommunication between providers and 

the lack of coordination that could result from miscommunication. The model was 

identified as allowing providers time to meet face-to-face and trouble shoot issues 

immediately.  

“Well, it allows for all providers to sit down on the table together, and discuss 

the issues that they see arising in the immediate situation.  It often means that, 

you know, we hear each other’s thoughts out loud rather than just, hearing 

them on paper or seeing them on paper.” (Simon - health provider) 

As the family was also involved in case conferences, the model was perceived to 

enable them to help correct or clarify issues so that all the providers were on the same 

page in terms of supporting the child and family. This was identified in comparison 

with other methods of communication, such as letters or individual telephone 

conversations, which could produce miscommunication. 

“The idea of that is to bring all of the different parties that might be involved in 

that child’s care, into the room at one time.  Just so that everyone’s hearing the 

same message and you know, linking up so that what one specialist is saying 
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doesn’t conflict with what someone else is saying and so forth…It also heavily 

stops parents from getting mixed or conflicting messages from different parties, 

because you’ve got them all sitting in the one room at the one time.” (Belinda - 

health provider) 

Some providers perceived that having the family involved also enabled them to see 

collaboration between providers and that things were happening even if it took a while. 

The model was also perceived to empower families to ask questions of providers and 

receive answers in a timely manner. 

“Even if there wasn’t a huge amount of progress, at least the family could see 

that people were actually trying to work towards that.” (Madeline - health 

provider) 

The model was also identified as helping to avoid role duplication as all providers 

involved were made aware of who is responsible for what. 

 “I think the key strength is that each discipline is able to hear what the other is 

thinking and being able to say, ‘Mmm, that’s then going to conflict with what I 

was planning for the child’, or, ‘Yes, let’s both do that together’, or whatever it 

might be. So there’s a lot of collaboration, so that you’re not doubling up or 

wasting time and you know, redoing things in different ways.” (Belinda - health 

provider) 

An important element to successful case conferences were all relevant providers 

involved having the same objectives and putting in place a single action plan for how 

to achieve them. 

“One family we had [social services department] there, we had our service 

there…the child and family centre were there, the [Aboriginal health service] 

were there, and there was a couple of other people – there were, like, seven 

different services…even if they couldn’t come, people would ring up and say, 

‘This is my report’, which was great because then everyone knew what people 

were doing and we had an action plan and said, ‘Okay, you’re going to’, and 

‘you had to report on your action when you got back’.  Even the families would 

too.” (Madeline - health provider) 



 181 

Some providers reported that although the model was useful in enabling effective 

communication, a key difficulty was scheduling a suitable time for all providers to 

attend. 

7.4 Systemic (macro) Factors 

7.4.1 Policy and funding factors – “It needs to come from above” 

 The processes of interprofessional collaborative practice at the meso and exo 

levels were managed within the systemic factors of policy and funding at the macro 

level. Policy and funding factors at the macro level were identified as key influences of 

collaboration. The influence of these two factors is explored in further detail below. 

7.4.1.1 Policy directives 

Providers across all sectors identified two specific policy directives that 

influenced working together with other providers. These were directives to target 

Aboriginal children with a disability, and the National Disability Insurance Scheme. 

Policy directives to target Aboriginal children with a disability were perceived to have 

led to increased competition between services for Aboriginal clients. Some providers 

perceived the increased competition as driven by self-interest instead of a desire to 

help the community. For Colleen (education provider), this was evident in the case of a 

child who had what she termed a “soft” disability. She perceived that other services 

were not interested in supporting the child as they were focused on severe and easily 

diagnosed disabilities for which it was easier to access funding. 

“Because [child] is, you know, really falls in, you know, in attention and 

behaviour, ah, and a little bit of the learning delay, he hasn’t attracted, you 

know, 300, sort of, support services.” (Colleen - education provider) 

A positive outcome of these types of funding directives was that it was identified as 

enabling some providers and their services to actively engage with families, which they 

would not have normally attempted due to lack of funding and difficulties attempting 

to access the community. This was perceived to have subsequently increased their 

level of working with other providers in the area. 
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“It also enabled us to work in an area that we probably would not have gone 

into if we hadn’t have been forced to do it because as I said, the funding wasn’t 

there for us to do it and it was just very difficult.” (Chamaine - education 

provider) 

Lack of additional funding and support attached to these policy directives was a key 

issue for some providers. This was perceived as particularly significant for NGOs who 

had to find other avenues of funding, such as benefactors, to carry out the directive. 

Some providers also expressed frustration at the lack of support around how to best 

access the community. 

 “Also given how angered I was by the policy that was simply slapped onto us in 

a very tokenistic way by government with no support, not just monetary 

support, no guidance in terms of accessing what are very difficult communities 

of people to crack.” (Mary - education provider) 

Providers also perceived that the rollout of the National Disability Insurance 

Scheme might impact their ability to work together with other providers. The loss of 

contacts within the system due to service changes was identified as a key issue. 

“You know, with the [National Disability Insurance Scheme] coming in, instead 

of handing over to one organisation or whatever, you don't know who you're 

going be handing over to or the NGOs that are out there.  We'll have to wait 

and see but I think the [National Disability Insurance Scheme] will bring its own 

challenges.” (Shelley - health provider) 

Providers also identified that the competitive funding structure of the National 

Disability Insurance Scheme could potentially negatively impact services working 

together. Increased competition was perceived by some providers as potentially 

leading some services to become less open to working with one another. It was 

suggested that some larger services may also “muscle out” smaller services in order to 

increase their funds despite the fact that they may not have the same level of 

expertise in particular areas. 

“That could be a bigger concern with [National Disability Insurance Scheme] 

coming in – now we get block funding and it’s three months before and so you 
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know you’ve got the money to provide the service, but if in the future the user 

pays, it is going to swap it around a bit.  I don’t know…whether organisations 

are going to be as open with each other.” (Madeline - education provider) 

Tracy (social service provider) identified that for providers employed by the 

government, there was a wariness of moving into the NGO sector in light of the 

government withdrawing from service provision. She observed that some government 

providers preferred working within the public sector. This was perceived as potentially 

leading to the loss of these providers and their valuable experience from service 

provision altogether. 

“Most of us have had sort of enough experience with some of the non-govs to 

not want to work for them. There’s so much political stuff that goes on in non-

government agencies, that our staff who value having that reassurance that 

they’re working for a public institution they don’t want to go out into that 

sector and try and work as well as try and manage the political side of things.” 

(Tracy - social service provider)  

7.4.1.2 Funding 

 Providers identified that variable and inconsistent funding impeded the ability 

of providers to work together. Government funding perceived as not well planned was 

perceived as having impeded the ability of services to plan for the future. Funding 

structures aimed at increasing competition for the same pool of funding was also 

identified as impeding providers working together due to competition motivated by 

self-interest. It was perceived to impact working together at the meso level by 

providing an incentive for services not to refer to other services to protect caseload 

targets. 

 “Collaboration’s dead in the water…Collaboration doesn’t exist now because of 

that absolute viscous seeking of dollars and so many services irresponsibly 

applying for a grant, getting the bucks because they’re a big organisation with 

a big capital base and then trying to work out how to do it.” (Mary - education 

provider) 
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Charmaine (education provider) identified that rather than the government solely 

providing a pool of funding and expecting services to work together at the meso level, 

a policy directive to force services to work together should be built into funding 

requirements so that the impetus for working together comes from the macro level. 

“Services are not going to collaborate where there is money involved, where 

there is funding for providing a service… It needs to come from above.” 

(Charmaine - education provider) 

Providers also identified that funding requirements needed to be flexible in 

recognising that working with Aboriginal providers and services within the community 

takes time. This was perceived as particularly relevant for services that were new to an 

area. 

“We’ve had programs over here where you get funding and by the way, you’ve 

got to start next week, and that does not work in those communities, especially 

if you’re new.  Like, if you’re known in that community and you get extra 

funding people are really like, ‘Yay, great, come on,  let’s see what we can do’, 

but if you’re new you can’t just run in and go, ‘By the way, we’re starting next 

week’.” (Madeline - health provider) 

 Some providers felt that government at the macro level needed to play a more 

central role in enabling providers to work effectively together. It was suggested that 

for working relationships between non-Aboriginal and Aboriginal providers it would be 

helpful for the government to provide non-Aboriginal providers with information on 

lessons learned in how to work most effectively. This was perceived to help non-

Aboriginal providers save time by being able to avoid going down the wrong track. 

 “The government has so much data and they’ve learnt so many hard 

lessons…why can they not draw on the lessons learned, and then impart that 

information to us, you know, what we know doesn’t work is A, B and C, so don’t 

waste your time and our money doing that.” (Mary - education provider) 

Providers also identified that the government should be actively assisting providers at 

the level of service provision to work together. It was not enough for some providers 

for the need for providers and services to work together in service provision to 
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Aboriginal children with a disability to only be in policy. One suggestion to implement 

this was for a requirement for services to demonstrate how they had worked with 

other services as a pre-requisite for funding. It was also identified that government 

should also integrate strategies to promote providers working together into funding 

requirements.  

“It should be almost before we give you this bucket of money, you have to 

connect with every agency…like so that’s every early intervention service in your 

area, we don’t hand over any money to anyone until you’ve all gotten to the 

room, we want three meetings, not just one token go and have a sandwich and 

a cup of tea where you’re all talking and you work out who overlaps.” (Colleen - 

education provider) 

This was perceived as potentially helping to address the issues of role duplication and 

lack of coordination identified at the meso and exo levels of interprofessional 

collaborative practice. 

7.5 Summary of key findings 

Interactional factors 

Sharing goals and visions - “All providers come in with different agendas” 

 Differing agendas between providers was perceived to lead to conflicting 
approaches to assessment and management and a waste of resources. 

 Providers working in formal and informal linking roles helped other 
providers navigate the complex service landscape and facilitated the 
sharing of goals and visions. 

Sense of belonging - “A good relationship makes things easier” 

 Previous relationships from involvement in past programs, relationships 
with key Aboriginal contacts as cultural mentors, and working indirectly 
through existing services enabled providers to work effectively with 
Aboriginal providers and services. 

 Working in silos and coming in as an expert impeded collaboration. 
Perseverance, flexibility, being proactive, and building relationships were 
enabling elements. 
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 High workload and staff turnover across the early intervention service 
system impeded the ability of providers to collaborate. 

Organisational factors 

Governance - “There needs to be better connections” 

 The lack of a common link between services and someone who was 
responsible for bringing providers together impeded coordination. 

 Governance needs to play an increased role in training providers on how 
to collaborate. 

 Schools were identified as particularly open to collaborating, highlighting 
the potential strength of schools as settings for early intervention. 

 Buy-in from principals was important for effectiveness. Supporting buy-in 
were principals willing for their staff to work outside their traditional 
roles, and schools with good communication systems at all levels. 

Formalisation - “The better you communicate…the better the outcomes” 

 Lack of effective formalised communication and information sharing 
processes led to unnecessary duplication of services.  

 Implementation of legislation to navigate issues around consent to share 
information (e.g. Chapter 16A), and informal and formal networking 
groups enabled effective communication.  

 Case conferences were a key effective model of formalised 
communication. 

Systemic factors 

Policy and funding factors - “It needs to come from above” 

 The rollout of the National Disability Insurance Scheme was perceived by 
some providers as potentially negatively impacting their ability to work 
together. Loss of contacts due to service changes, and the competitive 
funding structure, were potential issues. 

 Variable and inconsistent funding impeded the ability of providers to 
work together. 

 Funding requirements needed to be flexible in recognising that working 
with Aboriginal providers and services within the community takes times. 
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Chapter Eight: Discussion 

8.1 Introduction 

The findings of this project reveal the importance of taking an ecological 

approach in addressing factors that enable and inhibit service delivery to Aboriginal 

children with a disability. Factors at the macro, exo, and meso levels interact to 

influence provider perceptions, understandings, and experiences in relation to direct 

service provision to families, and working together across the health, education, and 

social service sectors. The Candidacy theoretical framework addressed a variety of 

access and utilisation factors and identified targets for intervention within healthcare 

services. The Collaborative Practice to Enhance Patient Care Outcomes theoretical 

framework explored the determinants and processes of interprofessional collaborative 

practice and identified areas for intervention across the health sector as explored in 

Chapter Four. This chapter discusses how the qualitative study has contributed to the 

theoretical application of both frameworks beyond their original focus on healthcare 

services to consider the interplay of factors related to the involvement of providers 

from the health, education, and social service sectors in service provision to Aboriginal 

children with a disability and their families. The project findings will then be discussed 

in relation to the relevant literature structured by considerations at macro, exo and 

meso levels. 

8.2 Theoretical application of the Candidacy framework 

In the qualitative study, exploring providers’ perceptions, understandings, and 

experiences of providing direct services to families assisted in ascertaining the stages 

and ways that providers perceive Aboriginal families are most vulnerable in accessing 

services for their children [1]. Findings have highlighted potential areas where future 

interventions and research might be targeted to improve both families’ access and 

providers’ service provision. Dixon-Woods et al. [1] assert that the stage of Offers and 

resistance is a particularly important stage in their framework for which there has 

been a lack of research, and recommend further research to explore how offers and 



 189 

resistance to services are experienced for different vulnerable populations [1]. The 

perception that many Aboriginal families did not want the help offered by non-

Aboriginal providers was reported as being prominent for providers when interacting 

with families, supporting the importance of the stage of Offers and resistance in the 

Candidacy framework. Providers linked this perception to a lack of interest in obtaining 

a diagnosis and engaging in early prevention as part of rejecting the Western bio-

medical approach to service provision with a narrow focus on the need to obtain a 

diagnosis to gain access to services and support. It was also linked to the ongoing 

legacy of the Stolen Generation influencing a negative association between non-

Aboriginal providers intervening in telling carers what is needed for their child and the 

destructive child removal policies. The influence of past negative experiences 

interacting with mainstream systems on the rejection of offers of services by 

vulnerable populations has been reported elsewhere. Past negative experiences with 

the enforcement of involuntary mental health care for people with intellectual 

disabilities has been found to impede uptake of mainstream psychological treatment 

[2]. Homeless people with mental health issues have also identified experiences of 

discrimination in past interactions with health systems influencing an unwillingness to 

access GPs for primary mental health care [3]. The findings from this study contribute 

to this under-researched but important area. Consideration of the influence of past 

negative experiences with mainstream systems and policies on resistance to offers of 

services is particularly important in improving non-Aboriginal providers’ understanding 

of ways to work effectively with Aboriginal families. 

Mackenzie et al. [4] argue that operating conditions at the macro level 

represent the “least clearly articulated component”(p. 819) in the original framework 

and that, for expanding the framework’s application to services in sectors other than 

health, the influence of this aspect of the framework on candidacy at the micro level is 

particularly important to recognise [4]. In the context of Aboriginal childhood disability 

and the involvement of providers from the health, education, and social service sectors, 

the findings of this study demonstrate that operating conditions at the macro level 

may relate to the impact of the socio-political context of colonisation and the Stolen 

Generation, and that funding and policy directives are important to consider. Although 
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the findings cannot be assumed to be generalisable to other Aboriginal and Torres 

Strait Islander peoples, future research in this area, or other areas of service access for 

Aboriginal and Torres Strait Islander peoples, should recognise the important role of 

operating conditions.  

In their refinement of the model, Mackenzie et al. [4] also present the concept 

of multiple candidacies whereby different identities of an individual may intersect to 

create multiple vulnerabilities in negotiating the stages of candidacy [4]. The influence 

of financial factors at the stage of Navigation of services in the findings may indicate 

this concept of multiple candidacies in relation to the intersection of being Aboriginal 

carers of a child with a disability and socio-economic disadvantage. Intersectionality 

refers to categories of identity which mutually construct each other to inform 

experiences of discrimination and oppression [5-7]. Carers have identified the concept 

of intersectionality in relation to their experiences of interactions with providers in 

seeking care for their children. Carers’ interactions with some non-ACCHO providers 

were characterised by disempowerment caused by perceiving they were looked down 

on and judged, both because they were Aboriginal, and a carer of a child with a 

disability [Green et al. manuscript under review]. Although application of the theory of 

intersectionality in health is relatively new and continually emerging [8, 9], it has been 

employed in areas such as HIV/AIDS [10-12], disability [11, 13], reproductive health 

and infant mortality [14]. The increasing relevance of intersectionality in addressing 

health disparities is reflected in the emergence of the concept of syndemics. Singer et 

al. [15] define the criteria of a syndemic as when: 

1) two (or more) diseases or health conditions cluster within a specific population; 2) contextual 

and social factors create the conditions in which two (or more) diseases or health conditions 

cluster; and 3) the clustering of diseases results in adverse disease interaction, either biological 

or social or behavioural, increasing the burden of affected populations [15](p. 942). 

Both intersectionality theory and the concept of syndemics advance the argument of 

the need to broaden the focus in health to looking at how different identities or 

diseases/health conditions intersect within the wider socio-political-economic context 

to create health disparities. Often public health research focuses on one identity at a 

time when exploring health disparities [8]. Acknowledging multiple intersecting 

identities enables appreciation of the multidimensional complexity of health disparities 
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[5, 8, 9]. Hankivsky and Christoffersen [5] argue that intersectionality “has the 

potential to create more accurate and inclusive knowledge of human lives and health 

needs which can inform the development of systematically responsive and socially just 

health systems and policy” [5](pp. 279-280). The potential for application of 

intersectionality in addressing health disparities, particularly in relation to service 

access for vulnerable populations, is an important area for future research. 

8.3 Theoretical application of the Collaborative Practice to Enhance 

Patient Care Outcomes framework 

Exploring providers’ perceptions, understandings, and experiences of working 

together across the health, education, and social service sectors expands the original 

focus of the Collaborative Practice to Enhance Patient Care Outcomes framework 

beyond the health sector [16]. The cross-sector collaboration required to address the 

disparity in experiences of disability for Aboriginal children necessitates expansion of 

the model. Davison, Ndumbe-Eyoh and Clement [17] argue that addressing health 

inequities, in general, often requires multi-sectoral approaches. In their review of 

knowledge to action models for promoting health equity, the authors conclude that 

despite the recognised importance of multi-sectoral approaches, only one model was 

found to have fully integrated the component [17]. In the context of cross-sector 

interprofessional collaborative practice in Aboriginal childhood disability, the 

qualitative study findings highlight the particular importance of considering cultural 

mentorship and working with Aboriginal providers and services in the interactional 

dimension of Sense of belonging. At the organisational level, the qualitative study 

findings highlight the important role of the dimension of Governance in facilitating 

cross-sector interprofessional collaborative practice, particularly in delivering services 

within settings external to health, such as schools.  

In their presentation of the original framework, D’amour and Oandasan [16] 

assert that there has been a lack of research on the role of the client or family in 

interprofessional collaboration, despite their centrality and importance to the process. 

The authors call for research in the area of interprofessionality to pay specific 

attention to this important but under researched area [16]. The qualitative study 
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findings progress understanding of this area in demonstrating the active role carers 

play in managing the task complexity of collaboration through their involvement in 

case conferences, an effective model of formalised communication. The findings 

suggest that supporting this model of care is important in further supporting the role 

of carers in the model of interprofessional collaborative practice. 

The qualitative study findings are explored through an adaptation of the 

Collaborative Practice to Enhance Patient Care Outcomes framework as they were 

related to interprofessional collaborative practice. In D’amour and Oandasan’s [16] 

original model, the framework is part of the larger Interprofessional Education for 

Collaborative Patient-centred Practice framework. The larger framework links the 

fields of interprofessional education and interprofessional practice.  The authors 

conceptualise interprofessionality in this overarching framework as “an education and 

practice orientation, an approach to care and education where educators and 

practitioners collaborate synergistically” [16](p. 10). The WHO has also recognised this 

important link in the Framework for Action on Interprofessional Education and 

Collaborative Practice [18]. They assert that interprofessional education and 

interprofessional practice is an important and innovative global health workforce 

strategy, and that “interprofessional education is a necessary step in preparing a 

‘collaborative practice-ready’ health workforce that is better prepared to respond to 

local health needs” [18](p. 7). Although the findings are focused on the Collaborative 

Practice to Enhance Patient Care Outcomes side of the Interprofessional Education for 

Collaborative Patient-centred Practice framework, future research directed at 

exploring the Interprofessional Education to Enhance Learner Outcomes side, and the 

links between the two in the area of Aboriginal and Torres Strait Islander childhood 

disability, would provide a deeper understanding.  

The qualitative study findings demonstrate that while collaboration across the 

health, education, and social service sectors is required for Aboriginal childhood 

disability, it is a complex concept. The complexity of collaboration as a concept has 

been identified elsewhere suggesting universal experience [19, 20]. The 

interdependent factors influencing interprofessional collaborative practice at the 

macro, exo, and meso levels of the adapted Collaborative Practice to Enhance Patient 
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Care Outcomes framework highlight the complexity of the concept of collaboration 

and the necessity of taking an ecological approach. The need to approach collaboration 

from an ecological perspective to ensure effective outcomes, rather than focus on 

discrete areas, is widely recognised [21-23]. In their review of interprofessional 

collaborative practice in primary care teams, Morgan, Pullon and McKinlay [24] found 

that a multi-level approach considering both macro (top down) and micro (bottom up) 

factors is important in ensuring successful interprofessional collaborative practice [24]. 

The 2015 WHO report on the global strategy on people-centred and integrated health 

services reports that the three challenges to successful integration are system, 

organisational, and person related, further supporting the need to take an ecological 

approach [25]. The findings from this qualitative study and the wider literature suggest 

that collaboration cannot just be considered as a component of policy alone in 

achieving change in health inequities; rather, there needs to be macro level changes 

with thorough consideration of interprofessional collaborative processes at the exo 

and meso levels to ensure that interventions to enhance collaboration are successful 

and sustainable [20, 26]. 

8.4 Discussion of findings at the macro, exo and meso levels 

 Consideration of the interdependence of factors related to service delivery at 

the macro, exo, and meso levels is essential to implications for policy, practice, 

education, and research. The project findings highlight the influence of a multitude of 

factors at these levels on non-ACCHO provider perceptions, understandings, and 

experiences of service provision to Aboriginal children with a disability and their 

families. This section discusses the project findings in relation to the relevant literature 

at the macro (system), exo (organisational), and meso (provider) levels.  

8.4.1 Macro (system) level 

8.4.1.1 Socio-political context and the role of cultural competence 

The providers in the qualitative study emphasised the significant influence that 

the socio-political context of colonisation has on service access and provision in 

Western Sydney. This has been similarly identified for other Aboriginal and Torres 
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Strait Islander peoples, and indigenous populations globally [27, 28]. The findings 

demonstrate the importance of culturally safe services, with culturally competent 

providers, to addressing issues of trust and power between families and providers. 

Herring et al. [29] argue that methods to enhance cultural competence need to take 

place within a framework that exposes the ongoing impact of colonisation for 

Aboriginal and Torres Strait Islander peoples through using trauma and racism as 

lenses [29]. While applying trauma and racism as lenses is essential, the concern that 

cultural competence training instilled in some non-Aboriginal providers about the 

things they should and should not do, suggests this is an important area of focus. 

‘White guilt’ experienced by non-Aboriginal providers is argued to lead to inaction and 

perpetuation of Aboriginal and Torres Strait Islander peoples as ‘the other’ [29, 30]. 

Training programs to enhance cultural competence should include specific tools to 

manage providers’ guilt and related concerns [30]. 

 In the current study, providers valued the practical experience of working with 

Aboriginal families and providers as a method of enhancing cultural competence. This 

was reflected in the importance placed on relationships with cultural mentors. This 

study therefore demonstrates the need for ongoing cultural mentorship, particularly 

around understanding the impact of colonisation and the Stolen Generation on service 

access for families. Creating a dedicated space for mentorship within the day-to-day 

realities of service provision is important. Power et al. [31] argue that regular yarning 

circles within organisations are an effective way to establish ongoing cultural 

mentorship for staff [31]. Aboriginal and Torres Strait Islander guest speakers facilitate 

the yarning circles with the aim of promoting discussion and reflection on specific 

issues, and to “afford non-Indigenous staff members the opportunity to ask what might 

sometimes be difficult questions” [31](p. 441). 

8.4.1.2 Increasing the number of Aboriginal and Torres Strait Islander 

providers in mainstream services 

 The findings of the qualitative study highlight the need for renewed focus on 

increasing the number of Aboriginal and Torres Strait Islander providers in mainstream 

services. The First Peoples Disability Network (Australia) [32] has also called for the 
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recruitment of more Aboriginal and Torres Strait Islander peoples [32]. Davidson et al. 

[33] argue that the lack of Aboriginal and Torres Strait Islander providers is due to an 

“imbalance of resources and opportunities and a lack of recognition of Indigenous 

culture, history and values in universities and health services” [33](p. 73). Specific 

strategies to increase and retain Aboriginal and Torres Strait Islander providers are 

required. Providers in this study identified the importance of culturally competent 

non-Aboriginal managers in building culturally safe work environments. An example 

strategy for targeted recruitment interventions is presented by Gilroy et al. [27] in 

recruiting Aboriginal and Torres Strait Islander peoples to the disability service sector 

[27]. Gilroy et al. [27] suggest three key components: “(1) promotion strategy to help 

establish the disability services sector as an employer of choice; (2) localised 

recruitment strategy; and (3) retention strategy for Indigenous workers” [27](p. 7). The 

study findings support the importance of this strategy, but highlight the need for 

services to address potential negative perceptions from other providers around 

recruitment targets for Aboriginal and Torres Strait Islander peoples. This is particularly 

important to ensuring that Aboriginal and Torres Strait Islander providers feel 

supported in mainstream services. 

8.4.1.3 Funding cycles 

 Providers’ emphasised the uncertainty which short and inflexible funding cycles 

bring to service provision. Short and inflexible funding cycles have also been reported 

elsewhere as serving as barriers to the inclusion of children with a disability in 

mainstream early childhood settings [34]. Carers of Aboriginal children with a disability 

in Western Sydney have identified that the model of care provided by local ACCHOs 

enables access to support and services [35]. The findings of the current qualitative 

study also demonstrate the important role ACCHOs play in the wider service system. 

Despite this, Baeza and Lewis [36] argue that funding of ACCHOs is so often 

fragmented and unpredictable that “many of them are, in effect, funded to fail” [36](p. 

723). This study supports the need for careful consideration of how funding directives 

are shaped and implemented across the service system in the area of Aboriginal 

childhood disability. 
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8.4.1.4 National Disability Insurance Scheme 

 Although not a direct focus of the qualitative study, providers identified the 

rollout of the National Disability Insurance Scheme as an important factor influencing 

service access and provision. Concerns were raised around the uncertainty of the 

impact the initiative will have on families’ access to services and collaboration between 

providers. The introduction of the National Disability Insurance Scheme in Australia has 

presented a unique opportunity to address issues related to accessing services and 

support for Aboriginal and Torres Strait Islander children with a disability and their 

families. The National Disability Insurance Scheme is currently being trialled in a 

number of locations, with full rollout expected in 2019 [37]. It is recognised that 

specific strategies for Aboriginal and Torres Strait Islander peoples with a disability are 

required in implementing the National Disability Insurance Scheme [32, 38]. The 

current study highlights some key considerations for the specific implementation of 

the initiative for Aboriginal children with a disability and their families, as follows. 

 Providers expressed concern related to children without a diagnosis, or with 

less severe disabilities, and their eligibility for services and support. Concern that a 

National Disability Insurance Scheme funding model focused on eligibility through 

diagnosis could potentially lead to further inequity in service access, particularly for 

children without a diagnosis, has been raised elsewhere [39]. The National Disability 

Insurance Scheme focus on targeted disability service delivery is also argued to be 

potentially at odds with the early childhood intervention movement in Australia 

towards supporting children with disabilities in everyday settings [39]. Forster [40] 

argues that there is concern around the National Disability Insurance Scheme funding 

model potentially separating children with a disability from universal early childhood 

services, where early childhood development, rather than disability, is the focus [40]. 

Findings related to the permeability of services and children without a diagnosis, 

demonstrate that policy in this area should not just focus on disability specific services 

and obtaining a diagnosis. The current study supports the recommendations presented 

by Johnston, Luscombe and Fordham [37] in regards to facilitators to the effective 

implementation of the National Disability Insurance Scheme for families with a child 

with a disability, namely: 
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1) flexibility in the model at a systemic level, 2) parents’/carers’ capacity for decision-making, 3) 

parents’/carers’ access to information in forms which are meaningful to them, and 4) the 

capacity building of professionals  [37](p. 132). 

8.4.1.5 Collaboration across sectors 

Globally, the need for collaboration across sectors and the role that policy has 

to play is recognised by the WHO in asserting that policy to support collaboration 

should include “a commitment to communication, streamlined regulation and 

processes, and flexibility to adapt to different settings” [25](p. 30). The findings of the 

qualitative study highlight the need for policy to support cross-sector collaboration 

between mainstream services from the health, education, and social service sectors, as 

well as with ACCHOs, in service delivery for Aboriginal children with a disability. The 

National Disability Insurance Agency, responsible for implementation of the National 

Disability Insurance Scheme, recognises the importance of creating and maintaining 

links with mainstream services external to disability specific services, and state that 

they have implemented protocols for working with mainstream services in each trial 

site, one of which is Western Sydney [38].  

8.4.1.6 Role of government 

 Providers expressed the need for government to play a central role in 

facilitating provider collaborative working in the area of Aboriginal childhood disability. 

It was suggested that for relationships between non-Aboriginal providers and 

Aboriginal services and providers, the government should provide information on how 

to work most effectively. This is despite existing literature on this topic [41-43]. It may 

be that accessing literature on the importance of implementation strategies is not 

enough, and that a government representative is required at a practical level to guide 

providers on how best to engage and collaborate. Providers also suggested that 

requirements to demonstrate collaboration should be a pre-requisite to obtaining 

funding. Limited and fragmented funding has been identified as a barrier to effective 

partnerships between Aboriginal and mainstream services in other areas of Aboriginal 

and Torres Strait Islander health [21, 33]. Long-term and consistent funding is 

particularly important to the development of trusting collaborative relationships [44]. 
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 Globally, the important role of government in regards to reconfiguring funding 

structures to facilitate collaboration across sectors is recognised. The WHO strategy to 

achieve health in all policies through collaboration is impeded by vertical funding silos 

[23]. McQueen et al. [23] propose that joint funding across sectors is a key way to 

address gaps in collaboration and prevent the duplication of services - for example, 

through creating specific budgets for providing school based health promotion [23]. 

8.4.2 Exo (organisational) level 

8.4.2.1 The role of organisations in enhancing cultural competence 

 The findings of the qualitative study show that organisations have a key role to 

play in ensuring the translation of cultural competence from policy to practice. For 

many providers, cultural competence training arranged by their organisations was the 

main professional avenue guiding their interactions with families. Previous research 

highlights the importance of embedding cultural competence principles throughout all 

levels of an organisation to ensure translation of policy to practice [45, 46]. The 

cultural security model developed by Coffin [47] provides a useful framework for how 

organisations can ensure cultural competence is actively embedded at all levels [47].  

Cultural security “directly links understandings and actions…policy and procedures 

create standard processes that are automatically applied from the time when 

Aboriginal people first seek healthcare” [47](p. 23). Brokerage (equal bi-directional 

communication between Indigenous and non-Indigenous perspectives), and protocols 

(creation of processes in consultation with key stakeholders), are the mechanisms 

used to achieve cultural security [47]. Cultural security emphasises the need to create 

a system which is consistently culturally appropriate and does not rely on individual 

provider attitudes [48, 49]. The current study suggests that effective interactions 

between families and providers may often rely on the individual characteristics of 

providers. Ensuring culturally competent care necessitates going beyond the individual 

level between providers and families, to organisations putting in place processes and 

procedures to embed cultural competence at all levels. The cultural security model 

demonstrates a practical framework for organisations to conceptualise and implement 

the translation of cultural competence from policy to practice. 
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8.4.2.2 Cultural competence interventions 

 Organisations may face difficulty in determining the most effective cultural 

competence interventions to implement. This is due to a lack of research evaluating 

cultural competence interventions and predominance of self-assessment [46, 50]. 

Creating a stronger evidence base requires the development of measurements that do 

not only rely on self-assessment [45]. This may assist in the development of stronger 

assessment tools for organisations to actively implement cultural competence 

principles at all levels, not relying on the individual characteristics of their providers. 

Despite insufficient evidence to determine the most effective interventions, a 

literature review found that there was some evidence for the effectiveness of 

continuous quality improvement models with indicators developed together with 

Aboriginal and Torres Strait Islander peoples, and culturally tailored evidence-based 

interventions incorporating mechanisms for sustainability and evaluation [46]. 

Bainbridge et al. [46] argue that: 

strategies should be developed in consultation with Indigenous Australian health services and 

communities, tailored to the needs and preferences of specific communities, and embedded 

within organisational culture, governance, policies and programs of health services [46](p. 19). 

The current study findings highlight the need to extend this to include mainstream 

organisations across the education and social service sectors to ensure culturally 

competent service delivery for Aboriginal children with a disability and their families. 

8.4.2.3 Need for coordinated governance 

 Providers valued the role of coordinated governance, in the form of leadership, 

in supporting effective interprofessional collaborative practice. This was considered 

particularly important for addressing issues related to the complex and fragmented 

cross-sector service landscape on working with providers from different sectors. 

Governance is key to ensuring that the success of interprofessional collaborative 

practice does not solely rely on relationships between individual providers, which is 

not sustainable [51]. Globally, the WHO recognises governance as essential to 

addressing service fragmentation and achieving people-centred and integrated health 

services [52]. The qualitative study findings demonstrate the essential role that 
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governance plays in facilitating sustainable and effective interprofessional 

collaborative practice across the health, education, and social service sectors. 

Requirements for effective collaborative governance include the need to address 

power imbalances, incentives to participate, establish trust, protocols and MoUs [23]. 

 The study findings highlight the need for governance to play a role in training 

providers to collaborate across sectors. Cross-sector training implemented by 

organisations enabled providers to work together effectively. The important role of 

governance in implementing cross-sector training is recognised both nationally and 

internationally [51, 53]. A study on inclusion of children with a disability into 

mainstream early childhood services in NSW, Australia, found that joint training of 

providers was required to address the divide between mainstream and specialist 

services [34]. Studies report a number of positive outcomes from cross-sector training. 

One study evaluating an early childhood development training intervention for 

Aboriginal Health Workers working in remote communities, found that Aboriginal 

Health Workers valued joint training with staff from other primary healthcare 

disciplines in early childhood development, and that it helped to overcome 

professional boundaries [54]. Another study of interprofessional collaboration in child 

mental healthcare conducted in Norway with teachers, special educators, 

psychologists, social workers, primary nurses, child welfare workers, and medical 

doctors, also found that interprofessional training enhanced teamwork through shared 

learning [55]. 

8.4.2.4 Schools as service settings 

 Buy-in to collaborative programs from schools is key to unlocking the potential 

this setting offers for early intervention, particularly as a route for access to services 

for families who might not otherwise have sought them. An Australian study found 

that delivering interventions in natural settings that children engage with, such schools, 

and collaborating with providers in these settings, is an important component of 

interventions for children with a disability [56]. Governance, in the form of leadership 

from school principals within this context, plays an important role in mediating the 
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process of public policy to create creative spaces for shifting policy and practice to 

address new ways of approaching health issues across sectors [23]. 

8.4.2.5 Formalising communication processes 

 The findings from the qualitative study reveal that formalisation of processes at 

the exo (organisational) level is essential to effective interprofessional communication 

across sectors. Disjointed systems of communication represent a key barrier for 

providers working in the area of Aboriginal childhood disability. Globally, the 

importance of formalising communication processes to effectively coordinate care for 

children with a disability is also recognised [57]. In the United States, a report by the 

Robert Wood Johnson Foundation [53] found that that “enabling team members with 

shared language and tools to promote effective communication helps overcome the 

barriers associated with the different communication styles and expectations that can 

impede collaboration” [53](p. 5). Nationally, DiGiacomo et al. [58] argue that 

addressing limitations in IT systems at the organisation and policy levels is essential to 

improving healthcare for Aboriginal people [58]. The National Early Childhood 

Development Researchable Data Set is a data linkage initiative by the Australian 

Institute of Health and Welfare in the process of development, which underscores 

recognition of the importance of integrating systems of information from different 

sectors to facilitate cross-sector communication processes. The Australian Institute of 

Health and Welfare assert that: 

one of the challenges in developing a national system is to broaden the scope of data that are 

included to multiple domains, such as health, education and community services…while 

significant progress is being made in the health domain, relatively less work has been 

undertaken in education and social policy [59](p. 3). 

This study supports the importance of this initiative, and advocates for further work in 

the areas of education and social services.  

8.4.2.6 Networking groups 

 Providers valued formal and informal networking groups as enablers to 

effective interprofessional communication. Networking groups helped to create a 

space within which providers could discuss how best to use each other’s supports. The 
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value of networking groups to interprofessional collaboration has been recognised 

elsewhere. An Australian study of primary healthcare for Aboriginal and Torres Strait 

Islander peoples with a chronic disease similarly found that networking between 

providers was beneficial in extending access to a broader range of relevant services 

[21]. An evaluation of Mental Health Professionals Network workshops in Australia, 

aimed at improving collaboration, found that they had a high success rate [60]. The 

workshops were attended by GPs, psychiatrists, paediatricians, psychologists, social 

workers, occupational therapists, and mental health nurses, and were supported “by 

education and training materials; fostering ongoing, self-sustained interdisciplinary 

clinical networks; and hosting a website, web portal…and a toll-free telephone 

information line” [60](p. 29). The study found that 81% of the participants went on to 

join other networks of relevant providers in their local areas [60]. Regular networking 

between stakeholders and creating cross-sector committees to guide collaboration is 

reported to be an important part of cross-sector collaboration [23]. 

8.4.2.7 Case conference model 

 The findings of this qualitative study suggest that case conferences facilitate 

communication between providers, and are a way for carers to be active participants 

in collaboration. An Australian study of links between GPs and other primary 

healthcare providers found a need for formal structures to encourage collaboration 

and information sharing [61]. A Cochrane review of the impact of interventions for 

interprofessional collaboration in healthcare found that “multidisciplinary meetings 

with an external facilitator, who used strategies to encourage collaborative working, 

was associated with increased audit activity and reported improvements to care” 

[62](p. 2). 

8.4.3 Meso (provider) level 

8.4.3.1 Increasing community awareness 

 The ability of families to identify that a child might have a condition requiring 

assessment and management was perceived by some providers to be influenced by 

advice provided by their extended community and elders. Aboriginal carers also 
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identified the key role that the community plays in recognising the need to access 

support and services [35]. Community influence has likewise been identified in help-

seeking by culturally and linguistically diverse (CALD) carers, where extended family 

and community members sometimes present a barrier by denying presence of a 

disability [63]. Another Australian study of CALD carers’ perceptions of preventive 

healthcare for their children found that social influence plays a key role in 

identification of developmental problems and the need to access services [64]. People 

from socio-economically disadvantaged backgrounds are reported as less likely to 

present to services due to the normalisation of poor health within their communities 

and a fear of being blamed by healthcare professionals [65]. The First Peoples 

Disability Network (Australia) [32] reports that some Aboriginal and Torres Strait 

Islander people are reluctant to identify as having a disability and that this reluctance 

“presents a fundamental barrier for the successful implementation of the [National 

Disability Insurance Scheme]” [32](para. 5). Both carers and providers have identified 

the need for increased signage within communities via community education, 

information and awareness to enable identification [35]. For providers, it was deemed 

important that disseminated information be written in easy to understand language 

for families to enable them to navigate the system. Further research could be done in 

the area of health literacy for carers and the wider community to potentially assist 

them in navigating the system and synthesise information. 

8.4.3.2 Financial considerations 

 The influence of financial factors was a key finding related to the ability of 

families to mobilise the competencies and resources required to navigate a complex 

service landscape. Financial concerns were also prominent for Aboriginal carers, 

particularly associated with the economic costs of caregiving. Financial strain was 

reportedly exacerbated for lone carers [DiGiacomo et al. manuscript under review]. 

Costs associated with caregiving, including the cost of private providers, food, 

transport, childcare, and parking, impede the ability of some carers to navigate 

services. An Australian study of CALD carers similarly found that carers who were 

unable to afford private providers faced long waitlists and short GP consultation times 

in accessing publically funded services [63].  
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8.4.3.3 Complexity of pathways to services 

 The complex service landscape was perceived to impede the ability of families 

to successfully navigate services. In particular, providers identified confusion caused by 

the multiple early intervention services encountered by families. Fragmented service 

landscapes, and the confusion caused by lack of coordination between services, has 

been identified elsewhere as an issue for carers [66]. A study of CALD carers in NSW, 

Australia, similarly found that a fragmented service system, characterised by complex 

pathways to services and support, was overwhelming for families trying to navigate 

the system, suggesting that this is also an issue for other vulnerable populations [63]. 

There is a need for better coordination of services and referral pathways [63]. An 

Australian policy brief by the Centre for Community Child Health [51] argues the need 

for greater service integration for children and their families [51]. Direct outcomes of 

this are suggested to include improved awareness and accessibility of services for 

families, earlier identification of developmental issues and referrals to relevant 

providers, reduced social isolation, and increased integrated service delivery [51].  

8.4.3.4 Implementing case management through a key worker model 

 The findings of the qualitative study reveal that case management is key to 

enhancing the permeability of services for families. Providers valued case management 

in assisting families to gather information to successfully navigate services, as well as in 

coordinating care with other providers. Similarly, an Australian study of parental 

perceptions of service provision for children with developmental disabilities, found 

that information burden in the form of difficulties obtaining relevant information on 

services and support, and changes in information needs over time, were key issues, 

suggesting the need for better care coordination to reduce the burden on carers [67]. 

The WHO also recognises case management as a key element to achieving people-

centred and integrated health services for complex health problems through service 

coordination [25]. Drennan, Wagner and Rosenbaum [68] argue that traditional case 

management matches a patient’s needs with available services and support but does 

not always involve “individualising approaches for different families based on their 

specific needs, or taking steps towards empowering parents” [68](para. 7). 
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The key worker model supports case management and coordination by 

allocating a person as a single point of contact for the family, removing barriers to 

access [68-70]. Sloper [66] asserts that a particularly important part of the role is “the 

key worker’s knowledge of and ability to access information and services from a range 

of agencies” [66](p. 91). Without a key worker, vulnerable families (e.g. those with the 

most complex cases and severe lack of resources) have been found to have 

significantly more unmet needs than families with a key worker [66]. A literature 

review on interventions provided in mainstream settings, for children with disabilities 

aged 0 to 8 years and their families, found that the key worker model improved quality 

of life for families and enabled the coordination and successful navigation of the 

services maze [56]. Strengthening supports for these children through the key worker 

model required support from organisations in relation to funding the positions and 

ensuring continuity [56]. Despite reported benefits of the key worker model, there are 

a number of reported challenges.  Challenges include a lack of high quality evidence of 

effectiveness [68], the impact of large caseloads, especially in providing care across a 

client’s life span [71], and no dedicated training curriculum [72]. 

 The key worker model has been employed in a number of programs related to 

Aboriginal and Torres Strait Islander childhood disability. The Child Hearing Health 

Coordinators in the Northern Territory project is focused on Aboriginal and Torres 

Strait Islander children at risk of hearing loss and OM [73]. Coordinators manage 

treatment for individual children by linking primary healthcare and specialist providers, 

and facilitating communication across health, education, and community-based 

services [73]. Johnston and Pilkington [71] describe the development of a remote 

paediatric disability program in the Northern Territory for Aboriginal and Torres Strait 

Islander children based on a key worker model [71]. Key workers in the program are 

physiotherapists or occupational therapists and referred to as Key Contacts, acting as 

the point of contact for their community [71]. Reported benefits of the model is the 

development of trusting relationships with families and local communities, and the 

help provided to families to navigate care across sectors [71]. Evaluation of the 

program found that contact with specialists helped build the knowledge capacity of 

the Key Contacts, and that therefore specialists need to have good interpersonal and 
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communication skills. Keys to success included building relationships with families over 

time and conducive personal characteristics of people in the role; the authors 

concluded that “the ability of a Key Contact to develop successful partnerships depends 

largely on their attitudes and values, rather than specific technical skills” [71](p. 4). This 

is similar to the findings of this study related to providers’ identification of the 

important personal characteristics of case managers. Key workers span various 

disciplines and systems, and the role can also be undertaken in some instances by lay 

people with relevant life experience [72, 74]. This also suggests that personal 

characteristics, rather than specific disciplines, are a more important consideration in 

the recruitment of key workers.  

8.4.3.5 Supporting carers 

Highlighting strengths and support networks, linking carers with other carers, 

and providing information and education, were considered by providers as key to 

supporting carers. The important role providers play in making information about 

supportive resources available to carers has been identified elsewhere [57]. The need 

to build the capacity of providers to support carers (especially linking carers) in this 

way, is an important area for further research [57]. The first strategic direction 

outlined in the WHO global strategy on people-centred and integrated health services 

is the need to empower and engage people [52]. According to the report “empowering 

and engaging people is about providing the opportunity, skills and resources that 

people need to be articulate and empowered users of health services” [52](p. 21). In 

Australia, the First Peoples Disability Network (Australia) [32] advocate the need for 

increased education and awareness about rights and entitlements under the National 

Disability Insurance Scheme and how to navigate the new system through face-to-face 

consultation [32]. Sukkar, Dunst and Kirkby [75] highlight that while carers of a child 

with a disability are encouraged to take a more active role in their child’s care, this 

needs to be supported by providers collaborating with families so that carers “feel 

respected, listened to and treated as equal partners” [75](p. 4). Consideration of this 

issue is particularly important for Aboriginal childhood disability due to additional 

challenges faced by families related to acceptability issues when presenting at services. 

Provider obligations in relation to mandatory reporting, and the effect this had on 
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building trust with some families, was a key issue for some providers. Mandatory 

reporting plays a necessary role in child protection. However, consideration of how to 

support providers and families in rebuilding trust, in the case of a report being made, 

may be important in offering support to carers. 

8.4.3.6 Clarifying roles and responsibilities 

 Providers, as well as families, may find it difficult to navigate systems and 

services. In the current qualitative study, the complex cross-sector service landscape of 

working in the area of Aboriginal childhood disability was found to influence the ability 

of providers to share common goals and vision. The involvement of multiple providers 

working in the area was associated with a lack of coordination and differing agendas, 

causing confusion and frustration. It also led to role duplication and lack of clarity over 

provider responsibilities. Lack of common goals and vision between different providers, 

and the frustration this can cause, as barriers to integrated service provision in early 

childhood have been reported elsewhere [51, 55]. A Norwegian study of provider 

perceptions of interprofessional collaboration in the area of child metal health, found 

that clarification of aims and objectives between providers is an important element of 

collaboration [55].  Clarification of roles and responsibilities in partnerships between 

providers from Aboriginal and mainstream services is reported as particularly 

important [30]. Being clear about roles and responsibilities, in relation to providing 

services to a patient as well as in the collaborative partnership, enables effective 

collaboration between Aboriginal and mainstream services [42]. A qualitative study of 

partnerships between Aboriginal Health Workers and occupational therapists in 

rural/remote communities in Queensland, Australia, also found that a lack of 

knowledge about role boundaries impeded interprofessional interactions, with the role 

of Aboriginal Health Workers particularly unclear for some occupational therapists [76]. 

The Phase one integrative literature review of cross-sector collaborations in Aboriginal 

and Torres Strait Islander childhood disability detailed in Chapter Three similarly found 

that the role of Aboriginal Health Workers is unclear to some mainstream providers 

leading to their underutilisation, despite the important role they play [77]. It is possible 

that boundary demarcations are needed for providers involved in the area of 

Aboriginal childhood disability. As introduced in Section 8.4.2.7, case conferences 
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show promise and should be funded and supported in this area as a potential way to 

bring awareness to the roles of different providers and ensuring providers share 

common goals in consultation with families. 

8.4.3.7 Working together with Aboriginal services and providers 

 Cultural mentorship, and non-Aboriginal and Aboriginal providers working 

together, were key factors influencing trusting relationships among providers. Effective 

collaboration has also been found to increase provider knowledge of current initiatives 

and collective approaches to care for Aboriginal and Torres Strait Islander peoples with 

a chronic disease [78]. Positive health outcomes for Aboriginal and Torres Strait 

Islander peoples, from non-Aboriginal providers and Aboriginal providers and services 

working together, have been reported elsewhere [79]. A review of Aboriginal and 

mainstream health service partnerships found that effective partnerships help to break 

down barriers associated with past negative experiences interacting with the 

mainstream health system for Aboriginal and Torres Strait Islander peoples [42]. 

Although providers identified a number of positive outcomes from effectively 

working together, they also identified that important outcomes from effective working 

relationships were difficult to measure. Similar to these findings, Tsou et al. [44] 

highlight the challenges around measuring outcomes of effective collaboration. The 

challenge with standardised assessment tools for partnerships between Aboriginal and 

mainstream services and providers is the important role that specific contexts play in 

effective partnerships [44]. According to Tsou et al. [44], “it is imperative that the 

entire evaluation process, starting from data collection, is not separated from the 

historical, social and political context in which the partnership operates” [44](p. 20). 

Partnership evaluation tools therefore “need to include culturally appropriate and 

community relevant outcomes” [44](p. 20). This may be a challenging concept to the 

types of outcomes usually measured and identified as important in policy and funding 

at the macro level, but the findings demonstrate that it is an important consideration. 

In light of the importance of context, Haynes et al. [30] argue that it is important to 

explore and understand the factors that influence the effectiveness of Aboriginal and 

mainstream service and provider partnerships within specific contexts [30]. Fuller et al. 
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[80] also assert that specific strategies to enhance partnerships between Aboriginal 

and mainstream health services and providers in local contexts may not be applicable 

to other contexts as “partnerships differ according to their location because of the 

unique and complex interactions between stakeholders and the particularities of local 

healthcare contexts” [80](p. 2).  

In the project context of Western Sydney, one of the key factors is the 

importance of relationships between non-Aboriginal and Aboriginal providers and 

services and the vital role of key Aboriginal contacts acting as cultural mentors. As 

introduced in Section 8.4.1.1, cultural mentorship was key to enhancing the cultural 

competence of non-Aboriginal providers. A study of Aboriginal provider perceptions of 

what would assist GPs to work more effectively with Aboriginal patients, found that 

cultural mentorship from local Aboriginal people was an important part of creating 

culturally safe service for patients and educating non-Aboriginal providers [81]. The 

local expertise of cultural mentors allowed them to provide “a specialised type of 

cultural education, increasing GP awareness of local history, patient contexts and 

community resources and networks” [81](p. 61). This is similar to the role cultural 

mentors played for non-Aboriginal providers in the study. Davidson et al. [33] also 

highlight the important role the cultural mentors play as cultural brokers, but highlight 

the need to be aware that the “burden of responsibility of cultural brokerage and 

advocacy can also take a toll on the individual” [33](p. 73). In light of the important 

role of cultural mentors it is essential that support for these people be provided from 

the macro and exo levels. 

8.4.3.8 Time 

Providers in the qualitative study identified the importance of long-term 

investment of the time and resources required to developing trusting relationships 

between non-Aboriginal and Aboriginal providers and services. The negative impact of 

short funding timelines on the development of trusting relationships, introduced in 

Section 8.4.1.3, has also been reported elsewhere [44, 82]. Taylor and Thompson [42] 

argue that: 
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mainstream services have been criticised for failing to recognise the time it takes to develop 

trust with Aboriginal partners…the pressure to develop and deliver within the boundaries of 

funding cycles can strain a partnership before it is suitably mature…given Australia's history 

with Aboriginal people, it is imperative that partnerships are not forced in this way [42](p. 304). 

The importance of time to building effective relationships is related to the need to 

address power differentials between non-Aboriginal and Aboriginal providers and 

services. Whiteside, Tsey and Cadet-James [83] assert that for transdisciplinary teams 

which include both Aboriginal and non-Aboriginal providers to be effective, issues 

related to cultural differences and power need to be specifically addressed [83]. Bailey 

and Hunt [79] also argue that “partnerships with Aboriginal organisations are far more 

likely to be successful if the principle of self-determination for Aboriginal people and 

their community organisations is honoured” [79](p. 49). A study of the acceptability of 

participatory social network analysis for problem-solving in Aboriginal and mainstream 

health service partnerships, found that the tool helped to map out which members of 

the network held power and provided a platform for Aboriginal providers to raise 

concerns about roles and responsibilities [80]. 

8.5 Project strengths and limitations 

A key strength of this project was that the aim, objectives, and research process 

were driven and guided by the community and thus, addressed community needs. This 

engagement of community ensured that it was conducted in a culturally appropriate 

manner. Another key strength was the application of an ecological approach to 

exploring service access for Aboriginal children with a disability and their families. This 

holistic approach reflects what was identified by Aboriginal carers in the LP120200484 

interviews as important. Exploring the understanding of providers from across the 

health, education, and social service sectors reflected the approach to service 

provision recommended in international and national policies. Framing the 

recruitment strategy in this way facilitated the understanding of how the policy 

recommendations of cross-sector service provision is carried out in practice, or not.   

The number of participants from each sector did vary, however the aim was to 

ascertain their common perceptions, understandings, and experiences of service 

provision to Aboriginal and Torres Strait Islander children with a disability, rather than 
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comparing sectors as subgroups like some stratified or quota sampling strategies that 

require pre-set sample sizes for each stratified group [84, 85]. Even numbers of 

participants in each sector were not pursued as the research purpose was to canvas 

perceptions, understandings, and experiences across the service provision landscape 

within the specific context of the qualitative study ensuring that there were providers 

represented from each group (e.g. focus on exploring how/if they work together rather 

than solely comparing sectors, due to the research purpose it was important for the 

sampling strategy to target participants from the different sectors) [86, 87].  

The sample could have been strengthened with a larger representation of 

participants from the social service sector, however recruitment was difficult due to a 

macro policy factor. At the time of recruitment, the NSW government Family and 

Community Services Department of Ageing, Disability and Home Care was in a 

transitional period of closure due to the role out of the National Disability Insurance 

Scheme. Caseworkers had either lost their positions or were in the process of finishing 

up. When arranging an interview, one participant was unsure whether their 

perspective would be useful given her position would no longer exist next year, and 

another was concerned with how much time would be involved as she was at the time 

managing the termination of staff. This context may have influenced the response rate 

of social service providers. The data from interviews with the social service providers 

was, however, in-depth and added valuable perspectives. 

The small qualitative study sample size and specificity to non-ACCHO providers 

in Western Sydney, means that the findings are not necessarily generalisable to 

providers working in the area of Aboriginal and Torres Strait Islander childhood 

disability nationally, or in the area indigenous childhood disability, internationally. Yet, 

as introduced in Chapter One Section 1.2, the decision to only interview non-ACCHO 

providers was guided by cultural mentors and members of the community in relation 

to what they perceived as important. The perspectives of participants’ also added 

depth and information-rich examples to address the research purpose as it related to 

the specific community. Clear and detailed description of the recruitment strategy and 

resultant sample has been provided in Chapter Five Sections 5.2.4 and 5.2.5 to allow 
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for other researchers to interpret how transferable the findings may be to other 

populations.   
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Chapter Nine: Conclusion and recommendations 

9.1 Conclusion 

Disparities in Aboriginal and Torres Strait Islander childhood disability, as 

compared with other Australian children, is an important area of focus and a 

compelling focus of action for the Aboriginal community in Western Sydney. 

Addressing adverse health, social and learning outcomes is an essential dimension in 

the national campaign to Close the Gap on the disadvantage experienced by Aboriginal 

and Torres Strait Islander peoples. Addressing this disparity requires recognising the 

influence of social determinants of health on disability, including the impact of 

historical trauma, racism and socio-economic disadvantage [1-3]. The cumulative 

impact of adverse circumstances and trauma across the lifespan cannot be denied. The 

lack of comprehensive, multifaceted and holistic focus signals the need for a shift in 

thinking, as the intersection between disability and these social determinants are 

commonly considered out of the realm of the traditional responsibilities of health, 

education, and social service sectors. This change in approach is required as the high 

rates of disability experienced by some Aboriginal and Torres Strait Islander children 

can have long term negative impacts on their health, social development, as well as 

broader societal implications on health, education, and employment outcomes [4-7]. 

To mitigate these potential effects, access to early intervention is crucial, but 

implementation is challenged by structural barriers as well as knowledge, attitudes and 

beliefs of providers. Meeting the needs of children and families drove the local 

Aboriginal community to approach University of Technology Sydney researchers to 

partner in systematically investigating and addressing the range of barriers to service 

access for effective early intervention. Carers interviewed in the LP120200484 project 

described their journeys of navigating pathways to access services and support as 

encountering significant difficulties navigating the complex service landscape, as well 

as incompatibility of inflexible bureaucratic rules and lived realities [8]. They also 

identified that their interactions with providers were characterised by their sense of a 

lack of empowerment and marginalisation in feeling looked down on and judged, both 

because they were Aboriginal, and a carer of a child with a disability [Green et al. 
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manuscript under review]. In this PhD project, improved service access for early 

intervention was linked to the need for increased cultural competence at all levels of 

the service system, and collaboration between the health, education, and social 

service sectors. The aim and objectives for this project developed in consultation with 

Aboriginal community member and co-leader of LP120200484, Patricia Delaney, who 

identified a need to focus on non-ACCHO providers and organisations to contribute to 

the larger picture of service provision. The findings of this thesis contribute to our 

understanding of the intersection of services across the health, education, and social 

service sectors. Although there is an increasing amount of data on Aboriginal and 

Torres Strait Islander childhood disability, solutions are less prevalent.  

This thesis has explored the extant literature and undertaken a contextually 

driven analysis of non-ACCHO providers’ perceptions, understandings, and experiences 

of service provision to Aboriginal children with a disability and their families in 

Western Sydney. It is important to acknowledge that the local Aboriginal community 

identified this issue and the project was undertaken with cultural mentorship, with the 

goal of providing specific recommendations for improving care. During the course of 

this project, several factors beyond the control of the researchers influenced the 

conduct of the LP120200484 project and implications for the future. Firstly, 

government de-funding of the partner ACCHO led to its closure halfway through the 

project. The closure was identified in media reports as leading to community and 

provider concern over the safety of transferring patients to non-ACCHO services in 

light of the lack of trust in mainstream services [9, 10]. Community protest to reinstate 

funding [11] in light of the essential role of the ACCHO in providing services to 

members of the local community was unsuccessful. Despite the closure and 

subsequent change of management of the organisation, LP120200484, and this project, 

proceeded in consultation with Aboriginal community members in Western Sydney 

who were part of the research team. Secondly, this project was conducted during the 

initial trial stages of the National Disability Insurance Scheme. The National Disability 

Insurance Scheme was rolled-out in Western Sydney in mid-2015 [12], around the 

same time as government de-funding of the partner ACCHO. Although not a specific 

focus, the provider interviews documented uncertainty and a number of concerns 
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around how the National Disability Insurance Scheme would shape service access for 

Aboriginal children with a disability, as well as service provision to this population. It 

allowed a preliminary snapshot of provider perspectives of the National Disability 

Insurance Scheme rollout and identified a number of important areas for consideration 

in relation to its application for Aboriginal children with a disability and their families. 

The qualitative study achieved the research objectives to 1) investigate the 

important components of collaboration, 2) better understand provider perceptions, 

understandings, and experiences of providing services, 3) document the barriers and 

facilitators to service provision, and 4) identify optimal approaches to developing 

interdisciplinary collaboration. The qualitative approach allowed the perceptions, 

understandings, and experiences of non-ACCHO providers of providing services to 

families and working with other providers in the context of Western Sydney. In 

particular, the qualitative design was aligned with the project aim, aligned with 

Aboriginal and Torres Strait Islander values, and engaging and respectful of Aboriginal 

families. The concept of candidacy enabled explanations of the joint negotiation 

between families and providers of the perceptions of eligibility of Aboriginal children 

with a disability and their families for services. Providers’ perceptions, understandings, 

and experiences of working together across the health, education, and social service 

sectors centred on their perceptions of factors that either impeded or enabled 

collaboration. The concept of interprofessionality described the processes and 

determinants of interprofessional collaborative practice in this context [13]. Exploring 

the perceptions, understandings, and experiences of providers delivering care to 

Aboriginal children with a disability and their families in Western Sydney revealed a 

wide range of barriers and facilitators to service provision as outlined below. 

 The findings of this thesis have identified a number of perceived optimal 

approaches to developing interdisciplinary collaboration to support the multi-

dimensional needs of Aboriginal families. Case management was identified to assist 

families to gather information to successfully access services, as well as providers to 

coordinate care with other providers. A case manager provides case management 

through systematically coordinating services for a patient in accordance with their 

identified needs [14]. Although case management was identified as important, it was 
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described as not currently implemented well.  Reasons for this were a lack of financial 

and human resources, and uncertainty over how best to implement the model and 

what it should look like. Informal and formal networking groups were key enablers of 

interprofessional collaboration as an effective approach to enable communication. 

Case conferences, multidisciplinary team meetings of at least three providers involved 

in a patient’s care [15], were identified as an effective model of formalised 

communication between providers from different sectors, especially when they 

include carers. The model addressed miscommunication between providers and the 

lack of coordination resulting from ambiguity and uncertainty, and provided a means 

for carers to be active participants in collaboration. 

The negative impact of health and socio-economic inequities over the life-

course on Aboriginal people is indisputable [1, 16-18]. Adding the challenges of caring 

for a child with a disability to this picture has compounding effects leading to increased 

marginalisation and disadvantage. The findings of this thesis underscore the 

complexity of the lives of Aboriginal children with a disability and their families and the 

challenges of interfacing with a diffuse and complex health system. Factors influencing 

the health of populations are often located outside the health system requiring the 

health sector to engage with other sectors of government and society to address the 

determinants of health and well-being.  Moreover, failing to acknowledge and deal 

with systemic and institutional racism is a challenge in improving access and refining 

health services design. 

9.2 Recommendations for policy and practice 

Key recommendations for policy and practice to promote service access as part 

of LP120200484 have been generated from this project. Although not a direct result 

from the PhD project, issues identified by carers at the micro level as part of 

LP120200484 included the challenges of navigating access to services and support [8]. 

Key barriers to successful navigation of services included: delays to assessment and 

treatment caused by long waitlists; lack of follow-up from providers leading to missed 

opportunities for timely access to support and services; lack of access to private 

transportation; and incompatibility between inflexible bureaucratic policy 
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requirements and the demands and challenges of caring for a child with a disability [8]. 

Recommendations identified by carers to address these barriers included: increased 

community education, information and awareness; a model of care that viewed the 

needs of the child and carer holistically, provided a one-stop-shop and implemented a 

centralised team-based approach; and, similar to providers, key workers to bridge the 

gap between carers and the various service systems involved [8]. 

The key recommendations for policy and practice from the PhD project are 

presented below according to the macro, exo, and meso levels in recognition of the 

importance of taking an ecological and cross-sector approach when addressing service 

access for Aboriginal children with a disability and their families (Figure 9.1). 

 

Figure 9.1 Key recommendations 

9.2.1 Macro (system) level 

Interventions at the macro level are summarised below: 

 Development of policy and funding directives should avoid being structured around 

ticking boxes and encourage meaningful engagement between non-Aboriginal 

providers and Aboriginal families and services using culturally appropriate models. 
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 Concrete requirements for collaboration at the exo and meso levels should be built 

into funding and policy requirements by government at the macro level. For 

example, a requirement that organisations demonstrate how they have worked 

together with other relevant organisations and providers, particularly Aboriginal 

controlled organisations and providers, as a pre-requisite to obtaining funding. 

 A need to increase the number of Aboriginal and Torres Strait Islander providers in 

the mainstream workforce. Increased and secure funding for positions, such as 

Aboriginal education officers for example, is imperative.  

 Early childhood intervention policy for Aboriginal and Torres Strait Islander children 

with a disability should focus on providing holistic support in the context of a 

general platform of early childhood services for all children and families. 

 Policy and funding directives need to recognise the importance of long-term 

investment in regards to the time required for non-Aboriginal providers to build 

trusting relationships with Aboriginal families and services. Longer funding cycles 

are required. 

 A different policy and funding lens is required to measure beneficial outcomes of 

non-Aboriginal and Aboriginal providers and services working together. 

9.2.2 Exo (organisational) level 

Interventions at the exo level are summarised below: 

 Case conferences should be further developed and implemented to support the 

role of families in service provision. This can be enabled through funding models. 

 Cross-sector networking groups are required to continue to build effective cross-

cultural and interprofessional collaborative practice and provide strategic direction. 

 Change eligibility criteria for access to support, or match eligibility information to 

provider recommendations, to implement continuity of care between health care 

jurisdictions and services. 

 Facilitate the development of pre-schools and schools as settings for early 

intervention. This requires close collaboration with school principals and strategies 

to achieve buy-in for collaborative programs.  
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9.2.3 Meso (provider) level 

Interventions at the meso level are summarised below: 

 Support ongoing cultural mentorship for non-Aboriginal providers. 

 Provide funding support to private providers interested in providing free clinics to 

families to cover additional costs to their private practices. 

 Implementing case management through a key worker model, as discussed in 

Chapter Eight Section 8.4.3.4, was the clear preference of both carers and providers 

to help both empower families to navigate the system, as well as facilitate cross-

sector collaboration between providers. Aboriginal Health Workers employed by 

Aboriginal Community Controlled Organisations are in a key position to step in to 

the key worker role for families. Being a key worker in this space requires specific 

skills, knowledge, and competencies which need to be developed through 

dedicated training and support by long-term sustainable funding. 

 Improved education for providers on how to work effectively with Aboriginal 

families to address provider withdrawal due to the perception that ‘they don’t want 

us’. 

 Develop the capacity of first-port-of-call providers through information and 

education to identify families who have fallen through the treatment gap. 

9.3 Concluding comments 

This thesis has investigated an important area for effectively addressing the 

health and well-being disparities of Aboriginal Australians.  Improving care for children 

with a disability was identified as an important focus by the Western Sydney 

community. Guided by the cultural mentorship of the community, this thesis has 

elucidated the complex and multifaceted process of navigating health and social 

systems. The findings have provided a unique contribution to the literature in not only 

describing a phenomena with salience to other vulnerable communities, but has 

applied novel conceptual frameworks. The Phase two development of a framework for 

asset-informed service mapping will assist in developing an evidence base for asset-
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informed approaches to health inequities, by promoting the systematic and rigorous 

reporting of methods. This thesis has also extended theoretical application of the 

Candidacy [19], and Collaborative Practice to Enhance Patient Care Outcomes [13] 

frameworks beyond their original focus on healthcare services to consider the 

interplay of factors related to the involvement of providers from the health, education, 

and, social service sectors. As the importance of intersectionality is increasingly 

identified, this methodological approach will be useful [20-22]. Findings from the 

qualitative study, explored through these frameworks, highlight areas where future 

interventions and research might be targeted to improve families’ access and 

providers’ service provision, such as implementing a key worker model. Several key 

issues occurred during this study including the rollout of the National Disability 

Insurance Scheme and closure of the partner ACCHO, underscoring the intensely 

political issues influencing children and their families’ access to services. Improving the 

health outcomes of Aboriginal Australians is a national priority. Failing to address the 

needs of Aboriginal children with a disability is a failure of a just and civil society to 

meet the needs of the most vulnerable.  This will require cross-sector, cross-

jurisdictional solutions that place the needs of children and families at the centre and 

assist them in navigating the complex maze of health and social services within a 

framework of cultural safety and respect.    
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